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ABSTRACT 

Background: HIV remains a significant public health issue in Zimbabwe, particularly among 

young women aged between 15-24 years who are 4 times more likely to contract HIV than 

males due to intersecting risks and vulnerabilities. Preventing HIV infection among young 

women is key to ending AIDS by 2030 and attaining epidemic control. 

Objectives: To analyse factors contributing to HIV vulnerability among young women aged 

between 15-24 years in Zimbabwe and inform policies, guidelines and programmes aimed at 

mitigating this vulnerability.  

Methodology: The study utilised a literature review and in-depth interviews with key 

informants. Analysis was conducted using the health behaviour change model for HIV 

prevention and treatment by Kaufmann  et al. (1). 

Findings:  HIV vulnerability among young women is influenced by individual, interpersonal, 

community, institutional and structural factors. Key factors include lack of comprehensive HIV 

knowledge, low and inconsistent condom use, early sexual debut, intergenerational and age 

disparate relationships, intimate and gender-based violence, gender and sexual norms, marriage 

practices, barriers within the health system, poor socio-economic conditions, laws and policies 

and education.  

Discussion: Individual factors directly increase vulnerability, while interpersonal and 

community factors shape behaviour and relationships within social networks. Health system 

barriers hinder access to HIV preventative services and information. Structural factors create 

conditions that heighten HIV risk. Vulnerability among young women results from the 

interplay of individual, interpersonal, community, institutional and structural factors. A holistic 

approach addressing these underlying drivers is essential to reduce HIV vulnerability among 

young women in Zimbabwe. 
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Operational Definitions 

 

Comprehensive HIV knowledge: Knowing that the consistent use of condoms and having a 

faithful and reliable partner can reduce the risk of contracting HIV, knowing a healthy person 

can be HIV positive and rejecting two of the most common misconceptions about the 

transmission and prevention of HIV . 

HIV Incidence: This is the number of new infections occurring per year in a population divided 

by the number of people living with HIV in the same population (UNAIDS 2016).  

HIV prevalence: The proportion of persons in a population who are living with HIV at a 

specific point in time. (2) 

Pre-exposure Prophylaxis (PrEP): PrEP is the use of ARVs by people at risk for HIV to 

prevent HIV acquisition (2). 

Stigma: Stigma  is a social process that is rooted in power that includes labelling ,attributing 

negative stereotypes to people or groups who have been labelled  which culminates in 

discrimination (3).  

Young Women: Females who fall within the ages of 15-24 years. All of the data and discussion 

in this study on young women is presented in terms of this age stratification (4, 5). 

HIV Risk: The probability or likelihood that a person may become infected with HIV. Certain 

behaviours create, increase, and perpetuate risk. Examples include unprotected sex with a 

partner whose HIV status is unknown, multiple sexual partnerships involving unprotected sex, 

and injecting drug use with contaminated needles and syringes (6). 

Vulnerability: The degree to which an individual is likely to experience risk due to exposure 

to individual, household, community and structural characteristics (7) . In the context of HIV, 

it refers to an increased exposure to HIV risk. This vulnerability results from a range of factors 

outside the individual’s control which reduce the ability of individuals to avoid HIV risk. 

Vulnerability to HIV risk results from a combination of factors which exacerbate  risk (6).  

Transactional sex: Sexual intercourse within the confines of a relationship between men and 

women, where exchange of money or materials goods takes place. 
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Intergenerational relationships: The sexual relationship between with the age difference of 

more than 10 years or more age gap between the sexual partners is called as intergenerational 

sex. 

Age-disparate relationships: Relationships where the age gap between sexual partners in a 

relationship is 5 years. 

Safer sex: The term ‘safer sex’ refers to adopting a sexual behavioural that will reduce or 

minimise the risk of HIV transmission. For example, postponing sexual debut, non-penetrative 

sex, correct and consistent use of male or female condoms, and reducing the number of sexual 

partners. 
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Introduction 

Globally, HIV incidence has fallen dramatically due to intensive public health prevention 

efforts (8). However, young women remain disproportionately affected accounting for 45% of 

the global infections (9, 10). Despite constituting about 11% of the global population,  in 2015 

they accounted for 20% of the global new infections (11) and 49% in the year 2021 (12).  

Reports indicate that three in every five new infections globally are among young women (13). 

The 2022 World Aids Day report indicated that a young woman acquired HIV every two 

minutes, with the proportion of new infections rising from 45% in 2016 to 49% in the year 

2021 (12).  

Significant regional variations exist, with the highest burden in Sub Saharan Africa (SSA) , 

where young women  drive the epidemics (14). This contrasts with Eastern Europe and Central 

Asia, where key populations and their partners are most affected. These variances indicate the 

homogenous nature of HIV and cements the needs for targeted interventions and research. 

Over half of all HIV infections among young women occur in 10 high HIV burden countries 

in Eastern and Southern Africa including Zimbabwe, Mozambique, South Africa, and Zambia 

and are sexually transmitted (10, 14). Women in SSA account for 60% of all HIV infections, 

half of which are among young women (15). According to the United Nations in 2015, young 

women accounted for 56% of all the new infections among adults in Southern Africa (11). All 

the countries in SSA countries display a clear disparity between in age and sex acquisition of 

HIV with young women acquiring HIV  and seroconverting 5-7 years earlier than their male 

counterparts (5, 16).  Additionally, the new infections among young women declined by 42% 

while among males of the same age group , the decline in new infections was 56% (12).  

Zimbabwe has one of the highest burdens of HIV with adult prevalence estimated to be 13.4% 

overall, 11.3% in males and 15.4% in females (17). Unprotected heterosexual sex is the main 

transmission mode, and despite a decline in prevalence attributed to behaviour change and ART 

coverage, young women still face higher rates of infection than men  (16, 18, 19). Young 

women remain disproportionately affected by the epidemic, with a prevalence rate higher  

(14.7%) than men (8.7%) (20). Among individuals aged between 15-19, incidence rate among 

women is six times higher than that of men in the same age bracket. (20, 21). This underscores 

the need to identify the factors making this demographic vulnerable to HIV in order to come 

up with interventions. 
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A similar trend is also visible in the countries that share borders with Zimbabwe. In 

Mozambique, young women are three times more likely to contract HIV than men (22). In 

Zambia, 13% of the young women  live with HIV  compared to 7% of men  (23). A systematic 

review and meta-analysis reported that in South Africa, HIV incidence among young women 

exceeds their male peers in all settings (24, 25). This trend is highly alarming, considering the 

long-term implications on public health and the social wellbeing of communities. 

The heightened vulnerability of young women to HIV in Zimbabwe and neighbouring 

countries can be attributed to a combination of factors. Qualitative studies  conducted in 

Mozambique emphasize the impact of gender and power differentials as well as economic 

dependency on young women’s vulnerability to HIV (26). Similarly, research in Zambia 

highlights the influence of gender inequalities as the primary driver of vulnerability among 

young women in Zambia (27). Gender inequalities put the young women at risk due to sexual 

coercion and intimate partner violence. Other studies attributed the heightened vulnerability 

among young women to physical and sexual intimate partner violence (28). This violence 

undermines women’s power within relationships and increases their susceptibility to HIV 

infection. Other studies  have identified structural factors including  environmental, social and 

economic barriers as contributing to the burden of HIV among young women (20). These 

barriers deprive women of the ability to make decisions about their sexual health making them 

vulnerable to contracting HIV , reduce the ability to access preventative and treatment services 

and hamper their ability to mitigate against the impact of HIV/AIDS (12). 

Addressing the high rates of HIV transmission among young women is crucial for progress 

towards ending HIV/AIDS. AIDS related causes are the third leading cause of death among 

women globally and among the young women aged between 15-24 in Africa , it is the second 

leading cause of death after maternal mortality (12). UNAIDS reported that between 2005-

2015, the number of HIV related deaths among the young population increased by 45% (11). 

The global funds reports that one person dies from AIDS every minute (29). It is therefore 

imperative for countries to come up with strategies specific to age groups, populations, and 

geographic locations to end AIDS by 2030. 

This study intends to analyse these factors and their interactions in heightening the vulnerability 

of young women to HIV to inform interventions aimed at mitigating the risk of young women 

to HIV in Zimbabwe. 



1 

 

Chapter 1: Background 

This chapter presents the geography, demography, socio-economic, socio-cultural and health 

systems overview of Zimbabwe relevant to HIV/AIDS. 

1.1 Geography 

Zimbabwe is a landlocked country located in the Southern African Region. The country shares 

borders with Zambia, Mozambique, South Africa, and Botswana to the northwest, northeast, 

south, and southwest respectively. For administrative purposes, the country is divided into 10 

provinces and 63 districts.  The map of Zimbabwe is shown in Figure 1 below. 

 

Figure 1: Map of Zimbabwe  

Source: Zimbabwe Demographic Health Survey (2015) Final Report (30) 
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1.2 Demographic Profile 

The 2019 census reported that Zimbabwe has a population of 15.02 million people with women 

constituting 52% of the total population (18) . The population of the country is young with 52% 

between the ages of 15-64. Median age of first marriages is 19.7 for women and 24.8 for men. 

HIV prevalence among adults between the ages of 15-49 years is estimated to be at 13.7% and 

prevalence is higher among women (18% than men (12% (31). More than 70% of the 

population lives in the rural areas (31). Data has shown that the prevalence rate for women is 

higher than men in both rural and urban areas and among married women (32). Harare province 

has the highest proportion of the population (16%) while Matabeleland South and Bulawayo 

constitute (5%). Population distribution  influences investments in HIV/AIDS Prevention and 

Control (18).  

1.3 Socio-economic situation 

The Zimbabwean economy has deteriorated and is amongst the worst economies in Southern 

Africa (31). A majority of women engage in cross-border trading with neighboring countries 

where they are vulnerable to sexual and other forms of abuse  thereby increasing exposure to 

HIV (31). The deterioration of the economy has impacted the remuneration of Zimbabwean 

workers  leading to a massive brain drain of the experienced professionals in the health sector, 

negatively impacting the quality and coverage of HIV/AIDS services (31).  

1.4 Socio-cultural and Religious Environment 

Zimbabwe is a deeply religious country, with 84% of the population above the age of 15 

identifying as Christians (33).  The largest proportions of these Christians belong to apostolic 

sects, which are known for practices such as polygamy, child marriages, intergenerational 

marriages, poor health-seeking behaviors, and the suppression of women’s sexual reproductive 

health rights (SRHR) (33).  Despite the predominance of Christianity, African Traditional 

Religion (ATR) profoundly influences the daily practices and beliefs of Zimbabweans. 

