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 ABSTRACT 

Patriarchy continues to place limitations on women’s rights in many societies. This is manifested 

by the unequal gender power relations between sexes, which also adversely impact women’s 

sexual and reproductive health rights. The well-being and health of women are compromised by 

society’s indifference to women’s sexual and reproductive health rights. Using the key human 

rights principles of non-discrimination and gender equality, this study aims to promote women’s 

rights and emancipation, through the abolition of primordial cultural practices in customary 

marriages which infringe on the rights and dignity of young women. This study interrogated, 

compared, and analysed the effects of customary marriages on women’s sexual and reproductive 

health rights and gender equality in Makwarela (South Africa) and Concession (Zimbabwe). A 

mixed method approach was used, where both quantitative and qualitative data were collected 

and analysed. The qualitative results assisted in the development of a survey instrument for the 

quantitative phase of the study. Data were collected from young women aged between 18 and 40 

years who are engaged in customary marriages and men in customary marriages who are aged 

between 20 and 45 years. The collected data were purposively sampled for the qualitative study 

using a semi-structured interview. The quantitative phase surveyed 802 participants (i.e. 401 from 

each country) who were selected randomly. Data were analysed using narrative analysis and the 

Statistical Package for Social Sciences (SPSS). The study found that payment of roora/mamalo 

affects the power dynamics in the family which subordinates women to men and makes it difficult 

for women to assert their sexual and reproductive health rights. The study reveals that there are 

various challenges that women face in their customary marriages which impede the enjoyment of 

their sexual and reproductive health rights. The study exposed challenges like the effects of dry 

sex, being unable to practise safe sex, and widowhood rites of being celibate. The study also 

found that relationship control factors make it difficult for wives to refuse sexual advances from 

their husbands as well as to negotiate for condom use. The study also put forward the intervention 

strategies that can be used for the promotion and protection of sexual and reproductive health 

rights of women. The study recommends that the Multi-level Approach to Strengthen, Protect, 

and Promote Sexual and Reproductive Rights of Women be adopted to facilitate women’s 

enjoyment of their sexual and reproductive health rights in its entirety.  

 

 Keywords: Customary marriages, Gender equality, Human rights, Sexual and reproductive 

health rights, Women’s rights 
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CHAPTER 1 INTRODUCTION AND BACKGROUND OF THE STUDY 
1.1 Introduction and background of the study 

 
Human rights are indivisible, inalienable, and universal. They apply to all people, at all times 

and places (Moriarty & Massa, 2012). All individuals have equal rights without any differences. 

This warrants the indebtedness of human worth. Women’s rights continue to be overlooked 

globally. Women are more vulnerable to abuse, injustice, and discrimination despite copious 

existing protective legal measures available for women to address the issue of gender 

inequality.  

 

The dawn of the United Nations culminated on the issue of equality between men and women 

being one of the fundamental human rights. Adopted in 1945, the United Nations Charter 

espouses the dignity and worth of the human being and equal rights for all genders. This is 

specifically stated in article 1 of the charter which articulates that, the rationale of the United 

Nations is to advocate for the respect of human rights and fundamental freedom stripped of 

any difference based on sex, race, language, or religion. Dersnah (2012) is in support of the 

United Nations charter’s principle of equality and inclusion of all since this is the only way to 

ensure that women can enjoy their fundamental rights like men. 

 

The Universal Declaration of Human Rights (UDHR), promotes the equal entitlements of men 

and women to such rights. The UHDR acts as the basis for many international constitutions 

and it entitles individuals to non-discrimination of any kind (Report of online discussion, 2010). 

This, therefore, means that this instrument emphasizes a wide range of human rights from 

family relationships to violence against women and even non-discrimination in employment. 

