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Save the Children (UK) has been promot-
ing children’s rights around the world 
for more than 80 years. At present it is 

active in more than 100 countries, working in partnership with 
governments, NGOs communities, families and children to improve 
health, education and welfare services. Its experience throughout 
Africa indicates that, today, the greatest threat to children’s rights 
and welfare is undoubtedly HIV/AIDS. In Zimbabwe it is estimated 
that one in four adults in the age group 15 – 49 is currently infected 
with HIV, the virus that causes AIDS (UNAIDS; WHO, 2000).  The Central 
Statistical Office (2000) indicates that about 56 000 children under the age of 
15 are infected with HIV.  It is also estimated that nearly one in five children 
has lost a parent to AIDS.  HIV/AIDS has shaken almost every family and 
community by eroding the most productive and reproductive section of the 
population (breadwinners) thereby stretching existing support systems to 
breaking point.  Its adverse effects threaten not just the health and welfare of 
AIDS orphans but the rights of all children to education, care, health, shelter, 
play, family support and love.

HIV/AIDS’s social effects are as dangerous and debilitating as its physical 
effects. Until the stigma and discrimination suffered by people living with AIDS 
and their families is addressed, the pandemic will continue to grow. Preju-
dice and fear prevents people seeking proper care. For those infected with 
HIV/AIDS, there is little incentive to be open about their condition if it results in 
isolation and hostility. Ignorance, prejudice and fear help HIV/AIDS to spread. 
Openness, acceptance and support are essential for its containment. 

HIV/AIDS touches us all in some way – through family, friends, or communi-
ties. Addressing the HIV/AIDS pandemic requires a strong and coordinated 
response from all sectors of society - government, NGOs, churches, commu-
nities and children, as well as the international community. But this response 
has to incorporate changes in attitude and behaviour at the personal level, 
if it is to be successful. 

I would like to thank the researchers for their work in this area. I hope that 
this report will assist in some way to overcome the prejudice that still unfor-
tunately prevails in relation to HIV/AIDS and so improve the lives of many 
already disadvantaged children and families in Zimbabwe.   

Kevin Byrne 

Director 
Save the Children (UK) 
South Africa Programme

4

Foreword



Definitions of Terms

 Youth:  Young people between the ages of 10 and 24 or the 
period between childhood and maturity.

 Orphan: A child (below the age of 18), one or both of whose 
parents are dead.

 Infected Child:  A child who is living with HIV and/or AIDS.  

 Affected Child:  A child who is exposed to social, emotional and 
psychological problems associated with the death 
or illness of parent(s) or breadwinner due to 
HIV/AIDS. 

 Sexual Abuse:  Sexual exploitation of any person through fondling 
of private parts, actual or attempted penetrative sex, 
exposing of genitals, oral sex and pornography.

 
 Child Sexual Abuse:  The sexual exploitation of a child below 18 years 

by an older person in the form of manual, oral, 
or genital sexual contact (e.g. touching, fondling, 
kissing, or rubbing), sexual intercourse, exposure 
of genitals, or any form of nudity that is sexually 
motivated.

 Stigma:  Stigma is the imposition of a special distinguishing 
and unwanted mark on a person or specific 
category of persons in such a way that they 
are looked at as fundamentally and shamefully 
different. 

 Discrimination: Discrimination happens when a prejudicial thought 
or attitude results in a distinction being made 
against a person resulting in him or her being 
treated unfairly and unjustly on the basis of their 
belonging, or being perceived to belong to a 
particular group. 

 Sexual Health: The state of well being in all matters related to 
sex and sexuality.

 Sexuality:  The expression of or the ability to take part in  
sexual activity.

 Reproductive Health:  The well being of a person, usually female in 
matters related to sex, conception and child 
bearing.

 Operational Research:  A practical (as opposed to theoretical) research 
approach designed to lead to direct changes in 
implementation of programmes.

7
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The operational research on children and youth’s 
sexual and reproductive health was carried 
out in order to address the gaps in information 

identified in a desk study on sexual behaviour and reproductive health 
of children and youth in Zimbabwe. (Save the Children (SC) (UK) - South 
Africa and Zimbabwe, March 2002). The main aim of the operational 
research was to gather information that could be used to inform the implementation 
of youth reproductive health programmes in Binga, Nyaminyami and Mutorashanga 
in order to improve the effectiveness of current behaviour change strategies being 
implemented to reduce HIV transmission among children and youth.  

There were three main areas of focus: (i) awareness versus behaviour change, 
(ii) child sexual abuse, (iii)  stigma and discrimination.

The methodology used in the operational research involved the following 
steps:

•     Selection of facilitators mainly drawn from youth co-ordinators and peer 
educators and training them in participatory learning, reflection and action 
(PLA) approaches. 

•     Purposive selection of study areas and mobilisation of participants (children, 
youth and adults) through various community structures. 

•     Conducting a series of participatory workshops with different working 
groups. 

•     Conducting a series of plenary sessions with mixed groups of participants.

•     In each ward or area, a community feedback workshop was conducted 
to report back on research findings and generate practical solutions to 
the identified problems.  

•     The research employed participatory learning, reflection and action (PLA) 
techniques as the main data collection strategy.

A total of 786 in-and out-of-school children and youth, 395 adult men and 
women, 31 teachers, 12 health staff and 33 community leaders participated in the 
operational research.  Altogether, 557 male and 693 female participants attended 
12 community feedback workshops in twelve wards selected from SC (UK) 
programme areas of Binga, Nyaminyami and Mutorashanga.

The operational research identified a number of problems affecting children and 
youth in the three programme areas.  These include inadequate support for basic 
needs, sexual abuse of orphaned children, lack of employment and activities to 
occupy out-of-school youth, widespread poverty and hunger due to drought and 
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lack of gainful employment for the majority of people.  Apart from SC supported 
youth reproductive health activities and AIDS lessons in schools, communities are 
doing very little to address children and youth’s reproductive health problems.

In discussions with communities it was clear that knowledge levels about 
HIV/AIDS and other STIs are fairly high among children, youth and adults but 
vary widely from one area to another and among the different population groups 
that participated in the operational research. In general, knowledge levels were 
found to be higher among populations living in semi-urban settlements that have 
access to more information sources.

The results show that children and young people engage in a number of high-risk 
practices such as sex for money, sexual relationships between young girls and 
adult men, and premarital sex.  Reasons that were identified as contributing to 
such high-risk practices include poverty and hunger, peer influence and desire 
to experiment.  There was consensus among participants that introduction 
and implementation of poverty alleviation strategies combined with awareness 
creation on high-risk practices would to a large extent address some of the 
problems.  

Despite variations from one area to another, the research findings show that 
most children and youth now perceive themselves as high-risk groups regarding 
vulnerability to HIV infection, given their involvement in premarital sex. This has 
been attributed to increased knowledge about HIV transmission.  Adults too 
perceived children and youth as high-risk groups of people.  Girls were 
perceived to be at even greater risk compared to their male counterparts 
mainly because of their involvement in sex work due to poverty and hunger, 
more exposure to sexual abuse, little access to condoms and less power to 
negotiate for their use.  

Some of the participants indicated that children and youth have changed high-risk 
behaviour as evidenced by reported increase in condom use, stated willingness 
to be tested for HIV, communication about sex and HIV/AIDS and reported 
increase in health-seeking behaviour, especially among peer educators.  In 
contrast, adults indicated that there is little evidence to suggest that children and 
youth have changed their behaviour because they are increasingly engaging 
in high-risk sexual practices.

A number of factors were identified as influencing children and youth’s sexual 
behaviour.  Among the most common negative determinants of children and 
youth’s sexual behaviour are cultural practices such as initiation ceremonies 
among some ethnic groups, evening gatherings and adult related sexual behaviour 
as explained in detail on page 25, section on Reported changes in behaviour 
among children and youth in response to increased knowledge on HIV/AIDS.  
Participants indicated that to address such high-risk cultural practices, there is need 
for active participation and support by cultural gatekeepers in the implementation 
of interventions to address such problems. The findings show that some cultural 
practices such as traditional sex education in conjunction with peer education 
might help to delay the sexual debut of children.

Through the use of role-plays by children, different forms of child sexual abuse 
(CSA) and exploitation were identified and prioritised using ranking and scoring 
exercises.  Rape (forced sex) was reported to be the most common form of CSA.  
This was followed by fondling of girls’ breasts and touching of their private parts 
with the intention to arouse their sexual feelings and the bribing of young girls by 
rich men to have sex after being promised or given money, food or other gifts. 
Regarding factors contributing to CSA, there was pronounced blame shifting 
between the young and older generations.  Adults and boys blamed girls for inviting 
perpetrators of sexual abuse through sitting, talking and dressing inappropriately 

8 9
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as such behaviour is misinterpreted to invite abusers.  Poverty and hunger also 
emerged as other major factors contributing to CSA, especially among girls 
because perpetrators take advantage of their poor conditions and bribe them to 
have sex for money or food. 

Child sexual abuse was reported to be most prevalent among orphaned girls and 
girls from child headed households followed by girls of school-going age from poor 
families (especially “bush boarders” 1), disabled and mentally disturbed children, 
domestic workers and, finally, small boys.  Reasons that were given ranged from 
poverty, hunger, lack of protection, bribes to family pressures leading children to 
marry at tender ages.

The findings show that apart from being referred to hospital for medical examination 
or in rare cases removed from the place of abuse, survivors of child sexual abuse in 
the study areas have no access to essential support services such as counselling.  
In some cases CSA is reported to the police followed by arrest of the perpetrators.  
In most cases CSA is not reported due to a number of reasons that include fear of 
police interrogations, threats made by abusers, stigmatisation and victimisation.  
Other reasons that were mentioned include the indifference of parents, bribing, 
protecting abusers for example the father who might be the sole breadwinner in 
the family, and to preserve family ties if the abuse involves close relatives. 

Despite some indications that community members sympathise with survivors of 
child sexual abuse, the majority of participants admitted that they are stigmatised 
and discriminated against in many ways. These include being blamed for “inviting” 
the abuse by parents or in extreme cases being chased away from home and/or 
dropped from school. To address such problems, it was suggested that there 
is need for community awareness raising workshops targeting all members to 
sensitise them about CSA, lobbying local leaders to encourage reporting of child 
sexual abuse at their local meetings and establishing watchdog committees trained 
to identify, investigate and provide basic counselling.  Scaling up of life skills 
training targeting children, especially girls, to build their self-esteem to enhance 
quick reporting of actual and potential sexual abuse was suggested as another 
potential solution.

A series of participatory workshops with children, youth and adults identified diverse 
instances of actual and perceived stigma and discrimination related to HIV/AIDS.  
Through cartoons, children articulated how HIV/AIDS affected children and those 
suspected to be infected are stigmatised and discriminated against in the home, 
school and community environments.  The identified stigmatising tendencies 
included teasing, labelling, not being allowed to share food and clothes with other 
children, laughing and drawing of cartoons among other things.  Discrimination  
resulted in them having little access to basic needs such as food, clothes, education 
and health and being overworked compared to other children.  Regarding access 
to health care, the few nurses interviewed reported that all patients seeking health 
assistance at health institutions are given equal treatment despite their conditions.  
In general, participants indicated that such tendencies are more pronounced in 
the home than in other places.

Negative community attitudes towards HIV/AIDS affected or infected children 
were indicated to be a result of ignorance and misconceptions surrounding HIV 
transmission and actual illness.  Avoidance behaviour was attributed to the fear 
of contracting the virus through sharing of food, utensils and clothes with a child 
suspected to be infected with HIV.  The findings show that due to continuous 
teasing, labelling, beating and being given little food, some children might be 
forced to drop out from school or engage in sex work to get food, clothes and 
school fees.  To address these and other problems, participants suggested that 
adequate education combined with training in counselling for peer educators, 
teachers and other people working with children might prevent or reduce actual 
negative effects.

8 9
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Summary of recommendations:
(a)  Awareness versus behaviour change:

•     Introduce income generation projects and self-help projects to alleviate 
poverty as well as to keep youth occupied.

•     Strengthen peer education activities on HIV/AIDS to ensure that a larger 
population of children and youth benefit from reproductive health education.

•     Scale up training in life skills targeting more children and youth especially girls 
in order to empower them to deal with high-risk situations.

•     Establish youth friendly centres that provide recreational and reading facilities,  
and clinical and counselling services for children and youth.

•     Revive the traditional sex education in all programme areas in an attempt to 
delay the sexual debut of children.

•     Hold consultative meetings with gatekeepers to regulate the environment in 
which certain high-risk traditional practices occur.

•     Conduct regular community sensitisation and education workshops to 
increase awareness about the dangers associated with certain high-risk 
traditional practices.

(b)  Child sexual abuse and HIV infection:

•     Conduct community workshops to sensitise and create awareness about 
the different forms of CSA, contributory factors and negative community 
attitudes.

•     Set up watchdog committees made up of peer educators, local leaders, 
nurses, teachers and the police to identify and investigate cases of CSA.

•     Facilitate the provision of and increased access to counselling services by 
survivors of child sexual abuse.

•     Improve the living conditions and protection of children staying in make-
shift shelters in order to access education at the few schools available 
in certain areas.