Together with Christianity, ATR perpetuates cultural norms that often include harmful 

practices, making young women susceptible to HIV.  The status of women in Zimbabwe 

characterized by patriarchal dominance, gender stereotyping, and systematic oppression of 

women (34). The intersecting issues of gender, culture, religion and create an environment 

where young women’s vulnerabilities to HIV are heightened. 
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1.5 Health System Overview 

Post-independence the Zimbabwean government built health facilities and enacted health 

policies that benefited the black majority with 85% of the people living near a health center 

(32). However, due to the poor socio-economic conditions, the  health system plummeted as 

evidenced by life expectancy and, maternal and infant mortality rates (31, 32).  

The health indicators depict a high disease burden and health system context within which HIV 

responses are being implemented. The maternal mortality rate increased from 283 per 1000 in 

1994 to 555 deaths per 1000 live births in 2005. Mortality rates tripled among adults from 286 

per 1000 in 1990 to 751 per 1000 in 2006 (31). Infant mortality rates are 4 times higher in 

infants whose mothers are HIV-positive (32). The fall in vital statistics is attributed to 

diminished access to health care, brain drain, closure of public hospitals, and prohibitive 

medical care costs. Malnutrition and high HIV prevalence are factors contributing to declining 

life expectancy rates (31).  

The health financing system is mostly out of pocket. The country does not have a national 

health insurance scheme (22). This creates barriers for young women who are unable to access 

HIV-preventative services due to the high rates of unemployment and low socioeconomic status 

for much of the general population. Interventions responding to HIV in Zimbabwe have been 

supported by the  public and private se 

ctors, nongovernmental organizations, formal and informal institutions, and intergovernmental 

organizations such as UNAIDS, PEPFAR, UNICEF, and WHO (32).  

Table 1: Health Facilities in Zimbabwe 

Secondary Health Care 

Facilities 

Urban Rural Primary Health Facilities  

Central Hospitals 6 0 Clinics 158 

Provincial Hospitals 8 0 Polyclinics 5 

District Hospitals 22 22 Mission Clinics 0 

Mission Hospitals 0 62 Municipal Clinics 96 

Rural Hospitals 0 62 Rural Health Centers 0 

Total 36 146 Total 259 
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1.6 HIV In Zimbabwe Overview 

The HIV epidemic is heterogeneous with high prevalence in small towns, farming estates, and 

mines located in the rural areas. At the provincial level, Matabeleland South has the highest 

prevalence of HIV(31) . The national incidence declined by 50% over the past 10 years with 

adult prevalence falling from its peak of 26.5% in 1997 to 11% in 2021 (35). According to the 

incidence Patterns Modelling report, never-married females (adolescent girls and young 

women) contributed the highest proportion of new infections, whereas men who had been 

previously married who were uncircumcised contributed to 19%, and the never-married men 

who were also uncircumcised contributed to 19% of the new infections (18). Together these 

three groups account for 62% of the total new infections showing that age and the 

characteristics of male partners are important factors in HIV transmission in Zimbabwe. The 

HIV prevalence of young females is twice as high as that of males in the same age group. The 

figure below shows HIV prevalence by province. 

 

Figure 2: HIV prevalence among adults by province  

Source : Zimbabwe Demographic Health Survey (2015) Final Report (30) 
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Chapter 2: Problem Statement, Justification and Objectives 

 

2.1 Problem statement  

Zimbabwe has made significant progress in  HIV management between 2010-2022, with AIDS 

related deaths  reduced by 64% and HIV incidence in the general population  reduced by 60 % 

(29). Despite these achievements, Zimbabwe remains off track to end AIDS as a public Health 

threat by 2030. The country has one of the highest  prevalence and incidence rates among young 

women in Sub Saharan Africa (SSA) (29). Young women remain disproportionately affected 

by the epidemic, with a prevalence rate higher (14.7%) than men (8.7%) (20). Among 

individuals aged between 15-19, incidence rate among women is six times higher than that of 

men in the same age bracket. (20, 21), reflecting a concerning trend in HIV transmission 

dynamics in Zimbabwe. The age – related disparity highlights the need for targeted 

interventions to address the vulnerability of young women to HIV. 

Gender disparities in decision making power regarding sexual reproductive rights, economic 

opportunities and education aggravate this vulnerability leading to a disproportionately high 

prevalence and incidence rate among young women compared to their male counterparts in the 

same age group (36). The high rates of HIV transmission among young women pose significant 

public health challenges, contributing to sustained transmission within communities and across 

generations. This negatively affects the affordability and sustainability of national anti-

retroviral treatment programmes (ART) and puts a strain on the whole health system (37).  

Moreover, HIV related mortality has been the highest among  women of reproductive age for 

the past 10 years (36).  

Understanding the contextual vulnerabilities of young women to HIV is crucial, given the 

interplay of social, legal, individual, and economic factors. There is considerable heterogeneity 

in where and among whom HIV infections occur with people in certain areas being more 

vulnerable than others (5). While studies in southern Africa have shed light on the 

vulnerabilities of young women to HIV, there is lack of research specific to Zimbabwe. Young 

women in Zimbabwe face intersecting vulnerabilities that compound their risk of HIV infection 

and hinder access to prevention, treatment and supporting services.  

This study intends to bridge this knowledge gap through exploring the intersecting factors 

contributing to young women’s vulnerability of to HIV in Zimbabwe. Reducing this knowledge 

gap can inform decisions to help reduce new HIV infections among young women and 
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ultimately in the whole population .The high incidence levels among young women indicates 

that current approaches are ineffective (16) . To prevent new infections among vulnerable 

populations, it is important to access information that highlights the specific needs of young 

women to remain HIV-negative (38). This study will therefore inform policies, guidelines, and 

programs contributing to reducing the vulnerability of young women to HIV in Zimbabwe. 

2.2 Justification 

As discussed, young women aged 15-24 are more vulnerable to HIV in Zimbabwe than their 

male counterparts in the same age group. Despite this reality, no studies have comprehensively 

investigated the factors heightening the risk of this demographic. This seeks to fill this 

knowledge gap by providing insights into the factors contributing to young women’s 

vulnerability to HIV in Zimbabwe. Understanding these factors is crucial for designing 

effective programme interventions to mitigate risk and vulnerability and to develop informed 

policies, guidelines and programmes that address the specific needs of young women, 

ultimately contributing to reducing HIV infections in this high-risk group. 

2.3 Overall Objective 

The overall objective of the study was to analyse the factors contributing to the increased 

vulnerability of young women aged between 15-24 years to HIV infection in Zimbabwe to 

inform policies, guidelines and programmes designed to mitigate the vulnerability of young 

women to HIV in Zimbabwe.  

Specific Objectives 

• To investigate the individual factors contributing to heightened vulnerability of young 

women to HIV infection in Zimbabwe. 

• To analyse the role of social and structural factors in shaping the vulnerability of young 

women to HIV in the Zimbabwean context. 

• To assess the health system service factors and their influence on the vulnerability of 

young women to HIV.  

• To inform policies, guidelines and programmes designed to mitigate the vulnerability 

of young women to HIV in Zimbabwe. 
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Chapter 3: METHODS  

3.2 Research Methodology 

This chapter outlines the research methodology used in the study.  

3.2.1 Research Design  

An exploratory literature review on the factors contributing to the vulnerability of young 

women to HIV was done in the context of Zimbabwe. The review included various relevant 

literature including peer-reviewed articles, grey literature, and public health and 

epidemiological data. Additionally, a qualitative study was done to get in-depth insights 

through semi-structured interviews (SSIs) with key informants. The research methods and link 

to the study objectives is shown below. 

Table 2: Mapping of research objectives to data collection approaches 

Specific Objectives Peer-

Reviewed 

Literature 

Grey 

literature 

Public Health and 

Epidemiological Data 

SSIs 

To investigate the individual factors 

contributing to the heightened 

vulnerability of young women to 

HIV infection in Zimbabwe. 

✓  ✓  ✓  ✓  

To analyse the role of social and 

structural factors in shaping the 

vulnerability of young women to 

HIV in the Zimbabwean context 

✓  ✓  ✓  ✓  

To assess the health system service 

factors and their influence on the 

vulnerability of young women to 

HIV.  

✓  ✓  ✓  ✓  

To inform policies, guidelines, and 

programmes designed to mitigate 

the vulnerability of young women to 

HIV in Zimbabwe. 
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3.3 Literature review search strategy 

The literature search was done on Scopus, Pub Med, Research Gate, Google Scholar, and the 

VU library, alongside organisations’ databases including WHO, UNAIDS, UNICEF, UNFPA 

and PEPFAR, and the Zimbabwean government’s official platforms to expand the search. This 

ensured that the study gathered a diverse range of relevant literature to enhance the findings 

and provide a comprehensive understanding of the research topic. 

Key search terms used were “HIV”, “vulnerability”, “risk”, young women”, adolescent girls 

and young women”, “Zimbabwe” and “Sub-Saharan Africa”. These terms were searched in 

combination with layers of the conceptual framework as shown below: 

Table 3: Search Criteria 

Theme Key Search Terms Boolean 

Operators 

HIV/Aids Related 

Terms (Theme 1) 

HIV risk, HIV susceptibility, HIV infection, 

HIV exposure 

OR 

  AND 

Target Group 

(Theme 2) 

Young Women, Adolescent Girls, Youth, OR 

  AND 

Determinants, 

Risks/ 

Vulnerability 

 

(Theme 3) 

Individual, Interpersonal, Institutional, 

Structural, Community, Behaviours, economic, 

cultural, social norms, Religion, Intimate 

Partner Violence, Sexual norms, Gender roles, 

Intergenerational Relationships, policies, laws 

and legislation, Partner Characteristics 

OR 

  AND 

Target 

Geographical Area 

(Theme 4) 

Zimbabwe, Sub Saharan Africa, Southern 

Africa 

OR 

 

3.3.1 Inclusion and Exclusion Criteria 

Literature in English from the years 2013-2024 was included in this study to ensure relevance 

of the findings. However, articles deemed very important published outside these dates were 

also included in the study. The literature review included studies with qualitative, quantitative 

and mixed methods. Title and abstract reviews were done to exclude literature based on 

relevance, language, geographical location, and focus. Thereafter further exclusion was done 

by fully reading the articles. The figure below shows how data was gathered using a Prisma 

flow. 
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Figure 3: Prisma Flow 

Source: Page et al.   (39)  

3.4 In Depth Interviews Study Design and Settings 

Twenty semi-structured in-depth interviews with key informants were conducted between June 

and July 2024 to provide expert perspectives on the factors contributing to the vulnerability of 

young women to HIV in Zimbabwe.  

3.4.1 Study Area 

The study area consisted of five out of ten provinces in Zimbabwe which are Mashonaland 

West, Mashonaland Central, Harare, Matabeleland North and Matabeleland South. The 
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provinces were selected using random sampling to ensure an unbiased and representative 

sample. 