 

The International Covenant on Civil and Political Rights (ICCPR), International Covenant on 

Economic Social and Cultural Rights (ICESR), and the UDHR make up the International Bill 

of Rights. ICCPR and IESCR, bear specific provisions on the equality of public and political 

rights. ICESR legally requires states to respect and protect women’s rights. ICESR also 

expresses an understanding of gender equality that can serve as a vision for those with the 

desire to advance women’s issues in challenging contexts (United Nations Women, 2015). 
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The Millennium Development Goals’ (MDGs) statement highlights that, if development is not 

engendered it is endangered (Sustainable Development Solutions Network, 2015). MDG goal 

3, focused on gender equality and the empowerment of women. It aims to eliminate gender 

disparities as well as increase women’s economic independence. However, the United 

Nations Industrial Development (2008), articulates that it is not practical to achieve this goal 

without first eliminating the differences between sexes in terms of capacities, access to 

resources, and opportunities. With these in mind, it can be said that gender inequality hampers 

the well-being of individuals and impedes productive ability. It also inhibits growth and poverty 

reduction. Sexual and reproductive health rights have a close link with MDG 5 (to reduce 

maternal mortality) and goal 6 (to halt the spread of HIV). In September 2015, the Sustainable 

Development Goals (SDGs), were put in place to chart the path towards sustainable 

development. SDG goal 5, builds on the target set by MDG goal 3. The aim of goal 5 is to 

promote socio-political transformation for the empowerment of women at the global and local 

levels (Sustainable Development Solutions Network, 2015). The specific goals that relate to 

this study are goals 3.7 (ensure universal access to sexual and reproductive health-care 

services, including for family planning, information and education, and the integration of 

reproductive health into national strategies and programmes),  5.1 (End all forms of 

discrimination against all women and girls everywhere); 5.3 (Eliminate all harmful practices) 

and finally 10.3 (Ensure equal opportunity and reduce inequalities of outcome, including by 

eliminating discriminatory laws, policies, and practices and promoting appropriate legislation, 

policies). 

 

The preamble of the Convention on the Elimination of All Forms of Discrimination Against 

Women (CEDAW), specifically explains that, although there are instruments in place, women 

are still unable to exercise their rights to the fullest. The convention clarifies the nature and 

the meaning of any discrimination based on sex and sets out the position and duties of states 

to purge discrimination and achieve equality (United Nations Human Rights, 2014). Article 2 

of CEDAW points out that state parties express disapproval of discrimination against women, 

and they agree to make use of available means of eliminating discrimination against women 

(Stark, 2013). The line of reasoning is that states must aim to eradicate all forms of social, 

political, cultural, and traditional discrimination, which perpetuate labelling through gender, yet 

create a society that aids the promotion and recognition of women’s rights. CEDAW is seen 

to be providing a much-anticipated link to human rights (Hodson, 2014). 
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Despite CEDAW’s immense protective affirmation of women’s rights, it failed to specify other 

injustices which include some harmful practices faced by women in the African continent. This 

resulted in the African Union adopting Protocol to the African Charter on Human and People’s 

Rights on the Rights of Women in Africa, known as the Maputo Protocol. This protocol 

reaffirms the principle of promoting gender equality. The protocol recognizes the important 

role that women play in the conservation of African values, based on the important egalitarian 

principles of equality, dignity, justice, freedom, and democracy. However, women are still 

victims of harmful practices across the African continent, which must be eradicated. Article 45 

(1) (b) of the African Charter, puts forward principles aimed at addressing legal problems that 

have women’s rights at the core, for African countries to base their legislation towards fulfilling 

women’s rights and the mandate stated in the African Charter (Duggard, 2007 and Mujuzi, 

2008). In this ambit, the charter seeks to promote measures that protect human rights without 

being hampered by traditional separation of the categories of rights. The charter has translated 

into regional policies to national-level policies and legislation to address gender inequality. 

 

The Southern Africa Development Community (SADC) Protocol on Gender and Development 

was founded on an approach based on individual rights. This approach requires the 

mainstreaming of human rights in a developmental approach. This entails embracing human 

rights in all the policies and programmes of governments. Munalula (2011), postulates that the 

protocol reiterates the legacy of the African Union and extends an invitation to member states 

to promulgate the issues that were previously not mentioned, such as sexual and reproductive 

health rights. This is one of the areas that were overshadowed by African customary practices. 

Thus, it challenges patriarchal customs and values of decision making structures (Forere & 

Stone, 2009). The Gender Protocol places an obligation on member states within Southern 

Africa, to enshrine the equality of sexes in their constitutions because it is superior to any other 

constitution, such as religious law and customary law.  