•     Train schoolteachers in counselling skills that would enable them to handle 
pupils experiencing emotional problems at school.

(c)  Role of stigma and discrimination in HIV infection:

•     Conduct sensitisation and education workshops targeting the whole 
community to reduce negative attitudes toward HIV/AIDS affected and 
infected children.

•     Train peer educators, caregivers and schoolteachers in the provision of 
counselling services for HIV/AIDS affected and other vulnerable children.

10 11

 1 These are pupils who stay in make-shift huts at secondary schools or in villages surrounding those schools due to long 
distances they have to travel in order to access secondary education from the few schools that are available.
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Save the Children (SC) (UK)’s reproductive health 
programme is operational in three areas, 
namely Binga district, Nyaminyami district 

and Mutorashanga mining area.  Binga district is found in Matebeleland 
North province in northwestern Zimbabwe along the Zambezi Valley on 
the border with Zambia.  The population of Binga is approximately 125 000 people 
that are mainly of the Tonga tribe.  The Tonga people are traditionally a matrilineal 
society and polygamy is common.  

Nyaminyami district encompasses the rural area of Kariba district and is located 
in Mashonaland West province.  It has a total population estimated in 2000 to 
be 37 600.  Binga and Nyaminyami districts are found in the Zambezi Valley and 
are among the poorest districts in the country.  They experience perennial food 
deficits mainly due to low rainfall and hot climate that do not support the growth 
of maize, the main staple food in the country.  

Mutorashanga is situated in Zvimba district of Mashonaland West province 
about 80 km due northwest of Harare.  Unlike the other two districts, it is a 
large-scale agricultural and mining area along the Great Dyke.  The population of 
Mutorashanga is approximately 10 000.  Despite being rich in minerals, the 
large multinational companies have stopped mining operations and contracted 
out to co-operatives.  As a result, many people especially descendants of 
migrant workers of foreign origin are exposed to poverty and hunger because 
of reduced incomes.

The reproductive health programme started due to increasing numbers of sexually 
transmitted infections, HIV/AIDS cases, teenage pregnancies and early marriages 
in these areas. Similar to other areas in the country, the prevalence of HIV in the 
three SC (UK) programme areas is high.  In 2000, UNAIDS estimated the HIV 
prevalence in Zimbabwe to be 25% but more recent information suggests that the 
current prevalence may be even higher. This is exacerbated by low knowledge 
levels on the basic facts about HIV/AIDS in certain areas, and  widespread poverty 
and hunger that lead people to engage in high-risk sexual practices.  Sex for 
money, premarital sex, wife inheritance, polygamy and sexual abuse of children 
are some of the common high-risk sexual practices in these areas.  In response 
to the problem, SC (UK) has, since 1992, embarked on the reproductive health 
programme in the Zambezi Valley (Binga and Nyaminyami districts) and in 2000 
in Mutorashanga focusing mainly on change in sexual behaviour of children and 
youth.  Peer education forms the cornerstone of the reproductive health programme 
aimed to reduce the further spread of HIV among children and youth, in- and 
out-of-school.  

10 11
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Background to the operational research
The operational research on children and youth’s sexual and reproductive health 
was implemented in order to address gaps in information identified in the desk 
study carried out by Save the Children (UK) (Zimbabwe and South Africa, March 
2002). The desk study was carried out to establish the availability of and identify 
gaps in information on reproductive health and HIV/AIDS issues among children 
and youth in Zimbabwe.  This involved the collection of data mainly through 
the review of literature and key informant interviews with representatives of 
organisations involved in HIV/AIDS activities.

The desk study identified gaps in information on awareness versus behaviour 
change, HIV infection and child sexual abuse and the role of stigma and 
discrimination in increasing the vulnerability of children and youth to HIV infection. 
Despite acknowledgement of a universal awareness of HIV/AIDS among all 
population groups, the desk study showed that little work has been done to assess 
behaviour change among young people and its determinants in response to that 
increase in knowledge. In the desk study, there is little documented evidence to 
establish the existence and role of cultural or traditional beliefs and practices in 
the spread of HIV among children and youth. The operational research provided 
much needed information regarding the impact of awareness on behaviour change 
among children and youth.  It also provided an opportunity for both children and 
adults to identify and explain how cultural factors and practices influence children’s 
decision making regarding sexual behaviour in order to suggest practical solutions 
to the identified problems.  The detailed findings on these topics are contained on 
page 21, section on Awareness versus behaviour change.

The available statistics on child sexual abuse were indicated to be incomplete due 
to underreporting.  Apart from rape, other forms of child sexual abuse have not 
been extensively documented.  No in-depth study has been conducted to identify 
factors contributing to child sexual abuse in order to address the problem in a 
holistic approach. The operational research identified the different forms of child 
sexual abuse, contributing factors and categories of children most vulnerable to 
abuse as well as suggesting practical solutions to address the identified problems.  
The findings on child sexual abuse (CSA) are presented in detail on page 30, 
section on Child sexual abuse and HIV infection.

The desk study demonstrated that stigma and discrimination are commonly 
talked about concepts in HIV/AIDS in Zimbabwe.  However, no in-depth study 
has been carried out in the country to determine the nature of the two concepts, 
contributory factors, the effect of stigma and discrimination and their role in 
increasing the vulnerability of children to HIV infection. The operational research 
therefore closely examined the forms through which the two manifest themselves, 
contributory factors, the negative effects and practical solutions to deal with the 
identified problems. The findings are described in detail on page 38, section on 
Stigma and discrimination.
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Purpose and objectives of the operational research
The main aim of the operational research was to gather more information that 
could be used to inform the Save the Children (UK) supported reproductive health 
programme in Binga, Nyaminyami and Mutorashanga in order to improve the 
effectiveness of current behaviour change strategies.  The operational research 
carried the following specific objectives: -

(a)  To determine the vulnerability of children and youth (24 years and below) 
(especially girls) to the risk of infection with HIV and other sexually transmitted 
infections (STI).

(b)  To assess the extent of behaviour change among children and youth in 
response to increased knowledge about HIV/AIDS. 

(c)  To examine the socio-cultural and adult related determinants of sexual 
behaviour of children and youth.

(d)  To establish the form and extent of child sexual abuse and its contributory 
factors. 

(e)  To establish the existence of reporting systems for CSA and identify 
obstacles to reporting of CSA.

(f)   To establish the existence of support services for survivors of child sexual 
abuse.

(g)  To determine the nature and extent of stigma and discrimination, contributing 
factors and resultant negative effects on HIV/AIDS affected and infected 
children.

(h)  To examine the role of stigma and discrimination in HIV transmission.

(i)   To identify the key issues for each topic, prioritise them and suggest 
practical solutions that could be tested to improve effectiveness of current 
behaviour change strategies aimed at reducing the spread of HIV among 
children and youth. 

(j)   To compile a report of findings and recommendations of the operational 
research.
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This section describes how the operational 
research was carried out putting emphasis 
on the participatory tools used, areas selected 

and covered, and the various groups of people who participated in the 
research.

The research process and methods used
The first stage in the implementation of the operational research involved the 
selection and training of research assistants to facilitate participatory workshops 
that were used as the main data collection strategy. The research assistants 
were mainly drawn from youth co-ordinators and peer educators.  They were 
trained in the use of various participatory appraisal techniques. Children, youth 
and adults actively participated in and contributed to the research.  This can 
be attributed to the established rapport between the research assistants and 
other community members. 

The communities were mobilised for participatory workshops through several 
structures including among others chiefs, councillors, school heads, ward 
co-ordinators, environmental health technicians, youth co-ordinators and peer 
educators. A series of participatory workshops were conducted separately 
with children, youth and adults.  Participants were divided into working groups 
categorised by age, sex, whether in-or out-of-school, peer or non-peer educators 
and other criteria such as leadership roles.  Plenary sessions were held frequently 
with mixed groups of participants in order to share and validate research findings.  
In each ward or area, a community feedback workshop was conducted to report 
back on research findings to the community in order to verify those findings as 
well as to generate practical solutions to the identified problems.  Altogether, 
twelve such community feedback workshops were conducted and 1 250 children, 
youth, adults, local leaders and local workers participated.  
The workshops were mainly based on participatory learning, reflection and 
action principles in order to generate information that could be used to inform 
implementation of the SC (UK) reproductive health and HIV/AIDS programme 
in Binga, Nyaminyami and Mutorashanga.  Participants were facilitated to 
understand more about youth reproductive health problems, analyse those 
problems, and seek and plan the implementation of practical solutions.  The 
participatory appraisals used were based on semi-structured dialogues, 
visualisation and diagramming to enable equal and active participation by both 
literate and illiterate people in examining the socio-cultural, and personal factors 
influencing children and youth’s sexual behaviour. 

Methodology 
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The participatory tools that were used included free listing, group discussions, 
Venn diagrams, scoring and ranking exercises, trend analysis, role-plays, case 
studies and cartoons.  Each tool is briefly described below.

(a)  Free listing was used as the first step whereby participants would brainstorm 
local terms about reproductive health, HIV/AIDS, child sexual abuse, stigma 
and discrimination before an in-depth analysis of the relative importance 
and relationships among those factors.  One example could be the random 
listing of factors contributing to child sexual abuse by groups of children, 
youth and adults.

(b)  Group discussions formed the cornerstone of the participatory tools 
because small groups of 7 to 12 participants would explore in-depth topical 
issues in an informal setting.  The researchers asked open-ended questions 
followed by probing to explore various topics.  For example, group discussions 
were used to explore the traditional factors contributing to the spread 
of HIV among children and youth as well as finding solutions to those 
problems.  

(c)  Venn diagrams, scoring and ranking exercises were used to prioritise 
problems and to understand the relative importance of various factors in 
determining children and youth’s sexual behaviour and child sexual abuse.  
Such tools were also used to evaluate options in dealing with problems and 
in ordering them according to their relative importance.

(d)  Trend analysis was used with elderly people to understand their perceptions 
regarding patterns of change in children and youth’s sexual behaviour, 
teenage pregnancies and sex education.  The attempt to trace problems 
backwards assisted in identifying factors contributing to changes in order to 
find appropriate solutions to address those problems.

(e)  Case studies are stories recorded as practical examples of how certain 
problems such as child sexual abuse occurred and was dealt with in 
the community in order to find solutions to prevent or deal with similar 
problems in the future.

(f)   Role plays a boy and girl were asked to demonstrate, for example, how an 
adult man tries to have sex with a girl by using force or bribes while others 
are watching followed by discussions around that theme.  This would enable 
children to talk openly about sensitive topics such as child sexual abuse.  For 
example after an enacted presentation of a real life situation, children would 
discuss what they saw and suggest solutions to address similar problems.

(g)  Cartoons children were asked to draw picture stories for example to depict 
what happens to survivors of child sexual abuse and children affected by 
HIV/AIDS in real life situations.  Probing questions were asked to understand 
more about the stories including how best similar problems can be 
addressed.

(h)  In-depth interviews were also conducted with key informants, that included 
local leaders, teachers and nurses, to explore various topics. 
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Programme area Selected wards and areas

Binga district Dobola Sinampande Siansyundu Nabusenga

Nyaminyami district Mola Negande Nebiri Musampakaruma

Mutorashanga area Vanad Tafara Shunguyaguma Sutton
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Study areas and research participants
The operational research fieldwork was conducted between January and July 2002.   
Twelve wards were selected from the SC (UK) reproductive health programme 
areas of Binga, Nyaminyami and Mutorashanga as shown in Table 1 below.

Table 1: Wards and areas covered by the operational research

The participants included both in-school and out-of-school youth, peer and non 
peer educators, adult men and women, village community workers (VCW), 
school teachers, nurses and representatives of other organisations as shown in 
Table 2. 

Challenges and limitations of the operational 
research
The main challenge faced by the research team was the indifference shown 
by many local leaders such as chiefs, kraal heads, councillors, church leaders 
and representatives from other organisations to the research.  Many community 
leaders could not attend even a single session of a series of participatory 
workshops held in their respective areas. Their participation could have 
immensely contributed to the improvement of the youth reproductive health 
programme given the fact that they are the gatekeepers of cultural and traditional 
practices that influence children and youth’s sexual behaviour.
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This section contains a fusion of findings and 
recommendations of the operational research 
from the twelve selected study areas.  Throughout 

the presentation, distinctions will be made by group of participants and 
area where necessary according to the observed variations in the findings.  The 
findings and recommendations will be presented under the following topics: general 
youth problems; awareness versus behaviour change; child sexual abuse (CSA) 
and HIV infection; and stigma and discrimination. Throughout the presentation 
of findings, it should be noted that there are areas of overlap given the nature of 
relationships among the various factors contributing to problems such as premarital 
sex, early marriages and child sexual abuse. Factors such as poverty and hunger 
cut across all topics as contributory factors in high-risk sexual practices and as 
separate problems that also require attention.  It should therefore be noted that 
poverty and hunger are frequent themes in the report. 

General problems of children and youth in the study 
areas
In each area, the participatory workshops started with mixed groups of 
participants that free listed and held open discussions on general problems 
affecting children and youth, especially those related to sexual and reproductive 
health issues. Outlined below is a summary of common problems identified 
as affecting children and youth and these are ranked according to prevalence 
and their relative importance.  