3.4.2 Study Population 

Target population for the in-depth interviews consisted of healthcare providers who possessed 

specific knowledge and experience relevant to the study’s objectives. The participants were 

made up of nurses, mentors and counsellors who directly work in HIV/AIDS testing, 

prevention and treatment programmes. Eligible participants met the following criteria: 

• Expert knowledge: Possessing knowledge about HIV, clinical, social, and behavioural 

aspects and can identify gaps in existing interventions. 

• Access to data: Having access patient trends and data to provide evidence-based 

perspectives on factors contributing to young women’s vulnerability to HIV in their 

communities. 

• Direct Interaction: Regularly interacting with young women at risk of contracting HIV 

and those living with HIV enable them to provide first-hand accounts of the challenges 

faced by this demographic. 

• Cultural and Social Context Understanding: Being familiar with the local and cultural 

context to provide insights into the broader factors influencing HIV vulnerability. 

• Interdisciplinary Perspectives: Representing diverse healthcare backgrounds to ensure 

a comprehensive analysis of the issue. 

3.4.3 Sampling and Recruitment 

The study recruited twenty participants for the study comprising of nurses, mentors and 

counsellors. Key informants were purposively sampled to ensure inclusion of healthcare 

providers with the most relevant and extensive knowledge on the study problem. Recruitment 

of participants continued until saturation was reached to ensure a sufficient sample size to 

capture diverse perspectives while maintaining depth in data collection. Recruitment of 

participants was done through collaboration with provincial and district authorities managing 

HIV/AIDS in the health system.  

3.5 Data Collection and Quality Assurance 

The researcher conducted semi-structured interviews (SSIs) with key informants virtually 

through zoom and WhatsApp platforms. Interviews were done in English which is the official 
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language of Zimbabwe. The duration of interviews was between 30-45 minutes. Data was 

collected through an interview topic guide which was structured into open and closed ended 

questions to encourage participants to provide comprehensive and detailed responses while 

giving room for the researcher to explore new themes. Consent to have the interview and record 

audio and notes was taken before the start of the interviews. Anonymity and confidentiality 

were ensured by not using any personal identifiers and not sharing personal information. 

3.6 Data Processing and Analysis 

Data collection and transcription was done in tandem. Transcription was done using the 

Microsoft word dictate feature and manually for accuracy. The study utilised a manual thematic 

analysis approach to analyse the qualitative data gathered from key informants.  The researcher 

read the transcripts several times to familiarise with the results and identify common themes 

based on the layers of the conceptual framework. Summaries of the themes were written, and 

interactions and relationships between themes were identified to contextualize findings with 

existing literature. Data analysis began during data collection to ensure that any unanswered 

questions or emerging questions could be addressed before the end of data collection. 

3.7 Ethical Considerations 

A waiver application was made to the KIT Ethics Board and granted. Informed consent was 

sought from the participants before the interviews. The identity of the participants was 

protected, and transcripts contained no identifiers to protect the anonymity of the participants. 

3.8 Conceptual Framework 

To conduct the study, the health behaviour change model for HIV prevention and treatment by        

Kaufmann et al. (1) was used. This framework was used to fully examine the intersecting 

factors that explain young women’s vulnerability to HIV by analysing the interactions across 

the individual, interpersonal, institutional, community, and public policies that place women at 

risk for HIV acquisition. The framework is based on the understanding that while individual-

level risks are necessary for the spread of a disease, they are not sufficient to explain 

population-level dynamics. Therefore, the higher levels of social and structural levels of risk 

(network, community, policy, institutional) represent the risk factors that cannot be controlled 

by an individual. While the various layers are interconnected, they will be discussed separately 

and will address one or more of the specific objectives of this research. The application of the 

framework is discussed below: 
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a) Individual factors 

These are biologic or behavioural characteristics associated with the vulnerability to acquire or 

transmit an illness or infection  (40). In the context of this paper, these include knowledge and 

attitudes about HIV, low and inconsistent condom use, alcohol and substance abuse, multiple 

and concurrent partnerships, age of sexual debut, transactional sexual behaviours and 

participation in sex work.  This layer will respond to the first objective. 

b) Interpersonal Factors 

Interpersonal factors refer to social and community networks which reinforce social norms and 

behaviours that are protective against vulnerability or that can predispose people to 

vulnerability and risk (40).  In the context of this paper, they refer to the relationships that 

young women have with their sexual partners including characteristics of male partners, 

Intimate partner violence (IPV), gender-based violence (GBV), and intergenerational 

relationships. This layer is aligned to objectives two. 

c) Community Factors 

The community environments can promote health outcomes or can be a source of risk for the 

acquisition and transmission of HIV (40).  Under this layer, gender norms and power 

imbalances, sexual norms, stigma and discrimination, marriage practices and religion will be 

discussed. This layer will answer objective two. 

d) Institutional Factors 

These are factors within the health system. It includes availability, accessibility, affordability, 

acceptability and quality of health services factors. This layer will answer the third objective 

of this study. 

e) Structural factors  

Structural factors are important in shaping the risk of vulnerable populations to HIV. In this 

study, structural factors include socio-economic conditions, laws and policies and education. 

These factors affect individual behaviours which can increase or reduce the risk of young 

women to HIV. This level responds to the second objective of the study. 
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3.9 Study Limitations 

There was insufficient research on HIV/AIDS and young women in Zimbabwe hence the study 

also utilized literature from SSA which may make it difficult to generalise and apply results to 

the context of Zimbabwe. The conclusion drawn from the studies also has a chance of potential 

bias since HIV/AIDS is contextual and the situation may not always apply to large groups.
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Figure 4: Conceptual Framework  

Adopted  from Kaufman et al. (1)



15 

 

 Chapter 4. Results 

This chapter reports the findings based on the layers of the conceptual framework to answer 

the study objectives. It explores the individual, interpersonal, community, institutional and   

structural factors contributing to the vulnerability of young women to HIV in Zimbabwe.  

The results are derived from the in-depth interviews with key informants and literature review. 

Fifteen KIIs comprising of nurses, counsellors and young women mentors working on HIV 

prevention and treatment programmes were interviewed using a semi-structured interview 

guide. The guide covered all the aspects of the conceptual framework used in this study.  Key 

informants had 3-10 years of experience working in the HIV programme in Zimbabwe 

Table 4. List of Key Informants 

Participant 

code 

Job 

Function 

Age Gender Province Duration of 

work 

K-1 Nurse 29 Female Matabeleland 

South 

4 

K-2 Nurse 24 Female Matabeleland 

South 

5 

K-3 Primary 

Counsellor 

33 Female Matabeleland 

South 

6 

K-4 Primary 

Counsellor 

25 Female Matabeleland 

South 

5 

K-5 Nurse 33 Female Mashonaland 

West 

4 

K-7 Mentor 37 Male Mashonaland 

West 

5 

K-8 Primary 

Councillor 

47 Female Mashonaland 

West 

9 

K-9 Primary 

Counsellor 

33 Male Mashonaland 

West 

5 

K-10 Nurse 25 Female Harare 4 

K-11 Nurse 27 Female Harare 4 
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K-12 Primary 

Counsellor 

24 Female Harare 5 

K-13 Primary 

Counsellor 

27 Female Mashonaland 

Central 

5 

K-14 Primary 

Counsellor 

35 Male Mashonaland 

Central 

4 

K-15 Nurse 44 Male Mashonaland 

Central 

4 

K-16 Nurse 23 Female Mashonaland 

Central 

3 

K-117 Primary 

Counsellor 

24 Female Bulawayo 6 

K-18 Primary 

Counsellor 

24 Female Bulawayo 6 

K-19 Nurse 26 Female Bulawayo 4 

K-20 Mentor 45 Female Bulawayo 5 

4.1 Individual Factors 

This layer discusses early sexual debut, knowledge and perception of HIV risk, transactional 

sex, alcohol and drug abuse, concurrent and multiple sexual partners and condom use.  

4.1.2 Comprehensive Knowledge on HIV transmission and Prevention 

According to a needs assessment by UNICEF,  the vulnerability of young  women in Zimbabwe 

stems from their limited knowledge of HIV risks and underlying vulnerabilities that limit their 

ability to protect themselves or seek services (41). Several other studies in SSA suggested that 

inaccurate knowledge about HIV knowledge and prevention methods among young women is 

one of the major contributions to  their vulnerability to HIV risks (42).  

In 2015, the ZDHS survey indicated that less than 50% of young women in Zimbabwe had 

comprehensive knowledge about HIV transmission and only 47% knew a place to get a condom 

(30).  Socio-demographic factors showed disparities in levels of HIV knowledge among young 

women. Those in urban areas had higher knowledge (66%) than those in the rural area (51%); 

those aged 15-19 years had lower knowledge (51%) than 20- to 24-year-olds (62%); those with 

higher education levels had the highest knowledge levels (84%) than those with primary 
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education (43%); and those from the poorest quantile had lower knowledge (47%) compared 

to those in the highest quintile (65%) (30). 

In their cross sectional  analysis of Zimbabwean demographic data,  Pachena and Musekiwa 

(43) found that an increase in comprehensive knowledge about HIV increased the odds of 

protective behaviours such as condom use, HIV testing with new partners and use of HIV 

prevention services. Women who had comprehensive knowledge on HIV/AIDS were more 

likely to have safer sex negotiation in Congo, Gambia, Guinea, Liberia, Ethiopia and Malawi 

(44). The in-depth interviews with key informants supported the above findings noting that 

many young women in Zimbabwe do not have comprehensive information about HIV 

transmission and prevention. It was highlighted that comprehensive knowledge of HIV 

transmission and prevention can reduce risky behaviours among young women.  One informant 

noted,  

“Most young women do not have adequate knowledge on HIV transmission and prevention 

methods, most of them are not even aware that PREP and condoms are given for free in most 

public clinics, awareness is crucial for these measures to be used and reduce HIV risk” (Key 

informant 2). 

On the contrary other studies, have shown a continuation of high-risk behaviours among young 

people with comprehensive knowledge and information about how to prevent HIV (45).  

4.1.3 Perception of risk 

One of the causes recorded on the increased HIV vulnerability  in a needs assessment of young 

women in Zimbabwe is that of low self- risk perception of HIV and other sexually transmitted 

infections (41) . A latent class analysis of SSA associated high risk perception with protective 

behaviours such as consistent and correct condom use, use of pre-exposure prophylaxis (PREP) 

and awareness of HIV status of partner (25, 46). In Kenya, young women with low risk 

perception corelated with a number of risky factors (47).  Conversely, low perception of risk 

was found to increases the likelihood of engaging in risky behaviours (UNAIDS, 2016, Reniers 

et al 2016). A study in Kwazulu Natal found perception of risk as the most powerful 

determinant of condom use (48). 

Results from the in-depth interviews concur that HIV risk perception is an essential component 

in HIV prevention. High risk perception increases uptake of prevention services and lowers 

risky behaviours. Low perception of risk among young women was attributed to cultural 
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beliefs, lack of knowledge and the misconceptions that young women have about HIV 

transmission. One healthcare worker provided an example from her discussions with young 

women in Ante Natal Care: 

“Most of the young women in the discussions held incorrect beliefs about HIV believing that 

they cannot contract HIV from having one sexual partner or one sexual encounter, and other 

beliefs that washing right after unprotected sexual intercourse can prevent them from 

contracting HIV” (Key Informant 3).  