 

In South Africa, during the apartheid era, the Abortion and Sterilisation Act 2 of 1975 legalized 

abortion with certain conditions under the control of professionals. Within that Act, abortion 

was permissible where there existed fostering circumstances, for example, in cases of rape 

or incest. Black women’s choices were not important, as the apartheid regime made it clear 

that, offering abortion to ‘promiscuous’ black women would be a waste of state resources 

(Klausen, 2010). Abortion was, therefore, exclusive to the white race and the black women 

were viewed as inferior citizens. 
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After democracy in 1994, the Reproductive Rights Alliance, worked with women in the African 

National Congress (ANC) and the government to secure progressive reproductive rights 

frameworks in the final constitution and abortion law reform. Advocates of women’s rights 

called for equality which encompassed reproductive freedom as a constitutional right, to be 

embodied in the constitution (Albertyn, 2015). The Constitution of 1996 in section 12(2) 

guarantees the ‘right to bodily and psychological integrity’, including ‘the right to make 

decisions concerning reproduction’ and to ‘security in and control over their body’ and the right 

of access to reproductive health care services in section 27 which must be read together with 

section 9 which is the equality clause. Sections 9 (2) and (3) specifically state the equality 

clause and advocate for non-discrimination. The adoption of the constitution in 1996 was a 

milestone in terms of addressing inequalities between men and women. The constitution 

reaffirms an agenda of reinforcing the national, regional, and international framework for the 

promotion of human rights.  

 

The result of these efforts was the Choice of Termination of Pregnancy Act 92 of 1996 

(CTOPA). This Act is advancing both women’s rights and the rights of the foetus. Pickles 

(2012) posits that CTOPA reinforces constitutional rights such as the right to life, privacy, 

bodily integrity, dignity, psychological integrity, equality, and access to information that are 

grouped within the ambit of sexual and reproductive health rights. This, therefore, equips 

women with substantive protection awarded to them by the constitution despite their age. 

According to Albertyn (2016), the Act visualizes abortion as an important right of every woman 

to decide whether to have a safe abortion, and this service is seen as a vital part in asserting 

the universally acceptable health care services in which the state is obliged to provide for an 

environment that respects women’s choices. It can, therefore, be understood that access to 

safe termination of pregnancy services aid the reproductive health of women by reducing 

maternal mortality. 

  

In 1998, the South African Population Policy departed from the previous position of focusing 

exclusively on population control and ventured into the empowerment of women through the 

inclusion of men in health-related matters. This was done by imparting knowledge on 

contraception to both men and women. Contraception was usually shrouded in obscurity, but 

the National Framework and Guidelines for the Contraception Services in 2001, made a bold 

statement that family planning is aimed at increasing women’s choices and access to health 

care services (Lalthapersad-Pillay, 2015). It should be understood that access to 



5 
 

contraceptives has a two-pronged aim (Department of Health, 2011); reduction in child and 

maternal mortality and to address high rates of unwanted teenage pregnancies. 

 

In Zimbabwe, the Termination of Pregnancy Act 29 of 1977 permits abortion in limited 

circumstances. It is only permissible where the pregnancy poses a threat to the woman’s life, 

where there is a risk of the child being born with physical or mental impairment, or where the 

pregnancy is a result of rape or incest to mention a few. However, permission should be 

granted by a superintendent of the given institution and performed by a medical practitioner. 

The restrictions placed on abortion compel women to undergo unsafe abortions, which in 

some cases result in the death of young women since most abortions are performed by 

unskilled and unprofessional personnel (Mulenga, 2010; Chin’ombe, 2014). Section 60 (1) of 

the Criminal Law Act 2004, criminalizes abortion. This means that women’s rights over bodily 

integrity and dignity are constrained by the Act.  

 

The National Adolescent Sexual and Reproductive Health Strategy 2010-2015 had a principal 

aim to develop and disseminate guidelines on the misconception that, adolescents younger 

than eighteen need consent to receive contraception. According to the National Adolescent 

Sexual and Reproductive Health Strategy (2010-2015), young people do not possess 

adequate knowledge on sexual and reproductive health rights and they also lack knowledge 

on sexual health issues and services with little distorted knowledge on child abuse and 

HIV/AIDS (Biriwasha, 2012). Therefore, young women with little or no knowledge of provisions 

on sexual and reproductive health rights cannot assert their sexual and reproductive health 

rights. 