•     Poverty and hunger were reported as the most common problems affecting 
children and youth in all areas. This was attributed to drought and lack of 
gainful employment for the majority of people.  As a result some parents 
were reported to force their daughters into early marriages as a way of 
raising money to bail them out of hunger.  In some cases mothers would 
indirectly encourage their daughters to engage in love relationships with rich 
men in order to get money and food. 

•     Secondly, orphaned children were reported to experience various 
problems including inadequate basic needs such as food, clothes and 
school fees. At Vanad Primary School in Mutorashanga, the school head 
pointed out that almost half of the pupils enrolled at the school are orphaned 
children. Such children were reported to face all forms of abuse such as being 
overworked, sexual exploitation and abuse, and girls in many cases being 
forced to marry early. 
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•     Lack of employment and activities to occupy out-of-school youth were 
mentioned as the third most common problem affecting children and youth.  
These problems compounded with peer influence lead to high-risk behaviours 
such as premarital sex and substance abuse. The participants indicated that 
there is a high incidence of sexually transmitted infections (STIs) and teenage 
pregnancies.  Teenage pregnancies lead to early marriages for girls chased 
from home by parents.

•     The fourth most common problem reported was that of school dropouts 
due to lack of school fees, teenage pregnancies and lack of interest 
on the part of both parents and children. In Mutorashanga, for example, 
the findings indicate that in many cases parents ask their children to drop 
out of school and work in nearby commercial farms and mines in order to 
contribute to the family income.  

      However, on sharing findings with other SC staff, it emerged that parents do 
value education for their children but the lack of tangible benefits from that 
education often results in children either voluntarily dropping out of school 
or being forced to drop out of school.  It was indicated that the quality of 
education is so poor that the majority of pupils fail exams creating negative 
attitudes among parents. It was therefore suggested that efforts to get 
children back into school should be tied to good quality education that would 
ensure self-reliance in children, especially education aimed at developing 
certain skills and talents in children.

 •    Lastly, child sexual abuse was indicated to be another problem affecting 
children, especially girls.  It takes many forms ranging from rape, exploitation 
to incest.  Love relationships between young girls and adult rich men were 
indicated to be very common, especially in Mutorashanga informal mining 
settlements.  This is fuelled by the desire for money and other gifts due to 
widespread poverty and hunger. 

Current strategies to address problems of children and youth
The operational research examined the strategies currently being implemented 
by different communities to address the identified youth problems. The majority 
of participants in Binga, Nyaminyami and Mutorashanga gave applause for the 
Save the Children (UK) supported youth reproductive health programmes being 
carried out by groups of peer educators and school health clubs.  These carry out 
a number of activities through drama, poetry and songs aimed at discouraging 
high-risk sexual practices such premarital sex, promiscuity, unprotected sex and 
love relationships between young girls and older men.  However, such activities 
seem to be affected by limited coverage because the participants felt that peer 
education activities appear to be benefiting current groups of peer educators 
only.  In most primary and secondary schools, pupils benefit from AIDS education 
lessons conducted in class.

In Shunguyaguma informal mining settlement of Mutorashanga, there is a 
local drama group called Shungu Drama Group that is currently carrying out 
various education and entertainment activities on reproductive health problems, 
HIV/AIDS, the dangers of promiscuity, gender related violence, child sexual 
abuse and other issues affecting society.  

In an effort to alleviate poverty and hunger, a few out-of-school youth groups 
have embarked on self help projects such as carving, sewing, poultry, fishing and 
growing vegetables for sale in order to raise income to buy food and clothes.  For 
example, in Musampakaruma ward in Nyaminyami district, the Ministry of 
Youth Development, Gender and Employment Creation is supporting such 
projects aimed at empowering the youth economically. In Mutorashanga, the 
majority of out-of-school youth are working as labourers in nearby commercial 
farms and informal mines.  
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The participants indicated that the government’s Basic Education Assistance 
Module (BEAM) has helped to reduce the problem of school dropouts among 
orphans by providing educational assistance.  However, the findings show that 
this initiative has only benefited a limited number of orphaned and other vulnerable 
children.  

On a limited scale, some church organisations carry out welfare activities 
by providing food, clothes, blankets and school fees to orphans and other 
disadvantaged children. Church leaders reported that church going youth also 
benefit from Christian teachings that promote abstinence before marriage 
and discourage high-risk practices such as promiscuity, and drug and alcohol 
abuse.  In the Tafara area of Mutorashanga, some church youth have embarked 
on awareness activities on HIV transmission and prevention in their local 
communities.

Obstacles in addressing problems of children and youth
Despite universal acknowledgement that children and youth are experiencing a 
diversity of problems, participants pointed out that dealing with those problems is 
not an easy task.  Some of the major obstacles being encountered in addressing 
problems of children and youth are summarised below. These will be dealt with 
in more detail in the relevant sections.

•     Widespread poverty and hunger compounded by lack of employment and 
activities to occupy youth. 

•     Lack of tangible benefits from peer education activities which contribute to 
limited involvement by children and youths. 

•     Little confidence in youth peer education activities on reproductive health 
and HIV/AIDS by parents following cases of marriages amongst peer 
educators. 

•     Inadequate explanation of the objectives of the youth reproductive health 
programme to communities resulting in reluctance among some parents 
to allow their children, especially girls, to participate in peer education 
activities.  

•     Little support from community leaders identified as a major obstacle to 
the success of strategies currently being implemented to address such  
problems.

•     Child sexual abuse which continues to occur unchecked in many areas due 
to the failure by survivors to report, and unwillingness by parents to disclose 
CSA, especially that perpetrated by relatives, for the sake of preserving family 
ties and due to fear of stigmatisation.

•     Some church organisations preaching against peer education activities, 
particularly messages that promote the use of condoms and discussions on 
sexual matters. 

Awareness versus behaviour change
This section will begin by looking at levels of awareness about HIV/AIDS 
transmission and prevention as well as other sexually transmitted infections 
(STIs) before focusing on the determinants of sexual behaviour of children 
and youth.

Knowledge about HIV/AIDS and other STIs
The interactions with various groups of participants show that on average 
knowledge levels about HIV/AIDS and other STIs are fairly high.  However, they 
vary widely from one area to another and among different population groups.  In 
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general, it appears that knowledge levels are higher among in-school pupils and 
current groups of peer educators when compared to other groups.  This is attributed 
to AIDS lessons in schools and training in reproductive health issues for pupils and 
peer educators, respectively.  These two categories of participants could state more 
than three methods of HIV transmission and prevention as well as the different 
types of STIs with ease. In contrast, some adults in Mola and Nebiri wards could 
not list one mode of HIV transmission mainly due to lack of knowledge about the 
basic facts about HIV/AIDS. Their knowledge is limited to the “disease killing young 
people” meaning AIDS.

In settlements of a semi-urban nature such as most parts of Mutorashanga and 
Siakobvu, the picture was quite different.  All categories of participants demonstrated 
high levels of knowledge regarding HIV transmission and prevention as well as 
common STIs.  This can be attributed to the fact that the majority of people in these 
areas have access to reproductive health and HIV/AIDS information from different 
sources such as radio, television, newspapers, magazines, posters, village health 
workers, peer educators, churches and health institutions.  In Mutorashanga, mining 
companies used to support HIV/AIDS activities but have since stopped following 
the stoppage of mining operations.

Common high-risk sexual practices and contributory factors
The findings show that in some parts of Nyaminyami (Siakobvu, Negande and 
Musampakaruma) and Binga (Dobola) where there is a shortage of secondary 
schools, pupils are forced to go and camp as “bush boarders” at schools in other 
areas in order for them to access education.  These pupils learning as “bush 
boarders” are not controlled by adults or school authorities and this increases the 
exposure of girls to all forms of abuse.  Due to poverty and hunger, girls are forced 
to engage in sexual activities in exchange for money and food to supplement the 
little they get from their parents.  This exposes them to the risk of infection with STIs 
given the fact that they have sex with adult male workers who probably would have 
had sex with multiple partners.  Children’s vulnerability to the risk of HIV infection 
is exacerbated by the fact that young girls’ ability to negotiate for protected sex 
in such situations is greatly undermined since they would be dealing with older 
partners who give them money and gifts.  

Early marriages, especially those involving girls were reported to be common in all 
programme areas. This is attributed to factors such as poverty and hunger whereby 
parents force a girl child into marriage in order to alleviate hunger through food 
or cash from lobola. Other early marriages are caused by teenage pregnancies 
resulting from premarital sex.

Premarital sex and multiple sexual partners were reported to be common high-
risk sexual practices exposing both in-and out-of-school children and youth to 
HIV infection in all the areas. For instance, following the operational research in 
Mutorashanga, female teachers at a certain school carried out their own further 
investigations and found out that only three (3) girls out of the whole grade seven 
class had never had sex.  Vulnerability to HIV infection is also increased because 
young people engage in unprotected sex in order to “enjoy the act”.  A nineteen 
year old girl in Marembera likened having sex using a condom to “…taking a bath 
while putting on a raincoat”.  Further investigations revealed that negative peer 
influence compounded by great desire for experimenting with sex leads to high-risk 
sexual activities among children.  In Siakobvu, a seventeen-year old peer educator 
indicated that some youth are not afraid of contracting STIs claiming that “…a bull 
that fights is identified by its scars”. 

Apart from fishing and informal mining activities, there are few employment 
opportunities and other activities to occupy the youth, especially those out-of- school 
in all programme areas.  As a result youth turn to high-risk behaviours such as 
drug and alcohol abuse and prostitution.  For example at Shunguyaguma informal 
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mining settlement, young boys drop out of school after completing grade seven to 
work in nearby commercial farms and mines.  Monthly earnings are used to buy 
beer and drugs and eventually engage in sexual activities with older sex workers 
at local beer halls under the influence of those substances. This increases their 
vulnerability to the risk of infection with STIs.

Vulnerability of the girl child to the risk of infection with HIV
There was consensus among all groups of participants regarding the vulnerability 
of girls to the risk of infection with HIV and other STIs.  As compared to their male 
counterparts, girls were perceived to be at a higher HIV infection risk due to the 
following reasons:

•     Widespread poverty and hunger in all programme areas which leads young girls 
into sexual activities with older and richer partners in exchange with money, 
food and educational requirements.  For example, in Binga girls leave their 
rural homes in search for domestic work at Binga centre.  After failing to secure 
jobs, hunger drives them into sex work thereby increasing their vulnerability to 
the risk of infection with HIV. In addition, the findings show that in many cases 
it is the girl child that is forced to marry older and richer men in order to bail 
their families out of hunger.

•     Compared to boys, girls are more exposed to all forms of sexual abuse.  Of all 
the reported sexual abuse cases, a very insignificant number is perpetrated 
on boys.  Although the myth is slowly diminishing, the findings show that 
some adults still believe that having sex with a virgin can cure AIDS thereby 
increasing the vulnerability of children, especially girls, to HIV infection.

•     Girls are more disadvantaged in many respects compared to their male 
counterparts. In all programme areas, lower participation by girls in peer 
education activities was attributed to reluctance by their parents to allow them 
to join peer groups due to the fear that they might end up getting pregnant.  
This denies them knowledge about reproductive health issues including the 
best ways of avoiding high-risk behaviour such as unprotected sex and having 
sex with multiple partners. Both adults and youths acknowledged that girls 
have little or no access to condoms let alone the power to negotiate for their 
use.

Recommendations from discussions to address high-risk practices and 
their contributory factors
In order to reduce the vulnerability of children and youth to the risk of infection with 
HIV, participants suggested solutions to deal with factors that contribute to certain 
high-risk sexual behaviour and these are outlined below: 

1)   Income generation projects/employment creation: in order to alleviate 
poverty and hunger, participants suggested that self-help and income 
generating projects should be introduced and implemented especially for youth 
out-of-school.  In areas where the Ministry of Youth Development, Gender and 
Employment Creation is supporting youth empowerment projects, this could be 
an opportunity to incorporate peer education activities on reproductive health 
and HIV/AIDS. Such projects would also ensure that the youth are occupied 
as well as providing some form of livelihood, and hence a sustainable way of 
addressing the problem of poverty and hunger.  

2)   Strengthening peer education on HIV/AIDS: in areas such as Mutorashanga 
where peer education activities were almost non-existent, participants 
recommended that they should be revived, strengthened and scaled up.  
This would ensure that large populations of children and youth benefit from 
reproductive health education on risks associated with certain behaviours such 
as prostitution, unprotected sex, having sexual relations with older partners, 
drug and alcohol abuse.  
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Participants Perceived risk Reasons

In-school girls
(8 –14 years)

High risk 
(Siansyundu, Nabusenga, 
Sutton, Musampakaruma).

• Small girls are forced to marry at tender 
ages.

• Sexual abuse among girls is rampant.
• Girls engage in sex for money and gifts.
• Young girls have great desire to experiment.

Medium risk 
(Vanad, Sinampande, Nebiri, 

Tafara).

• Increased knowledge about HIV/AIDS.
• Majority have not started sexual activities.
• Their only problem is child sexual abuse but 

this is not very common.