Similarly, Mavhu et al. (49) reported that risky behaviours among Zimbabwean women are 

fuelled by misconceptions and low risk perception. Other studies in Botswana and South found 

no association between low perception of risk and engagement in risky behaviours such as 

condom use  (48, 50). 

4.1.4 Early Sexual Debut 

Early sexual debut increases HIV risks among young women (51-53). In 2015, 40% of young 

women in Zimbabwe reported having their first intercourse by the age of 18 (30) . Similar 

trends were observed in Eswatini, Tanzania and  South Africa (53). Surveys in SSA have shown 

evidence of  association between the age of sexual debut and new HIV infections among young 

women (54). In Eswatini, Tanzania and South Africa,  early sexual debut was linked to higher 

HIV incidence and in Kenya  having sex after the age of 19 correlated with 63% lower odds of 

being HIV positive compared to having sex before the age of fifteen (53).  

Early sexual debut results in vulnerability to HIV due to links with risky behaviours, extended 

duration of sexual activity and biological factors (4, 55, 56). A review of qualitative research 

with young women in Zimbabwean urban and peri urban areas linked early sexual debut with 

HIV risky behaviours such as sex work, alcohol and substance abuse and age disparate 

relationships (55, 57). In another qualitative study in Harare province,  young women cited 

peer pressure, lack of adult supervision, curiosity, need for financial favours and the collapse 

of the family system as reasons why they engage in early sexual debut (58). Chemhaka and 

Simelane (53) added that patriarchal and cultural contexts, gender dynamics and socio-

economic factors influence the timing of sexual debut.  

These findings align with previous studies suggesting that early initiations of sexual activity 

increase vulnerability to HIV (54). In Nigeria, early sexual debut was linked to having two 

concurrent partners and more than three life partners  raising HIV risk (59).  In-depth key 
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informant interviews noted that differences exist in the drivers of early sexual debut according 

to residential area, in rural Zimbabwe, poverty and cultural dynamics drive young women into 

early sexual activity for financial support while in urban areas, peer pressure and social media 

are more influential. Other informants stressed that young women are unaware of the dangers 

of early sexual debut. Key informant 2 stated, 

 “Many young women in our community are not taught about the importance of delaying early 

sexual debut as a preventative behaviour against HIV, they are taught to delay sex until 

marriage, as a result they engage in early sex without knowing its association with HIV”. 

4.1.5 Alcohol and Substance Abuse 

Several studies in Zimbabwe link substance and alcohol abuse to high-risk sexual behaviour  

and HIV vulnerability (60, 61). Youth drug and alcohol problems have risen from 43% in 2017, 

45% in 2018 to 57% in 2019 (60). In Manicaland Province three studies found consistent 

positive associations between alcohol and substance abuse and several high-risk behaviours, 

including ever having sex, early sexual debut, number of non-regular partners, transactional 

sex (61-63). Notably, 52% of the young women who abused substances reported having 

multiple sexual partners (62).  

A few key informants supported these findings, noting that healthcare workers often see young 

women under the influence of substances and alcohol engaging in unprotected sex, multiple 

partnerships and in some instances became victims of sexual violence. One informant 

recounted a case where a young woman, intoxicated at a party had unprotected sex with 

multiple men.  

“This young girl was heavily intoxicated and ended up having sex with more than four men 

without protection, since she was under the influence of substances her situation qualified as 

rape. She later tested HIV positive as she reported her case long after which she could have 

been given PREP” (Key informant 9). 

4.1.6 Inconsistent condom use 

Correct and consistent use of condoms can prevent HIV by more than 90% (50), However, in 

Zimbabwe condom  usage among young women is very low. All respondents highlighted 

inconsistent and lack of condom as significant risk factors. This is evidenced by the ZDHS 

findings, which reported condom use among women (50%) to be significantly lower compared 
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to young men (81%), with usage the lowest among young women with not more than secondary 

education (30) .  Among young women who had more than one sexual partner, only 43% 

compared to young males reported using a condom the last time they had sex  (30) . Conversely, 

a Malawi study reported higher inconsistent condom use among young women with a 

secondary or higher education (64). 

The Zimbabwe Population Based HIV Impact Survey (ZIMPHIA) findings provided 

quantitative evidence linking inconsistent condom use and increased risk of HIV infection 

among young women (2). HIV prevalence was 37.9% among those who did not report condoms 

use compared to 9.3% among consistent users. Similarly, in South Africa, low and  inconsistent 

condom use was also  associated with high HIV risk (62).   

Other studies in South Africa, Botswana and Malawi attributed low and inconsistent condom 

use to  lack of perceived risk of infection, stigma and discrimination, lack of information and 

gender power imbalances (50, 64).  Key informant interviews confirmed low and inconsistent 

condom use among young women, attributing it to lack of comprehensive HIV knowledge, 

stigma and discrimination and power dynamics in age disparate and transactional relationships. 

One informant noted,  

 “Many young women are not fully informed the effectiveness of correct and consistent use of 

condoms especially those with minimum education and this increases their HIV risk” (key 

Informant 6).  

Another added,  

“Even when they have adequate knowledge about correct and consistent condom use, young 

women do not have the power to initiate condom use due to their age and fears that their 

partner will withdraw benefits or end the relationship” (Key informant 10).  

4.1.7 Engagement in sex work 

In a qualitative study with young female sex workers, Crankshaw et al. (57) found a high 

prevalence among young female sex workers in Zimbabwe, with  UNAIDS (65) reporting an 

HIV prevalence as high as 50%.  Studies show that young female sex workers (18-24 yrs.) were 

4.2 times more likely to be living with HIV than peers who do not sell sex (57, 66). In SSA, 

young women who sell sex experience a 12 fold higher prevalence of HIV (56). 
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Young women selling sex become more vulnerable due to distancing themselves from the sex 

worker identity limiting them from accessing targeted interventions. (66). Crankshaw et al.  

(57) added that increased vulnerability among sex workers is due to less control over working 

conditions, susceptibility to sexual violence and reduced ability to negotiate condom use.  As 

one informant noted, 

 “Young women in sex work have little control over the number of clients they see or the 

conditions under which they work, this exposes them to higher risks of HIV as they often cannot 

negotiate condom use and sometimes, they face sexual violence” (Key informant 5). 

In a qualitative study, their study with young female sex workers, young female sex workers 

confirmed using drugs to reduce shyness and increase confidence while selling sex  (57). Key 

informants discussed how alcohol and substances abuse compounds HIV risk due to the nature 

of sex work and behaviours associated with being intoxicated.  Despite knowing the dangers 

of sex  work, young women in Zimbabwe are driven by the economic situation, youthful age, 

consumptive needs  and peer pressure (57, 67). One healthcare worker stated, 

 “Young women are often influenced by their peers who are already in the sex trade making it 

seem like a viable option for quick money. (Key Informant 9).   

4.1.8 Transactional Sexual Relationships 

Transactional relationships contribute significantly to the vulnerability of young women to 

HIV. A cross sectional behavioural study with young women in Kenya indicated that  young 

women who have transactional sex outside of sex work have a 2 fold higher risk of HIV 

compared to those who never engage in transactional sex (56). In South Africa, young women 

who engaged in transactional sex were 3 times more likely to be infected with HIV than their 

counterparts who did not  (68). 

Several studies linked transactional relationships with other HIV risky behaviours. In Uganda, 

young women in transactional relationships had more than 5 sexual partners compared  to  1.8 

for those who did not, and were less likely to use condoms (69) . In  Zimbabwe, transactional 

relationships often involve immediate sexual activity, hindering preventive measures (49) . Key 

informants concurred with the literature findings and attributed the vulnerability of young 

women in transactional relationships to reduced power and inability to insist on condom use. 

One informant remarked,  
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“In transactional relationships, the young women often have no say in whether to use 

protection or when to have sex. The men who provide financial support, dictate terms of sexual 

encounters and young women agree as they fear having the benefits withdrawn” (Key 

informant 2.) 

 Elmes et al. (70) attributed the high prevalence of transactional relationships to Zimbabwe’s 

economic difficulties. Some young women are forced and coerced into transactional 

relationships by their parents and families for economic support (23). The UNAIDS (12) 

affirms that the desire to uplift social status, access basic needs, and receive material 

expressions from lovers forces young women in SSA to engage in transactional relationships.  

4.1.9 Concurrent and Multiple Partnerships 

Concurrent and multiple partnerships increase the risk of young women to HIV.   According to 

the ZIMPHIA report,  young women  with one sexual partner in the past 12 months have an 

HIV prevalence rate of 13.2%, while those with more than one partner had an HIV prevalence 

of 27.9% (2).UNAIDS (11), confirmed that having a greater number of sexual partners or 

having a history of multiple partnerships is consistently associated with higher levels of HIV 

acquisition. An analysis of population based surveys in Eastern and Southern Africa  found that  

the odds ratio of HIV infection increased to 2.23 (95% CI 1.03-4.82) when young women had 

more than one sexual partner  (71).  

Ramjee and Daniels (72) concluded that concurrent partnerships are powerful transmitters 

within the community. This is consistent with the views of a key informant who noted that, 

“When young women enter into multiple and concurrent sexual relations their likelihood of 

contacting an HIV-positive partner is very high and also these types of relationships facilitate 

a faster spread of HIV” (Key Informant 1).  

4.2 Interpersonal  

Interpersonal factors are influential in predisposing or protecting individuals within those 

networks to the acquisition and transmission of HIV. Factors considered for this study are 

characteristics of male partners, age differences in relationships, types of relationships and 

intimate partner violence (IPV) and gender-based violence (GBV). 
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4.2.1 Intergenerational Relationships/ Age Disparate Relationships 

In high prevalence settings, the heterosexual HIV epidemic among young women is sustained 

by the transmission of HIV from older men to younger women (4, 11, 65, 73). In 2015, 17% of 

young women between the ages of 15-19 in Zimbabwe reported having sex with a partner 10 

years or older while this was zero for young men  (30). The same report went on to show that 

young women with first sexual partners at least 10 years older have an HIV prevalence of 23%, 

compared to 16% for those with peers. Results from a cohort study in Manicaland indicated 

that increased age gap between partners was associated with a high HIV prevalence among 

young women (74).  

Systematic Reviews and meta-analysis of data in SSA showed  significant associations between 

HIV infection and age disparate relationships among young women (74, 75). Older partners 

have a high prevalence HIV and  power dynamics in these relationships undermine condom 

negotiation by young women (4, 5, 56, 76), resulting in the increased risk of HIV infection 

(73). Young women in age disparate relationships report more unprotected sex and 

transactional relationships compounding their risk to HIV (16, 77).  