 

It is to be noted that Section 80 (3) of the Zimbabwean Constitution of 2013, states that, all 

laws, customs, traditions, and cultural practices that violate the rights of women guaranteed 

by the constitution are void ab initio.  Section 76 of the constitution of Zimbabwe advocates 

for the right to health including sexual and reproductive health rights. Thus, any laws, customs, 

or government policies that restrict the reproductive rights of women are inconsistent with the 

constitution.  

 

The constitution of South Africa is a sound framework for the generation of the 

transformational agenda in enforcing the promotion of human rights.  Sections 30 and 31 of 
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the South African constitution guarantees the religious and cultural rights of everyone to be 

exercised under the Bill of Rights. In 2004, the Commission on the Promotion and Protection 

of the Rights of Cultural, Religious and Linguistic Communities was set up. The mandate of 

the commission is to promote and further respect cultural, religious, and linguistic rights. 

  

In Zimbabwe, women live under a combination of customary laws, general laws, and families 

who make their laws. Section 63 of the Zimbabwean constitution states that every individual 

has the right to participate in the cultural rights of their choice, but, in some cases limited where 

they infringe with other people’s human rights. The South African and Zimbabwean patriarchal 

practices formulate and propagate gender inequality which strips women of any control over 

their sexuality, because African cultures have strongholds, even over religion. 

  

Marriage is a union between two people under civil laws or religious laws. Marriage is an 

important instrument in forging societal relationships. Zimbabwean constitution, Amendment 

20 of 2013, defines marriage as an agreement between a man and a woman who has attained 

the majority age (18). In Zimbabwe, the Customary Marriages Act of 1951, does not make 

provisions for the minimum age of marriage. 

  

Customary marriages involve the payment of bridewealth, known as lobola in many South 

African communities and roora in Zimbabwe. Tfwala (2008), states that bridewealth is 

regarded as the main social means, wherein reproductive powers are transferred from the 

bride’s family to the groom. Hence, women are seen as property that can be bought. Olabisi, 

Aransiola, and Osezu (2006) assert that the payment of bridewealth renders women as objects 

bought to satisfy the urges of their husbands. This is how women are also stripped of control 

over their sexual and reproductive health rights. Customary marriages in Zimbabwe and South 

Africa, also allows men to practice polygamy. It is difficult to have control over sexual 

behaviour in this kind of marriage therefore risks of contracting sexually transmitted diseases 

are heightened. 

  

In patriarchal societies, some cultural practices within the customary marriages are to some 

extent harmful to young women, because, they promote discriminatory practices and beliefs 

about the inferior role and position of women in society. These practices and beliefs hinder 

young women from asserting their sexual and reproductive health rights. All this hinders the 
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growth and development of women. These cultural practices often have a detrimental effect 

on women’s sexual and reproductive health. Although cultural practices such as virginity 

testing and female genital mutilation are conducted to prepare young women for marriage, 

they have far-reaching implications on their health and well-being. Such cultural practices also 

pose threats to young women’s ability to exercise their rights. Therefore, these cultural 

practices serve to fuel inequalities based on gender. The above mentioned cultural practices 

will be discussed in seriatim, and this includes how they affect young women’s sexual and 

reproductive health rights. 

 

There are various ways in which women are left without the ability to exercise their sexual 

choices. Placing restrictions on the ability of women to access sexual and reproductive 

services such as abortion services hinders the progress on the health and well-being of 

women. This is one of the many areas that women have been facing challenges to assert their 

rights. This serves to signify that the reproductive choices of women need to be awarded 

particular emphasis. When women are in a position where they cannot exercise their own 

sexual choices it creates problems such as maternal mortality and morbidity. International 

instruments that have already been discussed in this study seek to promote the health and 

well-being of women. Regardless of the copious legal instruments under both soft and hard 

law, the assertion of women’s sexual and reproductive choices is still fraught especially within 

the circles of traditional and customary norms. Norms in societies and families place women 

in a precarious position by dictating navigation within their sexual and reproductive health. 

 

There is a need for research to analyse customary marriages and young women’s sexual and 

reproductive health rights as a result of patriarchy coupled with gender norms and inequality. 

It is therefore important to analyse customary marriages and young women’s sexual and 

reproductive health rights to understand the situation of young women and their position within 

an African context and develop interventions that can support and promote gender equality 

and young women’s sexual and reproductive health rights in customary marriages.   