In-school boys
(9 – 14 years)

High risk 
(Siansyundu, Sutton, Tafara).

• Great desire to have sex with girls due to 
peer pressure.

• Grandmothers have sex with small boys for 
ritual purposes.

Low risk  
(Vanad, Negande, Mola, 

Nabusenga, Nebiri)

• Majority of boys have not started sexual 
activities apart from a few exposed to CSA.

• Increased knowledge about HIV 
transmission and prevention.
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3)   Scaling up training in life skills: the majority of peer educators suggested 
that training in life skills (communication, assertiveness, negotiation, decision-
making, critical thinking) should also be scaled up to benefit more children 
and youth.  Such skills will empower children and youth to effectively deal with 
negative peer influence that is greatly contributing to high-risk behaviours.  
Given their disadvantaged situations, training in life skills should target more 
girls than boys to ensure that they are equipped with better negotiation and 
communication skills to deal with sexual demands in love relationships and 
other high-risk situations.

4)   Establishment of youth friendly centres: lack of activities to occupy 
children and youth in all programme areas was identified as a contributory 
factor to high-risk behaviour such as premarital sex, drug and alcohol abuse.  
In order to keep children and youth occupied, it was suggested that there is 
need for the establishment of youth friendly centres that offer recreational, 
educational and entertainment facilities, and minimum clinical services 
such as STI management and treatment. In Binga, the establishment of 
youth centres is already underway and the initiative has to be taken to other 
programme areas as soon as possible.

5)   Traditional sex education: in all communities, adults were of the view 
that if their generation was able to delay sexual debut to above 25 years, 
it is imperative to revert to traditional methods of sex education where 
grandparents, uncles and aunts took a leading role.  The idea is to make 
arrangements where elderly sex educators should be identified and selected 
to teach children and youths about growing up as well as effective traditional 
methods of delaying sexual activity.  However, the elders should first 
of all be trained in order for them to appreciate the reproductive health 
programme.

Perceived vulnerability of children and youth to the risk of HIV infection 
With respect to the vulnerability of children and youth to the risk of infection with 
HIV and other STIs, various groups of participants expressed different views 
substantiated by reasons for such perceptions as shown in Table 3 below. 

Table 3: Perceived vulnerability of children to the risk of infection with 
HIV and other STIs (risk perception on a 3-point scale of low, medium and 
high).
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In-school girls 
(15 – 18 years)

High risk 
(Siansyundu, Sutton, Tafara, 

Negande).

• Having sex for money and gifts due to 
poverty and hunger.

• Having multiple sexual partners due to peer 
influence.

• Engage in premarital sex due great desire 
for experimentation.

In-school boys
(15 – 18 years)

Medium risk (Siansyundu, 
Sutton, Tafara, Negande).

• High knowledge levels regarding HIV 
transmission and prevention.

• Very few boys engage in premarital sex.

Out-of-school youth 
girls

(16 – 24 years)

High risk (Siansyundu, 
Shunguyaguma, Sutton, 

Negande, Mola)

• Having sex in exchange for money and gifts.
• Having sex with older partners with longer 

sexual history.
• Forced to marry at very tender ages.
• Having sex with multiple partners.
• Engaging in unprotected sex.

Out-of-school youth 
boys

(16 – 24 years)

Medium risk (Siansyundu, 
Nebiri, Negande, Tafara)

• Majority of boys are knowledgeable about 
HIV transmission and prevention.

• Some boys are engaging in premarital sex.

High risk 
(Mola, Nabusenga, 
Shunguyaguma)

• Having sex with older partners when drunk.
• Having unprotected sex with multiple 

partners. 
• Having great desire to inherit deceased’s 

wives.

Adult men and 
women (25 +)

High risk 
(in all study areas)

• Premarital sex, unprotected sex, child 
sexual abuse, sex for money and gifts, love 
relationships between young people and 
adults, promiscuity, STIs, drug and alcohol 
abuse, teenage pregnancies and early 
marriages were said to be very common 
among children and youths in all areas. 
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The findings in the table above show that most children and youth have changed 
their perceptions regarding their vulnerability to the risk of infection with HIV.  
Except for 9 - 14 year-old boys in school who perceived themselves as a low-risk 
category, the majority of children and youth perceived themselves to be either 
at medium or high risk unlike previously when HIV was thought to be a disease 
of prostitutes and married people.  Children and youth acknowledged that 
the majority of them still engage in high-risk behaviour and practices thereby 
increasing their vulnerability to HIV infection.  All adults expressed concern 
about their children in light of the HIV/AIDS pandemic because children’s 
involvement in high-risk sexual behaviours and practices was indicated to 
be on the increase.      

Reported changes in behaviour among children and youth in response to 
increased knowledge on HIV/AIDS
Various groups of participants expressed different views regarding noticeable 
changes in the behaviour of children and youth in response to increased knowledge 
about HIV/AIDS.  Outlined below are some of the reported changes in behaviour 
among children and youth.

•     In all areas there was consensus on the increase in the use of condoms 
by youth following knowledge that condoms can reduce chances of HIV 
infection.  However, the question that remains unanswered is the extent to 
which those condoms are used consistently and correctly.

•     In some places it was mentioned that youth have stopped frequenting beer 
halls on discovering that it is a high-risk area with respect to the spread of 
HIV.

•     Unlike in the past, presently more and more youths are showing great interest 
in participating in peer education activities.  

•     The findings show that a significant number of youth now express willingness 
to be tested for HIV before marriage.  
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•     In Nebiri, boys aged between 17 and 22 were of the view that communication 
about sex and HIV/AIDS has greatly improved both among youth and between 
youth and adults.

•     Some participants acknowledged that children are increasingly opening up 
regarding high-risk factors such as child sexual abuse.  

•     In Siansyundu, the nurse in charge at the local clinic acknowledged that there 
is an increase in health seeking behaviour among youth, especially peer 
educators.  This was also acknowledged in other areas such as Nebiri and 
Tafara.

Contrary to the above, adults reported that there is little evidence to suggest that 
children and youth have stopped engaging in high-risk behaviours.  Premarital sex, 
prostitution, love relationships between young girls and adult men, early marriages 
and teenage pregnancies were said to be on the increase in all programme areas.  
Interviews with school authorities show that girls are dropping out of school due 
to teenage pregnancies. For example, five (5) pupils dropped  out of school at 
Siansyundu secondary school (Binga) in 2001 and 3 out of Sutton secondary 
school (Mutorashanga) in the same year.  All of the dropouts were due to teenage 
pregnancies and hence the argument that premarital sex is on the increase.

A trend analysis exercise conducted with adult men and women in Siansyundu 
indicated an increase in premarital sex among boys and girls. The adult participants 
admitted that children become sexually active at the tender age of ten years.  This 
has been blamed on the dilution of the Tonga culture by other cultures.  Premarital 
sex slowly stopped being a taboo as the value attached to virginity at marriage 
diminished.  Previously, one could be severely punished for engaging in premarital 
sex.  Physical punishment is disappearing due to increased awareness that it is an 
offence that might lead to prosecution.

Obstacles to behaviour change among children and youth
Consultations with various groups of participants indicated that there are a number 
of factors hindering change of high-risk behaviour and these are outlined below.  

•     Without alternatives to address the problem of poverty, hunger and unemployment, 
participants expressed the concern that it is very difficult to influence girls to 
stop having sex for money, food and gifts if that is the only available option for 
survival.  

•     In many cases parents were blamed for encouraging their children to do anything 
that brings money and food home.  

•     Lack of activities to occupy and entertain children and young people was 
mentioned as an obstacle to behaviour change because youth spend most of 
their time engaging in high-risk practices such as substance abuse and premarital 
sex.  

•     Some adults indicated that the promotion of the use of contraceptive methods 
such as the pill and the condom in a way encourages premarital sex because 
youth are assured of protection from both pregnancy and infection with STIs.  

•     The findings also showed that peer influence is very strong, and that without 
effective strategies like the life skills training at a larger scale to counteract it, 
certain high-risk practices such as substance abuse, experimentation with sex 
and having multiple sexual partners will persist.  

•     Nevertheless, ignorance about high-risk factors especially among non-peer 
educators was indicated to be a major obstacle to behaviour change.  

•     Adult participants were concerned about the reluctance by children and youth 
to listen to parental advice aimed at encouraging abstinence from sex before 
marriage arguing that anything said by old people is old fashioned.
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Socio-cultural and adult related determinants of children’s sexual behaviour
Focus group discussions with all categories of participants, especially adults 
generated a wealth of information regarding the cultural and traditional practices, 
socio-economic and adult related factors influencing the sexual behaviour of 
children and youth. The identified determinants can be negative or positive 
depending on whether they increase or reduce the vulnerability of children 
to HIV infection.  The cultural practices outlined below vary with areas and 
ethnic groups.

(a) High-risk socio-cultural factors and practices

•     In all the four study areas covered in Mutorashanga, some ethnic groups are 
still practising certain initiation ceremonies (Chinamwari) whereby girls and 
boys are taken into secret hiding and taught sexual activities in preparation 
for marriage.  It was indicated that previously the practice was good because 
it involved grown up youth who were about to marry.  At present, very young 
children from 10 years of age are involved in the ceremony leading to great 
desire for experimentation.  Further explorations showed that the age has 
declined to ten years in order to catch girls while they are still virgins since 
this is one of the requirements for the initiation ceremony.  

•     The findings show that in almost all areas, children and youth attend evening 
traditional, religious and social gatherings. These gatherings include ritual 
ceremonies (Ngoma in Nebiri and Musampakaruma, Korora in Mola, 
Chilimba in Binga, Jiti in Mutorashanga) carried out to appease spirits or 
following the death of a family member where drums are played till late into 
the night.  Other evening events attended by children and youth that were 
identified by the research are church functions (in all areas), the Gure dance 
(in Mola and Mutorashanga), and bands and film shows (in Mutorashanga).  
Such evening events and ceremonies were judged to be negative factors 
since young people take the opportunity to engage in sexual activities and 
girls are sexually abused because perpetrators take advantage of darkness 
and lack of protection for children.

•     In the Tonga culture, Intuntu used to be a traditional practice whereby boys 
and girls were prepared for adulthood by assuming different gender roles 
imitating what happens in a household unit under the guidance of aunts, 
uncles and grandparents.  These days adults have no time to guide boys and 
girls during the practice resulting in too much freedom such as engaging in 
real sexual activities imitating what the couples do in a marital relationship.  
Similarly, in some parts of Nyaminyami, young boys and girls aged from 5 to 
15 years engage in hide and seek games and assume parental roles imitating 
what happens in a family unit (Mahumbwe).  In most cases these games are 
played during the evening without the guidance and control of adults leading 
children and youth to engage in actual sex. 

•     The interactions with different groups of participants indicate that some families 
are still involving young boys and girls in high-risk marriage practices.  In Binga, 
Kunjila munganda is a Tonga practice whereby a young boy in the absence 
of an adult man is persuaded or forced or willingly inherits a deceased brother 
or uncle’s wife. In some cases, adults disguise the cause of death in order to 
achieve their objective just for the sake of continuing the deceased’s name 
or to appease the spirit of the deceased.  Similarly, Kunjililana munganda 
is a culturally acceptable practice whereby a youthful boy is asked to father 
children for an older brother when it is suspected that he cannot do it himself.  
Once the young boy starts to engage in sex with the brother’s wife, nothing 
will suppress his sexual debut. 

27
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      The two practices described above were previously done for various reasons 
including security to the deceased’s family in the form of fending for the 
children, continuity in the family by ensuring that the infertile brother has 
children and to appease the spirit of the deceased.  However, at present 
those who inherit the deceased’s wife do so mainly to have control over the 
deceased’s wealth and to have sex with the wife left behind in many cases 
resulting in exposure to HIV infection.

•     Polygamy is still common among the Tonga people and this was reported to 
be a negative factor because young boys and girls see nothing wrong with 
having multiple sexual partners when it is culturally acceptable for a man to 
have more than one wife.  In Mutorashanga and some parts of Nyaminyami, 
polygamy is almost non-existent and this is partly attributed to the increase 
in knowledge about the danger of HIV/AIDS.

•     The findings show that in the majority of areas, it is culturally acceptable for a 
brother and sister in-law to engage in the act of flirtation (Chiramu). The two 
can stay alone in a separate room while talking, playing by chasing, pushing 
and touching each other usually resulting in the actual sexual act.  This 
exposes the younger sexually inexperienced girl to the risk of infection with 
HIV given the fact that the older brother in-law is already sexually active. 

•     In the majority of study areas, the findings show that some aunts and uncles 
give love portions and herbs for “backache” (Mishonga yemisana) to boys and 
girls that incidentally arouse their sexual feelings resulting in them engaging 
in premarital sex and having multiple sexual partners.

•     Despite the reported increase in knowledge about HIV/AIDS, interactions with 
various groups of participants revealed that some adults still believe in myths 
about curing AIDS, making one richer or facilitating promotion at work through 
having sex with a virgin child.  The participants indicated that the increase in 
reports of sexual abuse involving minors is the evidence supporting the fact 
that people still believe in such myths.