Several studies attributed intergenerational relationships in Zimbabwe to poverty, orphanhood, 

and early marriages (37, 78). On the contrary, all the respondents of the in-depth key informant 

interviews indicated that the strong presence of intergenerational relationships are encouraged 

by the cultural and religious practices. One key informant noted that,  

“Men in our communities are encouraged to engage in relationships with younger females for 

easy control of the relationships and young women see older men as providers, however, these 

relationships come with a higher risk of HIV because older partners tend to have multiple 

sexual partners and a higher likelihood of being HIV positive” (Key informant 4).  

4.2.2 Intimate Partner Violence and Sexual Gender-Based Violence  

IPV and GBV are significant drivers of HIV infection (79). According to the Zimbabwe 

Demographic Health survey (30), 1 in 7 women between the ages of 15 and 49 have 

experienced sexual, physical, and emotional violence within a year, with only 35% seeking 

after care services (30). The Zimbabwe  Young Adult Survey on GBV reported that  9.1%  of 

young females experienced sexual violence compared to 1.1% of young males (80). Among 

young women who experienced violence, 6.2% were HIV positive compared to 3.8% who had 
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not experienced violence. Similarly, the ZDHS 2010/11 reported that 18.7 % of women who 

reported IPV were HIV positive indicating a clear association between IPV and GBV  and 

vulnerability to HIV (81).  

GBV and IPV often result in  forced unprotected sex , increasing the risk of HIV acquisition 

(82) . Results from a national cluster based cross sectional survey associated IPV with low 

sexual efficacy, gender inequitable norms and sexually transmitted infections (83). The link 

between IPV, GBV, and HIV has been confirmed by systematic reviews and meta-analyses  

(84). In SSA, young women who experienced   sexual violence were 3.22 times more likely to 

acquire recent infection as those who did not (85). In South Africa and Uganda young women 

who experienced violence were in their lifetime were 1.5 times more likely to have an increase 

in HIV incidence (86).  

 Early exposure to violence further raises HIV risk through behaviours like early sexual debut, 

multiple partners prostitution, and inconsistent condom use coupled with reduced power to 

negotiate for safer sex (56). Key informants attributed the high-risk behaviours to the trauma, 

mental health impact and powerlessness that young women encounter after experiencing abuse. 

One health worker noted,  

“Young women who experience violence from their partners find it difficult to insist on condom 

use or other protective measures, they remain in abusive relationships where they lack power 

to protect themselves against HIV” (Key informant 5. 

Young women in Zimbabwe do not practice  safe sex  like condom use or up taking and 

adhering to PREP due to fears of violence within intimate relationships (87).  

4.2.3 Characteristics of Male Partners, type of relationship, HIV status of Partner 

Partner characteristics increase the vulnerability of young women  to HIV by directly exposing 

them to HIV, involving them in wider sexual networks, fostering sexual risk behaviour, and 

influencing their decisions (88). For example, young women in South Africa, with circumcised 

partners had half the HIV incidence compared to those with partners suspected to be HIV 

positive or known to be HIV positive, who faced a fivefold increase in risk (77).  

Key informant interviews added that male partners who are polygamous, promiscuous and in 

multiple concurrent partnerships also expose young women to a wider sex network which 
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elevates their risk to HIV. One key informant highlighted the HIV status of partner as another 

factor. He added that,  

“Some men refuse to get tested for HIV and disclose their HIV status and young women fear 

losing financial support and facing violence hence do not insist on getting tested with their 

partners or knowing their partners health status.” (Key informant 6). 

The nature of relationships, whether married, casual or committed impacts the perception of 

HIV risk for young women. Studies from Mozambique and Uganda demonstrated that  

relationships that shift from casual to stable affect HIV risk perception (88).  Longer duration 

of partnerships with older partners were associated with young women’s low perception of risk 

in South Africa (88). Condom use was found to be  lower and inconsistent in non-commercial 

and regular partnerships (16).  

4.3 Community Factors 

This layer describes the community influence on the vulnerabilities of young women to HIV. 

These factors include gender roles and norms, religion, peer pressure and marriage practices 

and religion. 

4.3.1 Gender norms and power imbalances  

Gender norms and resulting power imbalances increase the risk of young women contracting 

HIV (6, 76, 89). The key informant interviews highlighted young women in Zimbabwe are 

expected to be submissive and naïve regarding sexual matters with men taking the lead. As a 

results,  intimate partner violence  is perceived as normal and young women are taught to 

endure it (27).  These norms and societal expectations restrict women’s  autonomy making it 

difficult for them to negotiate safer sex or decline sexual advances (27, 90). A qualitative 

research  in rural Zimbabwe found that young women were unable to insist on using preventive 

measures despite knowing that their partners were engaging in other sexual relationships (87). 

This was confirmed by a healthcare worker who noted that, 

 “Society teaches that women must be submissive to men and hinders their ability to insist on 

condom use or refuse sex, even when aware of their partners risky behaviours. The men have 

the upper hand due to societal support in controlling sexual decisions in a relationship, even 

when they test positive young women always defer treatment to seek permission from their 

spouses” (key informant 6).  
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Studies in Malawi, Zambia and Kenya show similar patterns, where uptake of sexual and 

reproductive health and rights information and preventative methods among young women is 

hindered by community associations of preventative services with mistrust and infidelity. In 

Zambia, particularly, young women attribute their risk to HIV to the gender specific 

expectations that dictate submissive behaviour and limit their voice in sexual decisions (27). 

UNAIDS agrees that young women are substantially affected by HIV partially due to gender 

roles that are prevalent in society and the social norms that affect them (11). 

4.3.3 Sexual Norms 

Sexual norms are a factor which came up as a significant cause of vulnerability among young 

women. Deeply ingrained sexual norms in Zimbabwe dictates that young women should 

sexually naive and defer to male partners in sexual decision making, limiting their ability to 

assert their own sexual preferences or negotiate safer sex practices, leaving them vulnerable to 

HIV  (91) .Several studies in Zimbabwe showed that a substantial number of women believe 

they should not ask their partners to use condoms, even when faced with sexually transmitted 

infections (82). In depth interviews also added that sexual norms detect that men can have sex 

with multiple women and women should only have one sexual partner. Two respondents had 

this to say,  

“Young women shy away from carrying condoms on their person as they are not expected to 

initiate sex hence carrying condoms might signify that they are promiscuous hence they are 

always unprepared for sex, they cannot even suggest condom use when their partners have 

multiple affairs as they believe that the decision to have sex is of men” (Key Informant 1). 

Due to sexual norms, young women weigh their perceived risk of acquiring HIV with the social 

risk of their parents and community finding put hence opt out of preventive services (92).  The 

challenges faced by young women in Zimbabwe are mirrored in other regions. In Zambia, 

cultural proverbs like “ promiscuity of a man cannot break a home” encourage women to accept 

infidelity from their sexual partners (27) . Similarly, in  Malawi, parents socialise girls to serve 

men while boys are socialized to be independent and assertive making girls develop submissive 

sexual roles disadvantaging young women  in sexual negotiations , making it harder to resist 

unwanted sexual activities .and insist on condom use (93). 

4.4.4 Marriage Practices 
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Marriage has been associated with risk of HIV infection in SSA countries (94). According to 

the key informants, the custom of bride price payment in marriage increases young women’s 

HIV risk by reinforcing their subservient role. Young married women cannot refuse sexual 

advances or suggest condom use due to fear of violence  and divorce (72, 78). This marriage 

norm corelates with lower condom use among married young women compared to their 

unmarried counterparts (ZIMPHIA, 2020).  

Key informants added that bride price is also responsible for early and child marriages which 

are risk factors for HIV . According to a key informant,  

“Bride price nowadays has become an income generation project for families and when men 

pay it translates to ownership rights of the young women who then have no power to make 

sexual decisions that can prevent them from contracting HIV, guardians and parents from low-

income households are also motivated by money to marry off young girls to older men to get 

wealth” (Key informant 1).  

The literature supports these findings, showing that young brides often marry older men with 

multiple sexual partners, further heightening their risk (93, 95). Early marriages also heighten 

the risk of sexual and gender based violence, a common risk factor for HIV (96). 

The acceptance of polygamy within marriage is also a risk factor for young women in 

Zimbabwe. In Nigeria, polygamous marriage was identified as a risk factor for HIV (94). 

Polygyny amplifies risky sexual behaviours such as sexual networking and concurrent sexual 

partnerships, all of which were found to be significantly associated with the risk of HIV 

transmission.  

Other studies, however, contrast that marriage increases vulnerability to HIV, reporting instead 

that marriage offers protective effects against HIV particularly for young women who marry at 

an early age (62, 97). 

4.4.5 Religion 

Religion is a factor which increases vulnerability of young women to HIV (98). As alluded to 

in the background, most people in Zimbabwe belong to the apostolic sects whose practices 

facilitates HIV transmission. Young girls in these churches are 4 times more likely marry early, 

often to older man and are  more likely to be in polygamous union  and have a low education 

levels  , all risk factors for HIV (99). 
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Apostolic sects promote polygamy, with some men having up to 13 wives, creating networks 

for HIV transmission  (100) . These sects also forbid biomedical interventions, preventing their 

congregants from accessing and utilising health information or other preventative services like 

HIV testing, PREP and condoms (99, 100). Study found that when compared to young women 

from other religions, 47% of young women from the apostolic sects had comprehensive 

knowledge of HIV against 68% of other religions. These churches discourage education for 

young women , promoting early marriages instead  (100). 

Key informants concurred with the above findings, adding that young women in apostolic sects 

are often forced and tricked into marriage through fake prophecies by older men in the church 

who handpick wives from young virgin girls with the support of family members and 

community. Other studies in Ethiopia and South Africa however, found that religion which 

enforces sexual morality and abstinence protects youths from risky behaviours  (101, 102) 

4.5 Institutional Factors  

The institutional factors considered for this study relate to the health system. They include 

factors regarding availability, affordability, acceptability, appropriateness and quality of health 

services. 

4.5.1 Availability of Health Information  

While knowledge and awareness among young people in Zimbabwe has remained high, 

comprehensive knowledge that promotes safer sex behaviours is lacking. According to the 

ZDHS (2015)  report, only 46% of young women have comprehensive knowledge of HIV (30). 

Comprehensive health information is essential for young women to be prepared  for the 

biologic and psychological changes they experience during puberty which increase their 

vulnerability to HIV (103).   