 

1.2 Problem statement 

 
The power that women possess over their bodies, sexual and reproductive health rights has 

great influence over their lives, their families, and communities. Patriarchal ideology has 

always made it difficult for women to enjoy their sexual and reproductive health rights. 
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Patriarchy tends to validate gender inequality through the promotion of cultural practices, 

norms, and beliefs, which often undermine women and their rights. In customary marriage, 

there exist some cultural practices which disregard women’s rights (Dyani-Mhango, 2016). 

Customary marriages serve as a validation of patriarchy, which disadvantages women by 

placing women in an inferior position. It, therefore, promotes inequality between women and 

men which results in social restriction, lack of financial freedom, and lack of or limited access 

to education by women (Kruger et al., 2014). This subsequently denies women the freedom 

to adopt healthy sexual and reproductive behaviours, since they are culturally socialised into 

believing that they are expected to even sacrifice their sexual and reproductive health rights 

for the benefit or pleasure of men.   

 

1.3 Aim of the study  

 
Using the key human rights principles of non-discrimination and gender equality, the aim of 

this study is to promote women’s rights and emancipation, through the abolition of primordial 

cultural practices in customary marriages which infringe on the rights and dignity of young 

women.  

 

1.4 Objectives of the study 

 
The objectives of the study are: 

• To determine the relationship between customary marriages and gender equality; 

• To explore the effects of customary marriages on young women’s sexual and 

reproductive health rights; 

• To identify obstacles to the realisation of young women’s sexual and reproductive 

health rights; 

• To investigate sexual relationship power in customary marriages; 

• To formulate interventions that can support and promote gender equality and young 

women’s sexual and reproductive health rights in customary marriages. 

1.5 Research questions 

 
The main research question derived from this problem is: How does customary marriages 

impact on young women’s sexual and reproductive health rights in Makwarela (South Africa) 

and Concession (Zimbabwe)?  
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The sub-questions are: 

• What is the relationship between customary marriages and gender equality? 

• How do customary marriages affect young women’s sexual and reproductive health 

rights? 

• What are the obstacles to the realisation of young women’s sexual and reproductive 

health rights? 

• How is the sexual relationship power in customary marriages exercised? 

• Which interventions can support and promote gender equality and young women’s 

sexual and reproductive health rights in customary marriages? 

 

1.6 Significance of the study 

 
This study is significant because some of the studies carried out on customary marriages in 

South Africa and Zimbabwe do not specifically focus on young women’s sexual and 

reproductive health rights. The comparative study of the two countries' respective positions on 

issues of women’s reproductive health rights is crucial because South Africa has successfully 

promulgated progressive laws on sexual and reproductive health rights while Zimbabwe is yet 

to do so. Therefore, a knowledge of the legal protections in place will assist in understanding 

how both countries advance and protect women’s sexual and reproductive health rights. The 

study will also add to the body of knowledge on women’s rights and in particular women’s 

sexual and reproductive health rights. The study will also contribute to the existing body of 

literature in construing the roles that cultural practices play on issues of sexual and 

reproductive health rights of women. Therefore, the research will address the unknown to 

provide a rich insight which can be used to form a knowledge base on and for women’s sexual 

and reproductive health rights in customary marriages. Women’s rights education is a 

fundamental right in itself as stated by the UHDR (United Nations Human Rights, 2014). The 

UHDR articulates that states should strive to educate people about human rights to promote 

freedom and respect for human rights. Through the provision of knowledge from this study, 

education on human rights entails one’s ability to understand and observe the principles of 

equality and freedom of all people irrespective of their gender, race, culture, and language. 

 

1.7 Justification for the research 

 
Patriarchal ideology has always created an environment wherein women cannot assert their 

sexual and reproductive health rights for the mere reason it validates issues such as gender 
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inequality and the roles of women in the family and society as that of lower-class citizens. This 

is done through the promotion of some practices performed under the guise of culture and 

norms which disregard the rights that women also possess.  

 

Women’s rights are human rights. Therefore, the principles of inalienability, universality, and 

interdependence apply to women’s rights as well (Bauer and Helie, 2006). Various human 

rights instruments also advocate for gender equality since they are intended to end inequality 

and discrimination (Maparyan, 2015). The worth of any human being is defined by one’s ability 

to enjoy all rights based on the fundamental dignity bestowed upon all human beings (Ntlama, 

2010).  