•     Adults were reported to influence the sexual behaviour of children and youth in 
many ways.  Interactions with children, youth and adults show that some adults 
discuss sexual issues or engage in sexual activities such as kissing, hugging 
and sharing bedrooms with grown up children.  As a result children engage 
in similar acts as a way of imitating and experimenting.  In Shunguyaguma, 
some parents were reported to send their young daughters to sell eggs and 
cigarettes in local beer halls during the night thereby exposing them to sexual 
abuse by drunken men.  

•     In all areas it was indicated that many parents and in particular mothers, 
encourage their daughters to do anything possible that brings money and 
other goods home to alleviate poverty and hunger. On the other hand, adult 
women in Mola and Musampakaruma revealed that their husbands have a 
tendency of “selling” their daughters to richer men who buy them beer or give 
them fish.  These factors increase the vulnerability of children and youth to HIV 
infection because chances are high that the adults might be already infected 
given their longer sexual history.
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(b) Recommendations by community to address high-risk socio-cultural 
and adult related factors

Through participatory workshops with children, young people and adults, a number 
of recommendations were made in order to address the identified negative factors 
and these are outlined below. Some of the recommendations are already being 
implemented in certain areas.

1)   Consultative meetings with gatekeepers to regulate the environment 
in which certain traditional practices occur: high-risk traditional practices 
could be effectively addressed with the full co-operation of gatekeepers of such 
practices. A good example is the pledging of young girls to chiefs as wives 
during certain traditional ceremonies.  It was suggested that there is need for 
SC (UK) to conduct consultative meetings with such gatekeepers in order to 
solicit support in discouraging high-risk practices such as wife inheritance, 
evening gatherings and forced marriages.  For example, one way could be 
through creating awareness about the dangers of wife inheritance in this age 
of AIDS at local meetings. Although such interventions might not necessarily 
suddenly stop high-risk cultural practices, a more regulated environment 
would to some extent ensure minimisation of the risk associated with such 
practices.  For example, traditional leaders should regulate certain cultural 
practices such as Chinamwari by ensuring that it only involves grown up 
youth who are ready to marry. 

2)   Conducting regular community sensitisation and education workshops: 
these should be aimed at increasing awareness about the dangers and risks 
associated with some of the cultural practices and adult related influences 
regarding HIV/AIDS.

3)   Conducting community child rights education workshops: children 
and youth were mainly concerned that older people lack an appreciation 
of children’s rights, especially the right to protection from sexual abuse and 
exploitation.  They further blamed adult people for perpetuating high-risk 
cultural practices by maintaining that it is the western influences that promote 
premarital sex and prostitution.  Such workshops should target adults to 
educate them about child rights. 

4)   Scaling up training in life skills for children and youth: peer group 
members suggested that life skills training targeting many children and 
youth would ensure that they are prepared to appropriately deal with 
high-risk cultural or adult related factors negatively influencing their 
sexual behaviour.

5)   Conducting feedback workshops targeting community leaders to share 
operational research findings and explore traditional practices in detail:  
during the workshop to share research findings with the reproductive health 
team and other departments, it was recommended that consultations should 
be done with gatekeepers to fully explore and understand why certain 
practices are still being practised.  This would assist in coming up with 
non-confrontational strategies of dealing with such high-risk practices.  For 
example, the recommendation made by research participants for the banning 
of wife inheritance and pledging of girls into marriage was regarded as too 
harsh.  This could be harmful to the implementation of the programme since 
some traditional leaders are also involved in these practices. 
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(c) Positive factors and their reinforcement

One of the objectives of the operational research was to identify positive factors 
that could be reinforced in order to improve the effectiveness of behaviour 
change strategies.  A number of positive cultural and adult related factors that 
were identified through interactions with different categories of participants are 
summarised below. 

•     Adults and traditional leaders reported that long ago in both Binga and 
Nyaminyami there used to be traditional sex education for boys and girls.   
The practice has slowly disappeared with the breakdown of the extended 
family structure due to urbanisation and western influences.  As a result it 
become increasingly difficult to continue with the traditional sex education.  
The practice was reported to have played a significant role in delaying the 
sexual debut of children. It was therefore recommended that respected elderly 
men and women should be identified to teach girls and boys about sexuality 
issues in order to revive the traditional sex education.  However, the elders 
should themselves undergo training to appreciate youth reproductive health 
concepts in general. 

•     Some participants reported that a few families still require their daughters to 
be checked frequently  for virginity in order to discourage them from engaging 
in premarital sex due to fear of punishment or being chased away from home.  
This was indicated to have contributed significantly in delaying sex debut 
among girls and boys. Despite the ethical and child rights considerations, 
adult participants and boys maintained that this practice should be revived 
and made compulsory to discourage premarital sex.  It was also suggested 
that respective communities should mobilise resources to hold ceremonies 
regularly to reward those that jealously guard against losing their virginity to 
enhance the delay of sexual debut among children.  One school head said, 
“…if positive reinforcement works in class, sports and other disciplines, 
why can it not be used to delay sexual debut”.  However, SC staff at the 
workshop to share research findings had mixed feelings about virginity testing.  
In addition to the trauma this might cause girls, they argued that virginity testing 
might further expose girls to HIV infection since men would be hunting for 
virgins.

•     The majority of both adult and young participants indicated that living a 
Christian life to some extent contributes to reduction in premarital sex.  This 
is because children are exposed to biblical teachings that are against all forms 
of immorality including premarital sex and prostitution.  In Mutorashanga, it 
was suggested that similar biblical teachings should be integrated into the 
youth reproductive health programme.

Child sexual abuse and HIV infection
The findings on child sexual abuse indicate that it is a big problem manifesting 
in various forms.  Although child sexual abuse appears to be universal in all 
areas covered by the research, the differences lie in the most common forms 
of CSA identified in each area. 

Common forms of child sexual abuse 
Role-plays were used to encourage children to open up in identifying different 
forms of child sexual abuse and exploitation.  Two volunteers were asked to 
demonstrate to others one form of child sexual abuse, for example, having the 
boy forcefully trying to fondle a girl’s breasts and the girl resisting and struggling 
to run away.  This would be followed by questions and observations made leading 
to open discussions about other forms of CSA. Venn diagrams and ranking and 
scoring exercises were carried out with various groups of participants to determine 
the prevalence of each form of CSA in the programme areas.  
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Following is an outline of the different forms of child sexual abuse and exploitation 
that were reported to be prevalent in all areas.  Where necessary, case studies 
will be presented to substantiate some of the most common forms of child sexual 
abuse identified through the participatory workshops.

1.   The findings show that in all areas, there was general consensus among 
participants that children are forced or threatened to have sex (rape).  In most 
cases adult men and older boys force young girls to have sex and after that 
threaten them with death for disclosing any information. In Binga, interactions 
with young girls revealed that men and older boys also break into girls’ huts 
during the night and rape them. A number of case studies on rape were noted 
and two of them are described in the box below.

 
Case study 1: Reported cases of child sexual abuse

1. In 2001 in Vanad area of Mutorashanga, an old man pulled his neighbour, 
a mentally disturbed girl, into his house when she was passing by.  When 
the old man failed to penetrate, he took a cooking stick and used it to 
break the girl’s virginity before having sex with her.  This injured her and 
a day later she could not walk.  This alerted her parents and on carrying 
out investigations they suspected that she was sexually abused.  They 
took her to the clinic where she was referred to the district hospital for 
medical examination and it was confirmed that she was raped but not 
infected.  The matter was reported to the police and the old man was 
immediately arrested and was serving his imprisonment term at the time 
of the research.

2. Towards the end of June 2002 in Tafara area of Mutorashanga, a thirteen 
year-old girl was reportedly murdered after being raped by a twenty-two 
year-old boy.  The girl was coming from the shops when she met the 
boy who asked for sex.  When she refused, the boy grabbed her and 
dragged her into the nearby bush and raped her.  He threatened the 
girl with death if she cried and when the girl started crying, he turned to 
her and killed her with a knife.  All this happened in the eyes of an old 
woman who was looking for traditional herbs in the same bush.  The old 
woman feared for her life and kept on hiding until the boy left, walking 
towards the shops.  Then she ran towards the road when she heard the 
sound of an approaching vehicle.  She stood in the middle of the road 
waving her hands for the car to stop.  The car stopped and she related 
the ordeal.  She was asked to get into the car and they followed the boy.  
When they caught up with him they pretended that they did not know 
where they were going in Tafara, and the boy agreed to escort them.  
They drove straight into the police station and the boy was immediately 
arrested.

2.   Fondling of girls’ breasts and touching of their private parts by adult men and 
older boys was identified as the second most common form of child sexual 
abuse in eleven out of the twelve selected study areas.  This form of child 
sexual abuse was indicated by young girls to be very common in schools, at 
water points and during evening traditional and church gatherings.  On further 
investigations to find out the intentions behind fondling of girls’ breasts, it was 
reported that the motive is to arouse their sexual feelings so that they easily 
yield to sexual advances.  Eventually, girls will be coerced to have sex thereby 
exposing them to the risk of infection with HIV/STIs because condom use is 
ruled out in such situations.
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3.   The third most common form of child sexual abuse that was reported involves 
the bribing of young girls by older and richer men to have sex after being 
promised or given money, food or any other gifts.  This was mentioned in nine 
of the twelve selected study areas. Before the research, many people did not 
realise that this is a form of sexual abuse since it involves consent.  However, 
the fact that an older person is taking advantage of the child’s poor situation 
due to widespread poverty and hunger makes this a form of child sexual abuse. 
All participants also acknowledged that love relationships between adult men 
and young girls are very common in the programme areas.  A good example 
was that between local male teachers and female pupils.  In many cases the 
teachers would intoxicate girls with alcohol and drugs and subsequently have 
sex following temporary impairment of critical thinking.  Some girls were driven 
into difficult situations such as being asked to have sex as compensation for 
failing to repay borrowed money or goods. 

4.   Forced marriages for young girls were identified as the fourth most common 
form of child sexual abuse as acknowledged by participants from 8 of the 12 
selected study areas. Investigations revealed that parents force their daughters 
into early marriage in order to be bailed out of poverty and hunger through 
the bridal price in cash or kind. In some cases, young girls voluntarily opt to 
marry older and richer men with several wives just to find someone to look 
after them. For example, some fathers were reported to pledge (sell) their 
daughters to richer men who buy them beer or for favours at work.  This was 
reported to be very common at beer halls. 

5.   The fifth most common form of child sexual abuse that was identified involves 
the showing of pornographic pictures and private parts by adults and older 
children to small boys and girls.  Further investigations showed that this 
was done with the intention to arouse children’s sexual feelings before one 
expresses his or her sexual advances. 

6.   In five of the twelve selected study areas, the findings indicate that some 
parents are having sex with their children (incest) for ritual purposes.  This 
follows advice from traditional healers that certain Juju (mystical beliefs) works 
very well if one has sex with his or her child.  Due to the current economic 
hardships, people are trying everything possible to turn around their fortunes 
and there are many reports of incest of this nature to get richer or get promotion 
at work.

7.   Self-proclaimed prophets and traditional healers were also reported to 
sexually harass and abuse young girls under the disguise that they are 
cleansing them of evil spirits.  This exposes young girls to the risk of 
infection with STIs.

8.   Although the act of flirtation between brothers and sisters in-law (Chiramu) 
involving playing by chasing, pushing and touching each other is slowly 
disappearing, the findings indicate that this is still common in some areas.  
This practice usually results in the actual sexual act thereby exposing the 
younger sexually inexperienced boy or girl to the risk of infection with HIV. 

All forms of child sexual abuse involving penetrative sex were reported to expose 
children to greater risk of infection with HIV and other STIs.  For example, it 
emerged that most cases of child sexual abuse are discovered following children’s 
complains about not feeling well and them eventually being taken to hospital.  This 
is where it is discovered that the child was sexually abused and possibly infected 
with STIs. Child sexual abuse increases the vulnerability of children to the risk of 
HIV infection given the relationship between HIV and infection with other STIs.



FINDINGS OF AND RECOMMENDATIONS FROM THE OPERATIONAL 
RESEARCH ON CHILDREN AND YOUTH’S REPRODUCTIVE AND SEXUAL 
HEALTH IN BINGA, NYAMINYAMI AND MUTORASHANGA, ZIMBABWE.

32 33

Factors contributing to child sexual abuse
There was pronounced blame shifting between the young and old generation 
regarding factors contributing to CSA. However, it is clear from the findings that 
a number of factors contribute to CSA and these will be discussed below. 

•     Male participants and adult women blamed girls for inviting perpetrators of 
sexual abuse by exhibiting certain behaviour such as putting on mini-skirts, the 
way they sit, walk, talk or relate to people of the opposite sex.  Such behaviour 
could be misinterpreted to mean different things by abusers although this 
cannot justify child sexual abuse.  

•     Lack of respect on the part of children and lack of fear to be with a person of 
the opposite sex in secluded places was identified as another contributory 
factor of CSA. In Mutorashanga mining settlements, the findings also show 
that some girls are sexually abused because they are not afraid to visit married 
men whose wives are staying in rural areas. 

•     Visiting beer halls and attending night events by children were indicated 
to lead to CSA because perpetrators take advantage of children’s lack of 
protection. 