In depth interviews emphasized that inadequate health information is a major contributor to the 

increased vulnerability among young women. A health worker noted, “health information is 

no longer available as when HIV first emerged in the country. Even primary school children 

knew about HIV due to awareness campaigns, dramas, adverts and radios being done by the 

Ministry of Health.  Nowadays, the government is no longer funding this, and NGOs are more 

focused on the already positive population, the young population now relies on information 

from peers which mostly leads to misconceptions”. (Key Informant 5) 
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4.5.2 Affordability of Health Services (Direct and indirect costs) 

The results findings indicate that level of income is an important determinant for accessing 

HIV prevention services. Qualitative  Studies with young women and healthcare providers in 

rural and urban Zimbabwe indicated that costs associated with healthcare facilities and user 

fees, particularly in rural areas  prevent access to preventative services (78, 104). These 

findings were supported by respondents to the in-depth interviews who reiterated that the out-

of-pocket fees prevent young women, particularly those from low-income households from 

accessing services. According to one key informant,  

“Most HIV prevention services are free, however for young women to access the health care 

facilities, they need to pay some money for registration which is in United States Dollars and 

is expensive for many, additionally in the rural areas where user fees are very low or non-

existent, young women must pay transport costs which are very expensive because of long 

distances. As a result, young women are left out of benefiting from preventive services which 

could reduce their vulnerability to HIV infection” (Key informant 5). 

 4.5.3 Availability of prevention Services 

Reducing HIV incidence among young women can be done through increased coverage of 

prevention methods including  condoms and oral pre-exposure prophylaxis (PREP) (66). 

Although preventative services have been introduced in Zimbabwe, clinical trials have shown 

poor evidence regarding  PREP among young women (87). UNAIDS has reported on 

inconsistent availability of preventative services in SSA including Zimbabwe(6) 

A study in Uganda, South Africa and Zimbabwe, also highlighted that  the access points s of 

preventive services are a major barrier since most preventive services are located at 

opportunistic infections clinics and departments hence young women are afraid of being 

recognised by community members or being mistaken for accessing HIV treatment services 

(105). Additionally, key informants also cited occasional shortages of preventive services as a 

significant barrier there by increasing the risk of young women to HIV. The following quotes 

bear witness: 

“We sometimes run out of drugs, HIV test kits    and condoms due to poor planning and national 

shortages since the drugs are donor funded, when young women fail to get these drugs, they 

do not come again due to the difficulties they incur to get here”. (Key Informant 12). 
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4.5.4 Staff competencies and quality of services  

A midterm review of the Zimbabwe SRH strategy (2010-2015) revealed a lack of appropriate 

and acceptable health services for young women, increasing their vulnerability to HIV due to 

negative attitudes of healthcare providers. These attitudes are closely related to societal stigma 

as clinical and non-clinical staff reflect community biases in their service delivery (92).  

A qualitative study in rural and urban areas found that  young women avoided preventive 

service and health information due to provider’s breach of confidentiality, chastisement for 

premarital sex and refusal to provide PREP or condoms (106, 107). Consequently  young 

women weighed their risk of HIV infection against the risk of their parents and guardians 

discovering their sexual activity (105). In Ethiopia and Uganda, young women indicated lack 

of dedicated space for young people  and staff shortages as a barrier to accessing services (108). 

These findings are confirmed by healthcare workers in a cross sectional qualitative study in 

Zimbabwe, Kenya and South Africa  who acknowledged that their community ties influenced 

their perceptions of young women’s sexuality (109).    Similarly, a mixed-  methods study in 

Tanzania found that providers associated young women seeking  preventative services with 

promiscuity, believing  it would lead to increased sexual activity (3). 

In-depth interviews confirmed these findings, highlighting bias toward unmarried young 

women seeking HIV services and a lack of training for providers. Other key informants 

highlighted that the deficit of healthcare workers particularly in rural areas due to brain drain 

resulting from poor socio-economic conditions in Zimbabwe hence there are inadequate people 

to provide care resulting in long waiting times and lack of friendly services due to frustration. 

One key informant stated, 

“Most of the healthcare providers are not adequately trained to provide services to young 

women especially those that are new in service. It has been a while since we attender trainings 

or refresher courses due to financial constraints and lack of funding from government and this 

greatly affects the quality of care needed by young women. Also, at this clinic there are only 

two nurses on duty everyday so we never have time to counsel or attend to young women 

seeking preventative services hence we advise them to abstain” (Key informant 5). 

4.6 Structural Factors 

Structural factors provide the general framework through which the risk of individuals is 

shaped. Structural drivers lead to early, coerced, and intergenerational sex; transactional sex; 
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child marriage; and gender-based violence and exploitation (110). This layer discusses laws 

and legislature, education, public policies and the economic environment using findings from 

the literature review. 

4.6.1 Laws and Policies 

Public policies and laws significantly influence young women’s risky behaviours and their 

ability to protect themselves from HIV risk. In Zimbabwe, laws and policies often exclude 

young women essential HIV prevention services (111). For instance, age of consent laws limit 

access to HIV testing and other services for those below the ages of 18 without guardian 

consent  (106, 112). Access to HIV testing is crucial for HIV care and prevention (113). 

Restrictive policies and laws have a disproportionate impact on young women by denying them  

vital sexual and reproductive health information and services, thus impeding their sexual 

autonomy (12).  

Zimbabwe’s  Marriage ACT also perpetuates the vulnerability of young women to HIV through 

setting the legal age of marriage at 16 while that of boys was 18 (114). Despite a constitutional 

court ruling against this, no law has been enacted to address child marriage perpetrators (112, 

115). Heavy parental involvement deters young women from accessing important SRH services 

which may protect them from HIV due to fear of disclosure or violence. Scholars suggest that 

lowering the legal age of consent could have a greater effect on adolescent girls, who are more 

affected by the HIV epidemic(116, 117) . 

Punitive laws also increase HIV vulnerability among young women in Zimbabwe. The 

criminalisation of sex work under Zimbabwe’s Criminal Law Act increases HIV risk (117). A 

qualitative study done in Harare  and Bulawayo revealed that  young women who sell sex often 

conceal their activity, avoiding community and peer education outreach tailored activities. (57). 

They are less likely to engage with targeted services due to fears of disclosure or unawareness 

(118, 119).  

Key informant corroborated these findings noting criminalisation of sex work prevents access 

to preventative measures and exposes young women to abuse by law enforcement officers and 

clients. One informant noted, “because sex work is illegal, every now and then sex workers are 

rounded up by law enforcement who force them have sex in exchange of being released, even 

clients force young female sex workers to have unprotected sex knowing that they will not file 

any charges against them” (Key Informant 3).  
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4.6.2 EDUCATION 

Education levels attained by young people have been shown to increase or decrease their 

vulnerability to HIV (11). Education helps to protect the rights of young women and protects 

them against HIV (21). Education was brought up by all key informants as important in 

increasing or decreasing the vulnerability of young women to HIV. Health care workers 

observed that young women with secondary education were more likely to get tested for HIV, 

insist on knowing their partner’s HIV status and willing to take preventative services without 

seeking permission from their partners. Such patterns can explain the trends in HIV prevalence 

in Zimbabwe where young women with primary education have a prevalence of 9.2% while 

those with more years of schooling had a prevalence rate of 2.8 % (ZDHS, 2015). A study in 

Kenya also found an association between higher levels of education and lower HIV prevalence 

(120).In South Africa, 1 in 3 young women who had not completed secondary education had a 

risk of acquiring HIV 89% higher than their counterparts with secondary education(77) 

Evidence from SSA show that for countries with a generalized epidemic like Zimbabwe, 

vulnerability to HIV is reduced by school attendance and educational attainment (76). In South 

Africa, higher education levels were associated with changes in sexual behaviours, delayed 

marriages and increased uptake of preventative measures (62, 121) . Men in Mozambique, were 

less likely to use condoms with young women who were out of school or had a low educational 

attainment (121).  A study in Malawi found that that inconsistent condom use was more 

common among women with primary education and from an average household income  (64). 

However, the insights from some of the key informants concurred with other literature findings 

that found an association between high education levels and HIV incidence  (121) .  One key 

informant noted, “I do not think that education has a bearing on the vulnerability of young 

women to HIV, most young women from the local university positive for HIV and other STIs 

frequently and engage in reckless behaviours such as transactional sex, multiple concurrent 

partnerships and drug and alcohol abuse” (Key informant 9). 

4.6.3 Socio - Economic Conditions 

Young women’s vulnerability to HIV infection in Zimbabwe is closely linked to their social 

and economic conditions  particularly economic dependence on men (76, 110). Zimbabwe DHS 

data shows that HIV incidence and prevalence is highest among young women from the lowest 

wealth quintiles (122, 123). 
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Poverty in Zimbabwe has been associated with early sex debut, coerced sex, transactional 

relationships and a reduced ability to negotiate and practice safe sex, increasing HIV 

vulnerability for young women (74, 78). Similarly, in Uganda, girls from the poorest 

households engage in sex for money, linking transactional relationships to poverty Choudhry 

et al., (2015). In South Africa, poor women more dependent on men found it difficult to suggest 

condom use and adopted high risky behaviours (62). A qualitative study in Zimbabwe found 

that lower economic status was linked to all HIV risk factors, including alcohol and substance 

abuse, transactional relationships, early sexual debut ,lower levels of HIV knowledge and poor 

condom use (107).Evidence from randomised control studies in Lesotho, Ethiopia, and Kenya 

show that economic interventions can reduce the vulnerability of young women to HIV (5, 124, 

125). 

In depth interviews reinforced the impact of economic conditions have on the vulnerability of 

young women to HIV. Poverty not only affects families but also shape community norms that 

perpetuate the abuse of women increasing their   HIV risk. One informant mentioned,  

“Young women tolerate IPV and GBV due to poverty, even when their partners are 

promiscuous, they are unable to leave such relationships because they have nowhere else to go 

as they are poor and unemployed. Even some cultural norms that we have that oppress young 

women’s decision making they are based on the premise that men are providers and women are 

expected to shut up to be taken care of. If it were not for poverty many young women would not 

be in early marriages or engaging in early sexual debut increasing their risk of contracting 

HIV” (Key Informant 5).  

Other informants alluded to the fact that poverty not only encourages risky behaviours, but they 

also limit young women’s access to preventive services. One healthcare worker noted, 

 “Young women who come from high income households can access preventative services 

through private operators like clinics and pharmacies where their privacy is protected, they 

are not asked any questions and are rarely stigmatised as private institutes only care about 

money. This is different from young women who come from poor households as these preventive 

services are expensive and out of reach for many” (Key informant 5). 
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           Chapter 5: Discussion, Recommendations and Conclusions 

5.1 Discussion 

This section presents a discussion of the findings of this study based on the conceptual 

framework. The findings from the study showed that the vulnerability of young women to HIV 

in Zimbabwe is a result of complex interactions between the individual, interpersonal, 

community, institutional and structural factors. 

5.1.2 Individual Factors 

The results indicated that young women’s individual behaviours directly increase their 

vulnerability to HIV infection. The most influential factors identified were lack of 

comprehensive HIV knowledge, early sexual debut and lack of and inconsistent condom use 

due to their interactions with other higher risky behaviours.  