 

Rights are indivisible and interdependent; hence, it is impossible to claim rights without 

knowledge and information about laws, policies, and the right to organise and claim the right 

(United Nations Women, 2015). Therefore, the state must be in a position to provide 

individuals with all the necessary information, to ensure opportunities to obtain what they need, 

and be in a position to provide that which cannot be secured by personal efforts (Braungardt, 

2015). This means that depriving one of any of the rights negatively affects the enjoyment of 

the other rights. 

 

The universality and inalienability of human rights are unquestionable in instances where 

cultural identity is recognized and taken into consideration (SOAWR, 2011). The United 

Nations has put in place several instruments that emphasise human rights which should be 

enjoyed by all people. According to Moriarty and Massa (2012), universality intends to make 

all nations work together to achieve the inalienability of human rights. This does not mean that 

the rights are absolute, because they, can be overridden. For instance, some rights contradict 

with public interests, however, due process should be maintained. 

 

Gender equality is one of the fundamental human rights. Gender equality refers to a situation 

wherein, men and women have equal conditions for the realization of their potentials to equally 

contribute and benefit from global development (Kemi and Jenyo, 2016). According to the 

Australian Government (2016), gender equality is all about equal opportunities which can be 

hindered by the ongoing discrimination or weakness in laws, policies, and relations in societies 

that normalise inequality. Therefore, the causes of discrimination must be identified and 
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eliminated to give both men and women equal chances. Durojaye, Okeke, and Adebanjo 

(2014) are of the view that mainstreaming gender equality is an important development 

strategy that can be used to promote the position of women in society.  

 

Hartman et al., (2016), state that, harmful gender norms and practices which promote male 

dominance over women, culminating in the neglect of human rights. Male dominance has 

often led to the disregard and undermining of women’s rights. This often brings about negative 

health outcomes for women, since they are denied opportunities to exercise their rights. This 

is as a result of the patriarchal systems in most societies across the world. Patriarchy is the 

prime obstacle to women’s advancement and development. In patriarchal terms, women are 

seen as biologically inferior when compared to men. This view allows society to assign 

different and submissive roles to women. Hence, patriarchal systems in most societies justify 

male dominance and female inferiority based on their biological make-up (Sultrana, 2010).  

 

Patriarchy is rooted in the Biblical story of creation, where Eve is a product of Adam’s rib. From 

this, context, a woman is seen as nothing but just part of a man. Such doctrines relegate 

women towards subordinate positions, both in church and family. This view promotes the 

notion of second-class citizenship on women, whose creation was God’s last piece of work.  

 

Feminists critique patriarchy in their quest to understand women’s realities in society. They 

posit that the degree of patriarchy in a given society is a reflection of the extent of control men 

have over women as reproductive beings, and this also shows the amount as well competition 

there is for higher and powerful positions (Kruger, Fisher and Wright, 2014). Feminists view 

patriarchy as one of the strategies men use to oppress women. As a result, feminists are a 

united front against patriarchy, intending to liberate women from subjugation (Ahikire, 

Musiimenta, and Mwiine, 2015). Feminists oppose social systems which regard men as the 

source of authority, while women are expected to be submissive objects to men.  

 

Patriarchy is a social system which produced a culture which moulds people into accepting 

that, even though humans are social beings, men are dominant and women are submissive 

(Serpa, 2016). This, therefore, means that culture has certain rules that are at some point 

against the law. This is the case because there are cultural norms that put women at a 

disadvantage. After all, such cultural norms do not accord women the same status as men.  
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Nations around the world have their own cultures that connect communities and individuals. 

Culture helps individuals with an easy way to connect with others who share the same 

mindset, values, history, and beliefs. Culture is important for both individuals and the 

communities, because, it contributes to building a person’s identity, self-esteem and it also 

promotes social cohesion. Wadesango, Rembe, and Chabaya (2011) are of the view that 

every social grouping is characterised by the observance of certain cultural beliefs that guide 

its members on how to behave or live. Therefore, culture is like a fabric made up of different 

threads and some of these threads represent customs and practices. In a patriarchal society, 

these customs and practices are shaped in a way that creates and endorses the dominant 

position of men and the subservient position of women in society.  