•     Poverty and hunger were reported to significantly contribute to CSA, especially 
among girls because perpetrators take advantage of their difficult situations 
and bribe them to have sex in exchange for money or food. 

•     Orphaned children are raped because perpetrators take advantage of their 
lack of protection.  In some instances, young girls would be forced to have 
sex after failing to return borrowed money or goods. 

•     All groups of participants acknowledged that lust emanating from the natural 
beauty of the child, especially girls, leads to child sexual abuse. 

•     The findings show that in many cases men rape infants after being fooled by 
traditional healers that this would make them rich or make them prosper in 
life. There are a few cases of small boys being sexually abused by old women 
for the same reason.

•     Interactions with various groups of participants indicated that some children 
are bribed to have sex under the influence of drugs and alcohol while other 
older boys force younger girls to have sex when they get drunk.

•     The findings also indicate that lack of reporting of initial sexual abuse results in 
further sexual abuse of the child because the same and new perpetrators take 
advantage of lack of protection for that child.  Similarly, failure by children to 
report unusual sexual advances leads to CSA as this might be misinterpreted 
to mean consent to have sex.

Categories of children most vulnerable to sexual abuse
Although both girls and boys are exposed to child sexual abuse, the findings show 
that girls are more vulnerable to the risk of sexual abuse than boys.  Vulnerability to 
CSA was shown to vary with other dimensions such as age, family status and health 
of the child.  Ranking and scoring exercises were carried out by various groups 
of participants to prioritise categories of children according to their vulnerability 
to child sexual abuse as shown in Table 4 below.
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Category Area and rank Reasons

Orphans (girls) and 
girls in child headed 
households

All areas (ranked the 1st 
most vulnerable group of 
children to CSA).

• Easily bribed by those looking after them 
to have sex due to limited access to basic 
needs such as food, clothes and educational 
requirements.

• No one protects them from abusers.
• Guardians take advantage of their vulnerable 

situations and abuse them.

Girls of school going 
age (8-16 years) 
especially “bush 
borders” in some areas.

All areas (ranked the 2nd  
most vulnerable group of 
children to CSA).

• Easily bribed to have sex for money, 
especially those from poor families.

• Abusers attracted by development of 
secondary sex characteristics e.g. breasts.

• Easily overpowered by abusers.

Disabled / mentally  
disturbed girls

In 7 out of 12 selected 
study areas (ranked the 
3rd most vulnerable group 
to CSA).

• Abusers take advantage of their conditions 
knowing that they would not be identified 
since some girls cannot talk or cannot see.

Girls working as 
domestic workers

In Mutorashanga and 
Nebiri a number of 
households employ 
housemaids (ranked the 
4th  most vulnerable group 
of children).

• Employers and their children take advantage 
of domestic workers’ poor situations and 
demand sex for favours.

• Domestic workers are sexually abused and 
threatened with dismissal from work if they 
attempt to disclose.

Boys (14 – 18 years)
Only three areas (ranked 
the group of children least 
vulnerable to CSA).

• Family pressure to inherit wives of the 
deceased or father children for impotent or 
infertile brothers.

• Incest-bribed by mothers to have sex for ritual 
purposes.

• Sexually abused by their sisters-in-law.
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Environments conducive to child sexual abuse
Certain situations and places are conducive for CSA.  These include among others 
secluded places such as rivers, bushes and short cut routes; evening gatherings; 
schools where girls stay as “bush boarders”; child headed households; homes 
in the absence of parents; rural business centres; beer halls; and in commercial 
farms.  

The reasons to explain why the above situations and places are classified as 
conducive environments to child sexual abuse vary greatly with each situation 
and from place to place.  In secluded places, abusers take advantage of lack of 
protection for the child.  The findings show that the majority of children are sexually 
abused during evening gatherings because abusers take advantage of darkness 
and think that children would not be able to identify them.  Children staying in child 
headed households lack protection and are easily bribed to have sex due to their 
difficult situations.  In Mutorashanga, participants reported that farm supervisors 
in nearby commercial farms bribe young girls to have sex for favours at work.  In 
the home, child sexual abuse usually occurs in the absence of parents especially 
when a child is left in the care of an adult of the opposite sex or to play with an 
older brother or sister in-law. 

Support services and reporting of child sexual abuse
In all areas, the findings show that very little support is available to survivors of 
child sexual abuse in terms of emotional support and counselling services.  The 
findings show that the only major support provided is the referral of the abused 
child to the hospital for medical examination to check for any sexually transmitted 
infections in order to provide timely treatment.  In a few areas, participants indicated 
that arrangements are made to remove the child from the place where the incident 
occurred to another place.  This is only possible where relatives staying in another 
area are willing to take in the child.  Transfer of the child to a different environment 
was reported to minimise the anxiety and stress associated with the incident.  

Table 4: Categories of children most vulnerable to sexual abuse
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In situations where a child immediately reports being sexually abused, his or her 
parents or guardians may decide to report the case to the police in order for the 
perpetrator to be prosecuted.  Further investigations indicated that it is actually 
neighbours and other relatives that disclose the majority of child sexual abuse 
cases.  This is because due to widespread poverty and hunger parents in many 
cases would prefer to settle the matter with the perpetrator or his family in order 
to get compensation for their abused child and to protect family ties.  Such cases 
are settled with the mediation of traditional leaders such as the chief and kraal 
heads.  

Despite desperate threats made by perpetrators of abuse, participants from all 
areas indicated that protection for those who disclose child sexual abuse is not 
necessary because once reported to the police, the perpetrator is arrested and 
jailed.  Nonetheless, the police, traditional leaders and other influential local 
structures such as school development associations provide some protection 
when perpetrators of sexual abuse express any harmful intentions.

Obstacles encountered in reporting of child sexual abuse
The majority of participants indicated that reporting of child sexual abuse is 
determined by a variety of factors.  These factors include among others harmful 
threats made by the abuser to the survivor of the abuse, the relationship between 
the abuser and the survivor of abuse, how the abuse occurred, fear of victimisation 
and threats of witchcraft as outlined below:  

•     It was reported that parents would force the survivor of abuse to remain 
silent mainly to protect family ties as well as to protect him or her from 
stigmatisation.

•     Many cases of CSA perpetrated by relatives such as the child’s father 
are not reported in order to avoid hardships for the whole family following 
his prosecution. Women would prefer to protect their husbands just for 
the sake of family support and fear of victimisation, for example, being 
chased away from home.

•     In some cases, fear of witchcraft was identified as an obstacle to reporting  
child sexual abuse.  Some perpetrators have been implicated in many cases 
but efforts made to have them arrested have failed raising the suspicion that 
they use Juju (mystical powers).  

•     In Mutorashanga, the youth reported that some parents opt not to report when 
their daughters are sexually abused by their superiors at work, especially in 
informal mines and commercial farms, due to fear of victimisation.  

•     Fear of long police statements was reported as another deterrent factor to 
reporting child sexual abuse.  Both children and adults are so afraid of the 
police that they would prefer to keep quiet despite the knowledge that CSA 
actually took place because the reporter is often handled like the one that 
committed the crime.

•     The findings also show that perpetrators of child sexual abuse would offer 
money or other favours to parents or the survivor of abuse in order to bribe 
them not to disclose the matter.  

In Mola, adult men who participated in the workshops indicated that child sexual 
abuse is approached from two angles as far as reporting is concerned.  It was 
indicated that there is no negotiation in cases involving children that are 16 years 
and below apart from reporting the case to the police.  However, cases involving 
young adults 18 years and above are treated differently.  This would involve 
negotiation between the two families concerned and depending on the outcome 
and relationships involved, the perpetrator might be asked either to marry or pay 
damages (compensation) to the other party.
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Community attitudes toward survivors of CSA
Mixed sentiments regarding community attitudes toward sexually abused children 
emerged from interactions with different groups of people.  On one hand, some 
participants were of the view that community members sympathise with survivors 
of CSA while others indicated that people actually blame survivors for contributing 
to their abuse.  However, further investigations indicated that community attitudes 
toward survivors of CSA are influenced by important variables such age, family 
status, health condition of the child and how the abuse was discovered.  

In Mola adult participants indicated that when the child quickly discloses the 
abuse, people tend to sympathise with him or her based on the understanding 
that the incident occurred to the child unwillingly.  In contrast, if the child does 
not make any effort to disclose the incident, people think that there was consent.  
The findings also show that community members sympathise more with small 
children than youth between 18 and 24 years.  This is because the youth can 
actually take steps to prevent and protect themselves from sexual abuse unlike 
younger children.  Disadvantaged children such as orphans, the disabled and 
children from poor families receive comfort from the community because people 
understand their vulnerability to all forms of abuse and ill treatment.

Despite some positive attitudes described above, the findings from various 
participatory workshops involving both adults and children indicate that negative 
community attitudes toward sexually abused children are predominant.  The 
findings show that sexually abused children are stigmatised and discriminated 
against in many ways.  Survivors of child sexual abuse are treated differently in 
the family by parents who blame them for attracting the abusers.  In Binga there 
was one incident where a sexually abused girl was not allowed to continue with 
her education because her parents thought she was a disgrace to the family.  In 
extreme cases sexually abused girls are chased away from home and forced go to 
the abuser to become his wife.  Interactions with both adults and youths indicated 
that other family members look down upon sexually abused children.

The findings also show that peers avoid playing with a sexually abused child 
fearing to be associated with her or for being mistaken as a survivor of sexual 
abuse.  Both adults and peers were reported to laugh, cartoon (draw all sorts 
of picture stories portraying bad things about the child), beat and call different 
names to the survivor of child sexual abuse for no apparent reason.  In extreme 
cases, peers treat survivors of child sexual abuse as social misfits as outlined in 
the case study presented below.

Case study 2:  Reported case of negative attitudes toward a 
survivor of child sexual abuse

During the participatory workshops on child sexual abuse and other topics 
in Siansyundu (Binga), primary school boys laughed at a young girl on her 
way to the borehole to fetch water.  On her way back, they did the same 
raising suspicion of one of the facilitators and prompting investigations.  It 
was discovered that the neighbour had sexually abused the girl the previous 
month.  The boy lured the girl into his hut after promising to give her some 
wild fruits.  Inside the hut, the boy forced her to have sex because there 
was no one around to rescue her.  Realising that the incident was disclosed, 
the boy ran away and his whereabouts were not known.  Laughing at the 
survivor of CSA is one way in which negative attitudes are expressed.
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The findings further indicated that other children compose songs to demonise 
survivors of CSA during traditional dances, for example in Binga and Nyaminyami 
districts.  Regardless of the intentions, this haunts survivors of CSA to the extent 
that they become socially withdrawn, avoid attending public gatherings and have 
suicidal thoughts.

Recommendations by community to address CSA, its contributory fac-
tors and negative community attitudes
A summary of recommendations by the community to address factors contributing 
to CSA, the underreporting of incidents of CSA and the resultant negative effects 
of community attitudes toward survivors of child sexual abuse is outlined below. 
Certain of these recommendations have already been tested out in some 
areas.

1)   Conducting awareness raising workshops for the community: to 
sensitise and educate children, youth, adults and community leaders about 
the different forms of CSA, contributory factors, high-risk situations, resultant 
effects of negative community attitudes and child rights in general.   With this 
knowledge the community would be alert to protect children, especially those 
most vulnerable to CSA. It was also suggested that there is need for lobbying 
local leaders such as the chiefs to encourage reporting of child sexual abuse 
during their local meetings since they command a lot of respect from the 
people.  

2)   Setting up watch dog committees: these committees should include 
trained peer educators, local leaders, nurses and teachers with the task to 
identify, investigate, provide basic counselling or refer survivors of CSA to 
professional counsellors. A few communities have started setting up similar 
committees.  One of the tasks of the committees would be to break the 
culture of silence regarding CSA. Children should be empowered through 
life skills training to build their self-esteem and confidence to enable them 
to appropriately deal with high-risk situations and to quickly report unusual 
sexual advances and actual abuse.  Open communication and trust between 
children and their parents should be encouraged through exposing them 
to workshops where a variety of topics are discussed in mixed groups 
of people.

3)   Peer education campaigns: peer educators should embark on massive 
campaigns to promote positive attitudes toward survivors of CSA through 
educational drama performances, songs and poetry to reduce stigmatisation 
and discrimination. The community should know the consequences of their 
actions, in this case negative attitudes toward survivors of CSA.

4)   Access to and provision of counselling services: efforts should be made 
to ensure that all survivors of CSA have access to counselling services in 
addition to making arrangements to remove them from the place of abuse to 
minimise stigma and discrimination.  Easily accessible counselling services 
should be located to facilitate referral of survivors of CSA when the need 
arises. The new initiative of youth friendly centres was welcomed as a noble 
idea provided that its package includes provision of counselling services to 
survivors of CSA.

5)   Interventions to deal with the problem of “bush borders”: the education 
department has started looking into the problem of “bush boarders” in Pashu, 
Mola and Musampakaruma.  Community leaders and school authorities have 
been engaged to find solutions to the problem.  It was agreed that more decent 
shelter should be built for such pupils and their living conditions monitored 
and regulated by community leaders and the respective school authorities. 
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Stigmatising and discriminatory perceptions against HIV/AIDS affected children and 
those suspected to be infected with HIV

In the home At school In the community

Children suspected to 
be infected with HIV are 
stigmatised and discriminated 
against by other family 
members in many ways 
including not being allowed to 
share food, utensils, towels and 
blankets with other children.