The widespread lack of comprehensive knowledge about HIV transmission and prevention 

among young women young women results in misconceptions about HIV leading to risky 

behaviours and hinder the adoption of preventive behaviours such as consistent condom use, 

regular HIV testing and use of PREP and PEP.  Similarly,  an analysis of DHS data from 30 

countries in SSA showed that young women’s limited comprehensive knowledge of HIV and 

this increases their vulnerability (44). For instance,  in Malawi, an assessment of the DHS 

showed that a third of young women did not know that consistent condom use reduces HIV 

transmission and a quarter believed that mosquitoes spread HIV (42). These findings show that 

the fundamental lack of comprehensive knowledge sets the stage for other risk factors to come 

into play, hence the critical need for programs to improve HIV knowledge among young 

women.  

Key informants had contrary views to the literature citing that even young women with 

comprehensive knowledge engaged in risky behaviours, indicating that while comprehensive 

knowledge about HIV is essential to prevent risky behaviours, interventions should not only 

focus on improving knowledge but on addressing other underlying drivers. 

 Findings also highlighted the interconnectedness between various individual factors. For 

example, many young women begin sexual activity before receiving comprehensive sexual 

education, increasing their lifetime exposure to HIV risk. There was corelation between early 

sexual initiation and risky behaviours such multiple sexual partnerships, age disparate 
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relationships, transactional sex and low perception of risk where condom use is unavailable or 

inconsistent, all of which heighten HIV vulnerability.  Similar associations have been observed 

in Nigeria and Uganda, where early sexual debut was associated with a significant high risk of 

contracting HIV and other HIV high risk behaviours (54, 59).  This underscores the importance 

of timely and accurate sex education, it also suggested that addressing one factor can positively 

impact others. For instance, improving comprehensive sexual education will lead to a higher 

perception of risk, delay sexual debut leading to a reduced number of sexual partners and the 

incidence of transactional sex.  

The findings indicated that individual risky behaviours are influenced by interpersonal, 

community, institutional and structural factors, highlighting the need for comprehensive 

interventions.  

5.1.3 Interpersonal Factors 

While the direct causes of vulnerability among young women are their individual behaviours, 

interpersonal factors also play an important role in influencing the vulnerabilities of young 

women to HIV. Factors identified include characteristics of partner and type of relationship, 

age gap relationships, presence of intimate partner violence and GBV.  The most critical issue 

appears to be the power imbalances in intergenerational relationships and the significant impact 

of IPV and GBV which create an environment where young women cannot effectively 

negotiate safer sex practices.  

Intimate partner violence and gender-based violence highly prevalent in Zimbabwe heighten 

the risk for young women through reducing their agency to insist on condom use or end 

relationships that put them at risk and by increasing the likelihood of forced sex thereby 

increasing their vulnerability. This finding affirms previous studies that identified IPV and 

GBV as risk markers for HIV vulnerability. A multi country study by  Decker, Peitzmeier (126) 

associated IPV and GBV with sexual risks while longitudinal studies in Uganda and South 

Africa found an increase in the likelihood of HIV infection among young women who 

experienced sexual violence (85, 86). These findings underscore the importance of addressing 

IPV and GBV in HIV prevention settings. Interventions must consider empowering young 

women to improve their agency in relationships and reduce associated sexual risks and 

consequently HIV vulnerability.  
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The results also support findings that the main driver of HIV pandemic in SSA is 

intergenerational relationships (4, 5). Studies in Tanzania, Swaziland and South Africa also 

show evidence that young women whose sexual partners are much older than them have an 

increased risk of HIV infection (62, 127). In Zimbabwe, young women are driven into 

intergenerational relationships by economic needs and social pressures which significantly 

limits their abilities to negotiate condom use. Understanding the factors that drive young 

women into age disparate and intergenerational relationships is crucial to adequately address 

the prevention needs of young women. 

The findings indicate the need to integrate focused strategies to address the interpersonal 

dynamics which increase vulnerability to HIV. For example, while comprehensive sexual 

education factors; used to address the individual factors, it can also be done in such a way that 

empowers young women to negotiate safe sex and seek help in abusive relationships. 

Interventions to engage young boys and men in promoting gender inequalities could also be 

adopted to address both the interpersonal and individual factors effectively.  

While these findings highlight the importance of involving male sexual partners in 

interventions to reduce HIV vulnerability among young women, other evidence from Kwazulu 

Natal Province found no significant associations with age disparate relationships and HIV 

infection among young women (128). This can be explained by increased risk perception or 

careful selection of partners by young women in this area. These contrasting findings indicate 

the need to study the contextual vulnerabilities of young women in consideration of other 

factors. 

5.1.4 Community Factors 

Our results further suggest that various community level factors significantly shape the 

vulnerability of young women to HIV in Zimbabwe. These factors interact with individual, 

interpersonal, institutional and structural factors. These factors include sexual norms, gender 

norms and power imbalances, and marriage practices.  entrenched gender and sexual norms 

that encourage young women to be sexually naïve and pure perpetuate unequal power dynamics 

in relationships limiting young women’s ability to assert their sexual health rights and engage 

in safer sex practices. Similar findings in  Malawi, Zambia and Kenya show that stigmatising 

norms against young women who carry condoms or discuss sexual health lead to   unprotected 

sex, increased incidence of violence against women and higher HIV risk (27) . these norms 

often cause women to prioritise social acceptance over their health (UNAIDS 2016).   
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Marriage practices such as bride price contribute to early and polygamous marriages, 

reinforcing women as property and limiting their ability to negotiate safer sex or resist 

unwanted sexual advances. This finding illustrates the intersection of economic factors and 

cultural factors in perpetuating HIV risk among young women. However, other studies in SSA 

contrasted with these findings, showing that marriage can protect against HIV infection 

especially among young women. (62) found that in South Africa, young married women were 

at low risk of HIV infection when both partners were uninfected at the time of marriage and 

were exclusive to one another.  In Nigeria older single unmarried young women  had a  higher 

exposure to more sexual encounters and frequent risky behaviours than their married young 

peers which increased their risk (97). This may be because early marriages may limit the 

number of multiple and concurrent sexual partners, a risk factor for HIV among young women. 

This is also similar to findings from  

5.1.5 Institutional Factors 

Health system factors significantly impact the vulnerability of young women to HIV in 

Zimbabwe by affecting access to HIV prevention services and information. Health systems 

operate with an environment shaped by the social and structural drivers of HIV related 

inequalities and given the centrality to HIV response they need to be explored. The findings 

revealed a substantial gap in the availability and access to health information and this results 

in reliance on peer sourced information which often results in misconceptions about HIV risk. 

Findings also highlighted that health service availability and quality of services is compromised 

by staff shortages, attitudes of health providers and confidentiality. These findings align with 

previous studies in seven SSA countries, where 90% of participants of Ugandan participants 

reported negative attitudes from healthcare providers. In  Uganda and Ethiopia staff shortages 

and lack of dedicated space for young people were major barriers to  accessing HIV related 

services (108). Surveys by  UNAIDS (22) ,indicated that stigma and discrimination at the hands 

of health care providers  including denial of care, poor quality care and breach of confidentiality 

further increase the vulnerability of young women to HIV.   

These findings underscore the need to employ a multi-faceted approach within the health 

system. Funding should be increased to improve access to health information, reduce economic 

barriers through subsidizing transportation costs and eliminating user fees. Furthermore, there 

is need to provide specialized training for health care providers to be able to overcome personal 

and community biases to improve the quality of care received by young women. 
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5.1.7 Structural Factors 

The study results highlight that structural factors contribute to the vulnerability of young 

women to HIV in Zimbabwe. Laws, policies, education and economic factors were found to 

influence the individual, community, interpersonal and institutional factors.  A key finding was 

the extent to which legal frameworks specifically those related to age of consent and 

criminalisation of sex work impact the vulnerability of young women to HIV in Zimbabwe 

through reducing their access to preventative services and increasing risky sexual behaviours. 

In Zimbabwe, age of consent without a legal guardian is 16, similar to other countries with a 

generalized pandemic (UNFPA, 2017). This limitation in laws and policies increases HIV risk 

among young women, as many experience sexual debut and marriage before the age of 16 thus 

fuelling stigma (117, 129) .  Restrictive laws requiring parental consent undermine HIV 

response and have a disproportionately impact young women’s ability to protect themselves. 

Lessons can be drawn from Malawi, South Africa and Uganda who have the legislative 

provision for age of consent, testing and treatment set to 12 (UNFPA, 2017).  However, these 

countries still have high HIV prevalence and incidence rates among young women, suggesting 

that improving the age of consent in isolation of other factors contributing to HIV vulnerability 

will not reduce HIV risk among young women.  

The results also indicated a strong presence of young female sex workers in Zimbabwe, and 

punitive laws against sex work increase their vulnerability to HIV through sexual exploitation 

by clients and law enforcement and reduced access to preventive services.   Legalising sex 

work , as supported by could reduce the exploitation of young women who engage in sex work 

and enhance their capabilities to seek preventive services (130).  

Consistent with similar studies existing in literature (68, 69), the study found that economic 

marginalisation exposes young women to HIV risky behaviours and limits their access to  

health information and preventive services. This is because economic hardships often lead 

young women to engage in transactional sex, age disparate relationships, multiple and 

concurrent partnerships, early marriages and sex work to alleviate poverty. These behaviours 

are associated with other risk factors such as inconsistent condom use and increased likelihood 

of sexual violence. Additionally, young women from low-income households are often unable 

to afford the direct and indirect costs of accessing preventive.  

Poverty alleviation schemes have been shown to increase uptake and better utilisation of HIV 

testing and preventive services, reduce early sexual debut and other risky behaviours                                                       
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in Ethiopia, Lesotho and Kenya (5, 124, 125). For example, cash transfers in Lesotho reduced 

the probability of acquiring HIV by 25% (125).  These findings highlight the need to target 

young women from poor households to reduce risk of HIV transmission. 

The study also found a positive association between education, comprehensive HIV 

knowledge, improved economic conditions and protective behaviours. Young women with 

higher education levels were more likely to engage in safer sex practices and access preventive 

services due to improved economic conditions. This aligns with studies from Kenya, South 

Africa and Malawi (77, 131, 132), suggesting that higher education increases awareness of HIV 

risks leading to fewer risky behaviours. Education also empowers young women to be 

proactive about their health and increases employment opportunities, reducing dependence on 

men and increasing capacities to access preventive services.  

Contrary to these findings, other studies and key informants found no association between 

education and HIV risk, with some indicating that high education corelated with increased risky 

behaviours. For instance, in Zambia, young women with  higher education levels had the 

highest prevalence rates compared to those in secondary or your primary schools (133). This 

disparity indicates that education alone does not translate to comprehensive knowledge of HIV 

transmission and prevention and a reduction in risky behaviours hence other strategies should 

be employed to eliminate HIV risk. 