Both orphaned children and 
those perceived to be HIV 
infected are stigmatised by 
being laughed at, labelled, 
teased, beaten, called different 
names and jeered at by their 
schoolmates.

Other community members 
stigmatise both affected and 
those perceived to be infected 
by way of teasing, laughing, 
jeering and scolding them.

Both adults and other children 
discriminate against orphaned 
children (girls) by using them 
as objects for satisfying their 
sexual desires or by forcing 
them to marry early.

In class, both orphaned and 
children perceived to be 
infected are discriminated 
against by being asked to sit 
at the back or being denied 
help with schoolwork by both 
teachers and pupils.

People gossip about both 
orphaned children and those 
perceived to be infected with 
HIV whenever they are passing 
by resulting in stigma.

Orphaned children are 
discriminated against through 
being given little food, second 
hand clothes and blankets 
compared to others with parents 
still alive.

Schoolmates stigmatise and 
discriminate against both 
affected and infected children 
by avoiding any contact with 
them such as playing, talking or 
sharing schoolwork.

Another discriminatory attitude 
is that of punishing or blaming 
both affected and infected 
children for crimes committed 
by other children whose parents 
are still alive.

Another discriminatory attitude 
is that of punishing or blaming 
both affected and infected 
children for crimes committed 
by other children whose parents 
are still alive.

Schoolmates stigmatise and 
discriminate against both 
affected and infected children 
by avoiding sharing of food, 
pens and books.

Other community members 
discriminate against orphaned 
children by asking them to work 
for them for free.
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6)   Conducting training workshops for schoolteachers: to equip them with 
skills to empower children in assertiveness regarding quick reporting of 
potential and actual sexual abuse.  

7)   Hiring a child sexual abuse officer based at community level: his or 
her task would involve carrying out awareness activities on CSA and its 
contributory factors to sensitise communities about the problem of CSA.  In 
addition, more community support and more partners should be mobilised at 
the community level to address CSA problems. 

Stigma and discrimination
This section will present research findings on community attitudes, stigmatising 
and discriminatory tendencies towards children affected and infected by HIV/AIDS.   
Various topics will be covered on stigma and discrimination, namely forms and 
situations under which the two manifest themselves, contributory factors, negative 
effects and solutions to deal with those problems.  

The nature and extent of stigma and discrimination 
A series of participatory workshops with children, youth and adults show that 
HIV/AIDS affected or infected children are stigmatised and discriminated against 
in many different ways in the home, school and community at large. Small children 
could easily illustrate some of the stigmatising and discriminatory perceptions 
toward affected children through drawing of cartoons. The stigmatising and 
discriminatory perceptions identified through the participatory research appeared 
to be universal in all the programme areas as shown in Table 5 below. 

Table 5: The nature and extent of stigma and discrimination in the home, 
school and community
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Orphaned children are 
discriminated against in the 
home by being required to do all 
the domestic work while other 
older children are playing or 
going to school.

Another stigmatising perception 
is shown when schoolmates 
suspect or openly tell affected 
children that they are HIV 
positive since their parents are 
suspected to be HIV infected or 
to have died from AIDS.

Community members 
discriminate against both 
orphaned children and those 
suspected to be HIV infected by 
not giving care and protection 
enjoyed by other children This 
exposes them to sexual abuse.

Family members discriminate 
against affected children by 
requiring them to take care of 
their sick parent(s) (assuming 
all care giving duties such as 
washing, cooking and feeding 
the sick).

In some areas, findings show 
that certain schoolteachers 
discriminate against orphaned 
children by battering them more 
than other pupils in class for 
similar mistakes committed.

In Vanad, it was indicated that 
community members stigmatise 
and discriminate against 
orphaned children by chasing 
them away from their homes 
when they want to play with 
other children.

Another apparent discriminatory 
tendency is that of denying both 
HIV infected and orphaned 
children access to education or 
educational requirements given 
to other children.

Teachers discriminate against 
both HIV/AIDS affected and 
infected children by avoiding 
associating with them both in 
class or outside the class.

Other community members look 
down upon or treat as second 
class citizens both HIV/AIDS 
affected and infected children. 
This is both stigmatising and 
discriminatory.

Concerns and voices of 
orphaned children are not 
heard.  If they complain about 
something, they are told, 
“…stop bothering us, your 
parents dug their own graves”. 
In addition, discrimination 
manifests when orphaned 
children are denied access to 
their parents’ wealth.

Teachers and other children 
discriminate against orphaned 
children (girls) by taking 
advantage of their lack of 
protection and poor situations 
and sexually exploit or abuse 
them.

Due to poverty and hunger, 
other community members 
discriminate against orphaned 
children by exposing them to 
child labour in order for them 
to get food and other basic 
requirements.

In the home At school In the community
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In general, the scoring and ranking exercises carried out with various groups of 
participants indicated that stigmatising and discriminatory perceptions are more 
pronounced in the home compared to all other places. Certain discriminatory 
practices are meant to push orphaned children out of the home so that they can 
look for work elsewhere.  The intention is to deter such children from claiming 
wealth left behind by their deceased parents.  In some cases orphaned children are 
ill-treated for increasing the burden on other families given the current hardships 
resulting from widespread poverty and hunger.  The majority of families can not 
afford to take any added responsibility, for example, providing support for orphaned 
children while they are failing to adequately support their own children.

Factors contributing to stigma and discrimination
Negative perceptions to do with HIV/AIDS affected and infected children were 
reported to be mainly a result of misconceptions surrounding its transmission. 
In all situations, negative attitudes such as unwillingness by others to play and 
share food with children suspected to be infected with HIV result from the fear of 
contracting the virus due to misconceptions about HIV transmission.  In addition, 
people still hold misconceptions that HIV infected individuals would not live 
long and hence the discriminatory tendencies such as denying infected children 
access to basic needs to avoid wasting of resources on people who are 
expected to “die” soon.  The prevalence of such misconceptions contradicts the 
acknowledgement that awareness levels about HIV transmission and prevention 
are high among the different population groups.

Apart from misconceptions associated with the HIV virus, the findings also show 
that other negative attitudes are driven by cruelty on the part of guardians and 
relatives.  It was indicated that some children are ill-treated as a form of punishment 
for their parents’ immoral acts or for crimes committed by their parents before they 
died.  This confirms the misconception that HIV/AIDS is the ‘disease’ of prostitutes 
or a punishment for immorality and promiscuity. 
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Other stigmatising and discriminatory tendencies such as avoiding any form of  
contact with those suspected to be HIV positive were indicated to be a result of 
unwillingness to be associated with the ‘disease’ in any way and the fear of being 
labelled as HIV positive.  

Negative effects of stigma and discrimination and their role in increasing 
the vulnerability of children
Further interactions with children, youth and adults indicated that stigma 
and discrimination result in both actual and perceived negative effects as 
outlined below:

(a)  A few examples of children who actually dropped out of school due to  
reasons related to stigma and discrimination about HIV/AIDS were reported in 
certain areas.  The reasons include continuous teasing, laughing, cartooning, 
labelling, beating and most importantly being denied access to school fees and 
other requirements.  These factors increase affected children’s vulnerability to 
HIV/AIDS due to lack of adequate knowledge about the disease and failure 
to deal with high-risk situations.

(b)  Stigma and discrimination were reported to contribute to lack of 
concentration in class due to the preoccupation with stressful thoughts 
about their sick or deceased parents. 

(c)  In order to avoid stigmatising perceptions, it was perceived that such 
children would fail to engage positively with peers thereby denying 
them interactions with other children on important matters such as sex, 
reproductive health and HIV/AIDS and hence the failure to positively deal 
with high-risk situations. 

(d)  Due to increased ill treatment from guardians, some children were reported to 
eventually have suicidal thoughts or run away from home to look for work 
in nearby urban areas and commercial farms.  For example in Binga, some 
children would leave their rural homes in search for domestic work at Binga 
centre.  On failure to secure work, they eventually join others in the dangerous 
sex work profession increasing their vulnerability to HIV infection.  

(e)  The findings also show that some girls are forced to marry early as 
a strategy to escape continuous stressful situations resulting from 
discriminatory practices perpetrated by people looking after them.  

(f)   To deal with stressful situations resulting from stigmatising perceptions, 
children might end up taking drugs and alcohol that impairs their critical 
thinking regarding safer sexual behaviour.

(g)  Lack of adequate protection for HIV/AIDS orphaned children contribute to 
sexual abuse, especially for girls.  Perpetrators of abuse take advantage 
because the child would not bother reporting CSA fearing being blamed or 
being chased away from home. This increases the child’s vulnerability to HIV 
infection.
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Recommendations by community to address negative attitudes toward 
HIV/AIDS affected and infected children
In order to address the identified stigmatising and discriminatory perceptions 
associated with HIV/AIDS, the interactions with children, youth and adults led to 
the following recommendations (some of them have already been tested out in 
certain areas):

 •    Conducting sensitisation and education workshops: in order to reduce 
the negative attitudes toward affected children as a result of misconceptions 
about HIV/AIDS, it was recommended that sensitisation and education 
workshops should be conducted targeting all community members to clear 
such misconceptions.  The workshops should also aim to sensitise people 
about the different forms through which stigma and discrimination manifest 
themselves as well as their negative effects. 

•     Training peer educators and caregivers: in the provision of both psychosocial 
support and counselling services for HIV/AIDS affected children, especially 
those orphaned by AIDS.  This could be done in conjunction with setting up 
a committee trained in non-discriminatory skills of identifying all HIV/AIDS 
affected children and monitoring their living conditions with the intention to 
provide the necessary support.  Those affected children should be trained in 
life skills to empower them to engage positively in all aspects of life. 

•     Establishing youth friendly centres: that provides recreational (in-door 
games, football, netball, volleyball, video games etc.), reading (libraries) 
facilities and counselling services to ensure that affected children spend 
most of their time free from stressful environments.  This might provide an 
opportunity for them to receive counselling services on various aspects of life 
from trained youth counsellors.

•     Training school teachers in counselling skills: to empower them to 
prepare pupils for all eventualities well before they occur instead of trying 
to provide emotional support after the damage has already been done.  
This recommendation came from SC (UK) staff during a workshop that was 
conducted to share the findings of the operational research.
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Key issues Recommendations

1.Children and youth engage 
in high-risk sexual behaviour: 
such as premarital sex; 
unprotected sex; sex for 
money; sexual relationships 
between young girls and 
older male partners, and 
substance abuse.

• Conducting traditional sex education by engaging respected and 
dedicated elders to teach children and youth about sexual matters 
in conjunction with HIV/AIDS peer education activities in order to 
delay their sexual debut.

• Scaling up training in life skills targeting peer educators and 
school pupils especially girls to prepare them to deal with high-risk 
situations.

• Reviving and strengthening peer education activities in 
Mutorashanga to ensure that the majority of children and youth 
have adequate knowledge about reproductive health and HIV/AIDS 
issues.

SC (UK) has started implementing these recommendations in certain 
areas for example engaging elderly people to teach children and youth 
about sexual issues.  Due to inadequate human and material resources 
SC (UK) can only implement these recommendations in a few wards.  To 
ensure that all children and youth benefit from such interventions, there 
is need for complementary efforts from other partners.  For example, 
a small proportion from the AIDS levy funds could be used to support 
similar interventions.

2.Parents have no time 
and there is no enabling 
environment to teach 
children about sex and 
sexuality issues in the home.

• Conducting participatory community awareness workshops 
involving children and adults to create an opportunity where they 
can learn to talk about sexual and reproductive matters openly.

• Setting up steering committees made up of parents in each area 
in order to ensure that parents fully support and accept youth 
reproductive health programmes.

The experience during the operational research showed that given an 
opportunity to discuss sexual and reproductive health issues, children 
and adults can talk openly about matters that are traditionally regarded 
as taboo.
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The main objective of the operational research on 
reproductive and sexual health of children and 
young people was to generate information that 

could be used to inform the implementation of the reproductive health 
programme.  This would be done through testing out recommendations 
to improve the effectiveness of behaviour change strategies being implemented 
in SC (UK) programme areas to reduce the spread of HIV among children and 
youth.  Although some of the identified problems and recommendations tended 
to be area specific, this section will attempt to present a fusion of key findings 
and recommendations in general followed by a brief analysis of each in terms 
of implementation opportunities and challenges for SC (UK) and partners. The 
synopsis of the key issues and recommendations will be presented in Tables 6 
below.

Table 6: Awareness versus behaviour change
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3.Widespread poverty and 
hunger compounded by 
unemployment and lack of 
occupation lead to high-risk 
sexual behaviour among 
children and youth especially 
sex for money by girls.

• Although it requires feasibility studies to establish the viability and 
sustainability aspects, income-generation and self-help projects for 
out-of-school youth should be introduced and implemented.

• Establishing youth friendly centres especially those providing 
recreational  (in-door and out-door games), reading (library 
facilities), and clinical and counselling services in all programme 
areas.

SC (UK) has started constructing youth friendly centres in Binga and 
there are prospects to expand to other programme areas.  The issue of 
limited coverage remains a problem since the initiative will only benefit 
a few children and youth.  Other partners should complement SC 
efforts by providing clinical and counselling services to ensure success 
in the youth friendly concept.  AIDS levy funds could also play a role 
in both the provision of youth friendly services and supporting income 
generation projects for youth.  The Ministry of Youth Development, 
Gender and Employment Creation is playing a crucial role in some areas 
by supporting youth self-help projects.  This initiative has to strengthened 
and expanded to ensure that the majority of out-of-school youth are 
occupied as well as trained to be self-reliant in life.  Community youth-
based projects can be used as an opportunity to reach more youth 
through peer education activities.

4.Increase in the number 
of children dropping out of 
school due to lack of school 
fees, teenage pregnancies, 
little value attached to 
education by both parents 
and children, working in 
commercial farms and 
mines and fewer secondary 
schools.

• First of all, resources (school fees, educational requirements and 
schools) should be made more available to enable all children to 
access education.

• The education system has to be redesigned to focus more on 
practical subjects to ensure that children come out of school with 
the necessary skills that promote self-reliance through job creation 
and self-employment.  This should be done in consultation with both 
parents and children.

Whether or not the pupils get employment after school, all children 
should have access to education at least up to form four.  An increase in 
education has generally been shown to be directly related to increased 
awareness about HIV/AIDS due to an increase in literacy and AIDS 
lessons conducted in schools.  The Ministry of Education has the 
responsibility of providing education to all children without discrimination.  
Other organisations such as churches and NGOs should complement 
government efforts to ensure that all children have access to education.

5.Certain communities are 
still engaging in high-risk 
traditional practices such 
as initiation ceremonies, 
evening events, wife 
inheritance; acts of flirtation, 
myths and beliefs about 
curing AIDS.

• Conducting consultative meetings with gatekeepers to regulate the 
environment in which certain traditional practices occur, for example 
ensuring that initiation ceremonies involve grown up people that are 
ready for marriage.

• Conducting community sensitisation and education workshops to 
create awareness about the dangers and risks associated with 
some of the traditional practices. This should be done in conjunction 
with child rights education.

• Scaling up training in life skills for children and youth to prepare 
them to deal with high-risk traditional practices.

SC (UK) has conducted several community workshops on culture 
and child rights thereby increasing awareness about high-risk cultural 
practices among people.  However, awareness campaigns should 
not be a once-off event, they should be conducted regularly to ensure 
that people are continuously challenged to move away from high-risk 
practices.  All organisations dealing with HIV/AIDS should realise that 
culture has a role to play in the spread of HIV and hence the need for 
designing relevant interventions.

6.Peer education activities 
are only benefiting current 
groups of peer educators 
leaving out other children 
and youth who are non-peer 
educators.  Some peer group 
members have not been 
trained in life skills.

• More peer educators should be recruited and trained.  SC (UK) 
should consult other partners such as churches and ward level 
MYDGEC supported youth projects in order to design strategies of 
integrating peer education activities on HIV/AIDS with other youth 
oriented activities.

• Life skills training should be community based to ensure that 
large numbers of children and youth benefit from communication, 
negotiation, decision making and assertiveness skills necessary for 
dealing with high-risk factors in their sexual behaviour.

Training in life skills should be redefined to be more practical in 
addressing high-risk practices affecting children and youth.  There is need 
to develop customised life skills training manuals that are appropriate 
in terms of age, sex and other attributes.  SC (UK) has plans in place to 
engage consultants who would be responsible for developing the training 
manuals.  In order to increase coverage of peer education activities, peer 
groups should focus more on outreach programmes to ensure that many 
children and youth are reached.

Awareness versus behaviour change cont..

Key issues Recommendations

44 45



FINDINGS OF AND RECOMMENDATIONS FROM THE OPERATIONAL 
RESEARCH ON CHILDREN AND YOUTH’S REPRODUCTIVE AND SEXUAL 
HEALTH IN BINGA, NYAMINYAMI AND MUTORASHANGA, ZIMBABWE.

Key issues Recommendations

1.Child sexual abuse is 
rampant in all programme 
areas and manifests in 
many different forms. 
Factors such as hunger, 
poverty and culture 
etc. were identified as 
contributing to the problem. 
Orphaned children, girls 
from poor families, those 
learning as “bush borders” 
and disabled children 
are vulnerable groups of 
children with respect to 
CSA.

• An integrated approach by the community; leaders, schools, 
churches and NGOs is required to reduce children’s exposure 
to CSA.  The strategies designed should aim at addressing 
contributory factors such as poverty and hunger, for example 
through income-generating projects.  To be more effective, such  
strategies should be combined with awareness raising activities 
about the different forms of CSA and their contributory factors.  
Such education should also include aspects of children’s rights in 
order to make all community members alert and ready to protect 
children from all forms of sexual abuse.

• It was also suggested that there is need for lobbying local leaders 
such as chiefs to encourage the reporting of child sexual abuse 
during their local meetings in order to discourage any further sexual 
abuse of children since they command a lot of respect from their 
people. 

• The Ministry of Education has started looking into the problem of 
“bush boarders” in Pashu, Mola and Musampakaruma.  Community 
leaders and school authorities have been engaged to find solutions 
to the problem.  It was agreed that more decent shelter should 
be built for such pupils and their living conditions monitored 
and regulated by community leaders and the respective school 
authorities. 

Many forms of child sexual abuse are perpetrated by persons known 
to the child and are related to cultural factors, there is need to 
effectively engage all community members in dealing with the problem.  
Gatekeepers should be solicited to take the lead in protecting children 
from all forms of sexual abuse.  The Ministry of Education should take 
the lead in introducing child rights education in schools to ensure that 
children are aware of their right to protection from sexual abuse.

2.Many CSA cases are 
not reported due to 
various reasons including 
ignorance, fear of stigma, 
threats, long police 
statements, witchcraft and 
victimisation, loss of income 
when the breadwinner is 
arrested, and protection of 
family ties when the abuse 
involves close relatives.

• Watchdog committees should be set up in each area including 
peer educators, local leaders, nurses and teachers. They should 
be trained in non-discriminatory skills in identifying, investigating, 
providing basic counselling or referring survivors of CSA to 
professional counsellors, for example nurses. 

• To promote reporting of CSA by children, children should be 
trained in life skills to build their self-esteem and confidence and 
empowered to appropriately deal with high-risk situations and to 
quickly report unusual sexual advances and actual abuse.  School 
pupils should also be targeted.

• The police should create an enabling environment to ensure that 
community members are not afraid to come forward and report 
cases of CSA.  This could be done through community education 
workshops conducted by its public relations department.

For confidential reasons and protection of people reporting CSA, 
the police should put suggestion boxes in accessible places where 
people can just drop anonymous letters indicating suspected or actual 
child sexual abuse cases in the community.  Both the police and the 
established watchdog committees could then investigate based on such 
information.  Reporting of CSA might largely help to reduce the problem 
because silence would mean that perpetrators would continue abusing 
children taking advantage of lack of action against them.

3. Survivors of CSA 
are stigmatised and 
discriminated against 
as a result of  sexual 
abuse.  Due to ignorance, 
family and community 
members blame survivors 
of child sexual abuse for 
inviting their abusers. As 
punishment some survivors 
of sexual abuse are chased 
away from home or dropped 
from school by their own 
parents who might view 
CSA as a disgrace for the 
family.

• Peer education should incorporate CSA themes as its core activities 
by embarking on campaigns to sensitise people about CSA and its 
high-risk situations as well as promoting positive attitudes toward 
survivors of child sexual abuse through drama, songs and poetry.  

• Survivors of child sexual abuse should have access to counselling 
services to deal with stressful situations resulting from the abuse.  
Professional counsellors or trained watchdog committees could 
provide such counselling services.  

• Survivors of child sexual abuse should also be removed from the 
place of abuse to a different one.

Due to the current shortage of health staff trained as counsellors in the 
SC programme areas, referring survivors of child sexual abuse to the 
local health institutions for counselling might not be effective.  Referring 
them to professional counsellors in urban areas might be impossible as 
well.  It therefore means that counselling experts should be contracted to 
train established watchdog committees, field staff and community based 
partners such as teachers in the provision of basic counselling services to 
survivors of child sexual abuse.  NGOs specialising in HIV/AIDS and child 
sexual abuse counselling services might play a role in providing such 
crucial training in counselling skills.

Child sexual abuse and HIV infection
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Stigma and discrimination

Key issues Recommendations

1.Misconceptions about 
the transmission of HIV 
emerged as the major 
stigmatising perception 
leading to negative attitudes 
toward affected children.

• Conducting community awareness workshops would help to clear 
all the misconceptions regarding HIV transmission that lead to 
stigmatising and discriminatory perceptions toward affected and 
infected children. 

• Communities should be sensitised about child rights for them 
to appreciate that all discriminatory practices are a violation of 
children’s right to protection from all forms of abuse and to respect 
and dignity.

Very little has been done by the organisation in this area.  SC (UK) should 
start looking at stigma and discrimination as an important area that can be 
addressed in conjunction with its core reproductive health and HIV/AIDS 
activities.  

2.HIV/AIDS affected and 
infected children have no 
skills to cope with stressful 
conditions resulting 
from stigmatising and 
discriminatory practices.  
In many cases affected 
children engage in high-
risk behaviour as a coping 
strategy to escape stressful 
environments.

• Conducting training workshops in counselling skills for peer 
educators, youth co-ordinators, caregivers and schoolteachers to 
enable them to provide counselling services to HIV/AIDS affected 
and infected children in the home, at school and in the community. 

• All HIV/AIDS affected and infected children should be identified 
through non-discriminatory ways and trained in life skills that will 
enable them to cope with stressful environments.  This training 
should boost their self-confidence to encourage them to engage 
positively in all aspects of life.  

SC (UK) has inadequate capacity to provide counselling training services 
to its field staff and community partners and hence the need for engaging 
the services of expert organisations that provide training in counselling 
skills.

3. HIV/AIDS affected 
and infected children do 
not have access to less 
stressful environments that 
are different from the home, 
school and community 
where they spend most of 
their time.

• Establishment of youth friendly centres especially those providing 
recreational (in-door games, football, netball, volleyball, video 
games etc.) reading (library) facilities and counselling services.  This 
would ensure that affected children spend most of their free time 
away from stressful environments.  This might as well provide an 
opportunity for them to receive counselling on various aspects of life 
from trained youth counsellors.

The youth friendly concept is a noble initiative since it would ensure the 
provision of a wide range of services at one place.  SC (UK) is supporting 
the construction of youth friendly centres in selected wards in Binga.  This 
undertaking should be expanded to other programme areas.  SC (UK) 
should involve other partner organisations such as the Ministry of Health 
and Child Welfare and organisations focusing on counselling services to 
assist in the provision of clinical and counselling services, respectively.
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Appendix OneAppendix One

CARTOONS ON STIGMA AND DISCRIMINATION 
AGAINST HIV/AIDS AFFECTED CHILDREN OR 
THOSE PERCEIVED TO BE INFECTED WITH HIV

Cartoon 1
The two girls on the right are telling the other three girls on the left that they 
should not come closer to them because they are afraid to contract HIV because 
they are suspected to have the virus.  The three girls on the left are saying, 
“…friends why should you say that to us”.  (Drawn by 6 – 9 year old girls from 
Nebiri, Nyaminyami).
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Cartoon 2
The two thin girls on the left are pleading with the big girl on the right for her to 
wait for them, she replies, “…I do not wait for people with AIDS” (drawn by 8 – 14 
year old girls from Tafara, Mutorashanga).

Cartoon 3
In the picture above, the boy is asking to have sex with the two thin orphaned girls 
in exchange for money and the girls are thanking him for the offer.
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Appendix TwoAppendix Two

PICTURES SHOWING DIFFERENT GROUPS OF 
PARTICIPANTS CARRYING OUT GROUP ACTIVITIES 
DURING THE COMMUNITY WORKSHOPS

Picture 1
Chrome Primary school grade 6 girl 
(11 years) making a presentation on 
group findings during a plenary session 
at Salvation Army Church in Tafara, 
Mutorashanga

Picture 2
Sutton Primary school grade 7 boy (14 
years) presenting group findings during 
a plenary session in Sutton mining area, 
Mutorashanga.
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Picture 3

In-school girls (6-10 years) carrying 
out group activities at Siakobvu, 
Nyaminyami.  This was a day after 
schools had closed for holidays. 

Picture 4

In-school girls (9-14 years) carrying out 
group activities at Musampakaruma 
Primary School, Nyaminyami.  This 
was during the school holidays.

Picture 7

School teachers from Sutton Primary 
and Secondary schools conducting 
a group discussion in Sutton, Muto-
rashanga.

Picture 6

Vanad Primary School girls (9-14 years) 
during group work activities in Vanad, 
Mutorashanga.

Picture 5

Mixed group of participants (girls, boys, 
women and men) carrying out group 
tasks during the community feedback 
workshop in Nabusenga ward, Binga.

Picture 8
Section of participants during a 
Community Feedback Workshop 
conducted in Nabusenga ward, Binga.
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