5.2 Relevance of Theoretical Framework 

The study was guided by the health behaviour change model by Kaufman et al.(1) which 

examines  the drivers of   vulnerability to HIV through individual,  interpersonal, community, 

institutional and structural factors as driving the vulnerability of young women to HIV in 

Zimbabwe.   The framework emphasizes the interlinkage of these factors and how they shape 

HIV risk at the individual level. The framework highlights the importance of considering 

situational and contextual and structural variables, the reciprocal ties between individuals and 

their social networks and the need to address the structural factors in order to mitigate HIV 

vulnerability among young women. Through integrating all these factors, researchers can 

propose and develop interventions that address the root causes of HIV vulnerability and 

promote sustainable behaviour change. 

5.3 Strengths and Limitations of the Study 

This study to the best of my knowledge is the first to provide a comprehensive overview of the 

factors contributing to HIV vulnerability among young women in Zimbabwe.  With HIV 
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incidence increasing among young women in Zimbabwe and globally, this research is timely 

and sets a foundation for future studies aimed at reducing the vulnerabilities faced by young 

women. This study used a rich base of literature including qualitative, quantitative and 

empirical evidence and this contributes to advancing and synthesising knowledge on HIV risk 

factors among young women. This provided a comprehensive overview of the factors 

contributing to the vulnerability of young women to HIV in Zimbabwe and the rest of Sub 

Saharan- Africa which broadened the research and presented the opportunity for comparative 

analysis and learning. The use of the socio ecological framework brought structure to the study 

and ensured that the linkages between the factors were identified and analysed. 

However, the study was not without limitations. The study relied on key informants instead of 

directly engaging with young women directly affected by HIV vulnerability. However, these 

key informants involved at different levels of the health system worked directly with young 

women thereby provided valuable insights reflecting the experiences of young women in 

Zimbabwe.  Additionally, the use of snowball sampling in the search strategy may have led to 

the omission of some relevant studies hence the study included broader Sub-Saharan data and 

the adapted socio-ecological model and key informants to ensure that the results resonate with 

the Zimbabwean experience to improve relevance and validity. 

5.4 Conclusions 

The heightened vulnerability of young women to HIV in Zimbabwe is driven by an interplay 

of individual, interpersonal, community, institutional and structural factors. Young women are 

more vulnerable to HIV due to intersecting and overlapping factors beyond their control. A 

significant lack of comprehensive knowledge about HIV transmission and prevention, 

especially among rural, younger, and less educated and low-income women, exacerbates their 

risk. Additionally, the health systems challenges including poor socio-economic challenges, 

funding issues, and negative attitudes of healthcare workers affect the quality of services 

thereby limiting the ability of young women to make informed decisions and access HIV 

preventive services. Therefore, there is need for targeted interventions that enhance gender 

equality, improve economic conditions, increase access to education and health services, and 

address harmful cultural norms to effectively reduce HIV risk among young women in 

Zimbabwe. 
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5.5 Recommendations 

Based on the findings, recommendations are geared towards policy makers, Health Care 

Providers and HIV future researcher’s programmers to reduce the vulnerability of young 

women to HIV in Zimbabwe. 

Recommendations for policy makers (Government and Ministry of Health) 

1. Comprehensive Education 

• Strengthen the implementation of HIV and sexual health education programs in 

schools and communities. 

• Start programs in early adolescence to equip young women with accurate 

information before sexual debut. 

• Ensure that programs are available to both in school and out of school young women 

2. Economic Empowerment 

• Develop and strengthen economic empowerment and social protection 

programs for young women including vocational training, microfinance 

opportunities and entrepreneurial support.  

• Provide educational scholarships to keep young women in school to reduce high 

risk sexual behaviours and improve capacity to access preventive services 

3. Legislative Revisions 

• Lower age of consent laws to reflect the current age of sexual debut among 

young women.  

• Remove punitive laws against sex workers to reduce sexual exploitation of 

young female sex workers. 

• Enact strict legislation against GBV and IPV to reduce sexual exploitation of 

young women and discourage community norms supporting violence against 

women and girls. Sentences for offenders should be harsh such that they are 

prohibitive.  

• Enact laws and policies against child marriages. Include age limit for customary 

marriages to reduce exploitation of young women. 

4. Health Institution Improvements 

• Enhance capacity of health workers by addressing shortages and improving 

remuneration. 
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• Increase health financing for HIV testing, treatment and prevention services to 

meet the needs of young women. 

Recommendations for Implementers (NGOS, Ministry of Heath, Private Organisations) 

1. Community Mobilization 

• Facilitate community dialogues, intergenerational discussions and awareness 

campaigns to challenge harmful gender norms and cultural practices. 

• Engage community and religious leaders, men, boys and women to ensure 

comprehensive community involvement in HIV prevention efforts.  

• Provide community education and engagement to increase HIV knowledge to reduce 

harmful practices that put young women at risk of HIV 

2. Targeting Men as Sexual Partners 

• Develop programs specifically targeting the sex partners of young women and 

promote couples HIV testing and counselling as well as continuing rollouts of 

voluntary medical male circumcision programmes and retaining HIV positive men 

on Antiretroviral Therapy. 

• Address interpersonal factors influencing young women’s sexual behaviours to 

enhance effectiveness of HIV prevention programmes. 

Recommendations for Health Facilities 

1. Promote preventative services  

• Encourage condom use, PrEP and PeP, ensuring that these services are accessible 

and acceptable to young women through establishing youth friendly centres at 

health facilities, eliminating costs associated with the services and increasing the 

availability of long lasting injectables. 

• Provide post-violence care, including counselling and PEP to address the link 

between sexual violence and HIV risk 

2.  Increase Access to SRHR services 

• Offer SRHR services for free at convenient locations to eliminate transportation 

barriers. 

• Implement educational programs to raise awareness and utilisation of these 

services 

3. Training of Healthcare workers 
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• Provide ongoing training for healthcare providers to reduce stigma and 

discrimination and support young women effectively against HIV transmission.  

Recommendations for Future Research 

• Future research should focus on the local factors contributing to the 

vulnerability of young women to HIV as there is diversity of the epidemic 

within and between countries hence effective interventions need to be tailored 

to the local context. 
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 Annexes 

Annex 1:  Interview Guide for key informants 

Researcher: Fadzai Taderera 

Research Topic: Factors contributing to the vulnerability of young women aged between 

15-24 to HIV in Zimbabwe? 

Name (Optional)..................................    Sex ...............  .................................     

Gender......................................................Profession........................................ 

SECTION A 

1. BACKGROUND INFORMATION 

• Can you describe your role in the HIV program, and how long have you been working 

in this capacity? 

• What is your experience regarding working with young women aged between 15-24 in 

HIV/AIDS programming? 

2. INDIVIDUAL LEVEL 

• What is the vulnerability status of young women to HIV, compared to other age groups? 

• What common risk behaviours do you observe among young women in this age group 

that contribute to their vulnerability to HIV? 

• How well-informed are young women about HIV prevention and safe practices? 

• What are some of the young women’s attitudes, knowledge, and practices related to 

HIV transmission? 

3. INTERPERSONAL LEVEL 

• How do relationships with family and peers affect young women’s risk of HIV? 

• What factors within intimate relationships do you believe contribute to an increased 

risk of HIV transmission or exposure? 

•  How do transactional sex and age-disparate relationships impact the vulnerability of 

young women to HIV?  

4. COMMUNITY FACTORS  

• How does community support (or lack of it) influence young women’s vulnerability to 

HIV? 

• What are the types of stigma or discrimination related to HIV in the community and 

how does this affect young women? 
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• What are the cultural and gender norms that exist that impact individual choices and 

behaviours that may contribute to vulnerability to HIV among young women? 

5. INSTITUTIONAL FACTORS  

• What factors hinder young women from accessing HIV prevention, treatment, and 

counselling services? Additionally, what facilitators exist that enable their access to 

these services? 

• What interventions are in place to ensure that young women have access to accurate 

health information? 

• How does the quality of services offered to young women impact their ability to reduce 

risk? 

• How do financial constraints within the health system affect the provision of 

preventative and care services to young women engaged in risky behaviours? How can 

this be improved? 

• How prepared are healthcare workers to address the specific needs of young women 

vulnerable to HIV? Do you receive support? or training? 

• How do you perceive the availability and accessibility of modern medication and 

products (Condoms, Prep, Prep, Injectables) needed for the prevention and treatment of 

HIV among young women? 

6. STRUCTURAL LEVEL 

• From your perception, how do institutional practices or policies within schools, 

workplaces, or other organizations affect the vulnerability of young women to HIV? 

• What policies, if any, exist to address the vulnerability of young women to HIV? How 

do these policies impact vulnerability, both positively and negatively? 

7. RECOMMENDATIONS 

• Based on your experience, what interventions or programs can be put in place to reduce 

the vulnerability of young women to HIV in Zimbabwe 

• What strategies can be employed to improve HIV prevention and care for young 

women? By healthcare providers, policymakers, and communities? 

8. CONCLUSION 

• Is there anything else you would like to add regarding the vulnerability of young women 

to HIV? 

• Thank you for your time and insights. Should any further discussions be needed. I will 

follow up with You. 
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Annex  3: Consent form for interview participants  

Study Title: Factors Contributing to HIV Vulnerability Among Young Women (15-24 yrs) in 

Zimbabwe 

Principal Investigator: Fadzai Macyln Taderera, KIT Royal Tropical Institute 

Introduction: You are being invited to participate in a research study conducted by Fadzai 

Macyln Taderera, as part of a master's thesis project at KIT Royal Tropical Institute. The 

purpose of this study is to understand the factors contributing to HIV vulnerability among 

young women aged between 15-24 years in Zimbabwe. 

If you agree to participate, you will be asked to take part in an interview where you will be 

asked questions about your knowledge, insights, and professional experiences related to HIV 

programming and young women's vulnerability to HIV in Zimbabwe. The interview is 

expected to last approximately twenty minutes. Your participation in this study is confidential 

and any information you provide will be anonymized and will only be used for research 

purposes. Your name and any identifying information will not be included in any reports or 

publications resulting from this study. 

Participation in this study is entirely voluntary. You have the right to decline to participate or 

to withdraw from the study at any time, without facing any negative consequences. There are 

no direct benefits to participating in this study. However, your insights and experiences will 

contribute to interventions aimed at addressing HIV vulnerability among young women in 

Zimbabwe. Participating in the interview involves minimal risk, as the questions are non-

invasive and focus solely on your professional experiences. 

If you have any questions about the study or your participation, please feel free to contact: 

Fadzai Taderera, fadzaitm@gmail.com, +263783711397 

Consent: 

I have read and understand the information provided in this consent form. I have had the 

opportunity to ask questions and have received satisfactory answers. By signing below, I 

voluntarily agree to participate in the interview. 

Participant Signature: ________________________ 

Date: ______________

mailto:fadzaitm@gmail.com
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