 

Traditional cultural practices reflect the values and convictions that are passed from 

generation to generation in a community. Every society observes certain cultural practices and 

norms. However, some of them are beneficial, whereas, others are harmful to specific groups 

in a society like women. In patriarchal societies, customs and other practices are structured 

and carried out in a manner that conforms to the prevailing culture which often subjugates 

women.   

 

According to Ndulo (2011), traditionalists argue that the promotion of traditional customary 

values supports the promotion of human rights. However, others argue that some customary 

norms infringe on the rights and dignity of women. Such customary norms are used to justify 

the treatment of women as inferior beings. Traditional norms are often used in a patriarchal 

society to project women as an adjunct group of the society, not equals to men (Walker, 2013).  

 

Health and human rights are closely interwoven since health is also a basic right to life and all 

people are entitled to it. Wesonga et al. (2015), posit that the promotion of health practices 

which are in line with the human rights agenda can be understood if there is a better level of 

observance of human rights. There is a strong link between gender norms and the influence 

men have over women’s sexual and reproductive health rights. According to the International 

Planned Parenthood Federation (2015), gender inequality prevents women from reaping the 

benefits of the evolving world. Therefore, gender inequality must be stamped out to ensure 

that women realise and assert their sexual and reproductive health rights. Sustainable and 

meaningful rights-driven development can be made possible through addressing the issues of 
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gender inequality, which act as a barrier against women who wish to make their own decisions 

concerning their bodies (Universal Access Project, 2014). 

 

Many international organisations such as the United Nations and World Health Organisation, 

have set standards against gender inequality. Bangura and Thomas (2015), postulate that, 

organisations like the World Health Organisation, state that women are entitled to the highest 

standard of physical health. Although the constitution of South Africa contains specific 

provisions against discrimination on grounds of sex, gender, race, language, and culture, 

some cultural and religious practices continue to discriminate against women (Durojaye, et al., 

2014). The Gender Policy Framework is one of the key South African national policies which 

were put in place to advance human rights. The Gender Policy Framework states that equality 

of treatment entails meeting specific standards and needs for both sexes (Simmons, 2014).  

 

On the other hand, section 3 (1), of the Zimbabwean constitution guarantees equal protection 

to all citizens regardless of sex, class, and religion. According to Ndoma and Kokera (2016), 

section 17(1) of the Zimbabwean constitution requires the state to promote gender equality, 

and this culminated with the Ministry of Affairs, Gender, and Community Development, putting 

in place the National Gender Policy for the protection and advancement of gender equality. 

 

The literature cited, unequivocally highlights the problem of gender inequality, regarding 

women exercising their human rights; the very same rights that their male counterparts seem 

to possess. There are several theories propounded by different scholars, to help explain the 

problem of gender inequality in society. Since one theory is not enough to interrogate and 

understand the phenomenon under investigation, it is imperative to use a variety of theories 

and a framework to get a deeper and clear understanding of individuals and socio-cultural 

factors that underpin the ability of young women in customary marriages to assert their sexual 

and reproductive health rights. 

   

This study will be conducted employing a literature review and empirical research. An 

empirical investigation is conducted in this study using both qualitative and quantitative 

methods to acquire data that would strengthen the trustworthiness and validity of the research. 

The study will employ a comparative analysis to first establish experiences within customary 

marriages and its influences on the sexual and reproductive health rights of women within 
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these countries. These will be used to demonstrate commonalities and/or differences about 

sexual and reproductive health rights on customary marriages in South Africa and Zimbabwe. 

In the end, the commonalities and/ or divergences on sexual and reproductive health rights 

will help determine the role of customary marriages in promoting or undermining women’s 

sexual and reproductive health rights. This research seeks to analyse customary marriages 

and young women’s sexual and reproductive health rights, most research conducted in this 

domain focuses on adolescents and sexual and reproductive programmes not the effects of 

customary marriages. Therefore, a research design is needed that could allow new themes to 

emerge. The purpose of a two-phase exploratory design is to utilise the results of the first 

method (qualitative) to assist in informing the second phase (quantitative). Sequential 

exploratory designs are used when the researcher wants to generalise the findings from the 

qualitative study with a larger sample gathered using the quantitative study and to explore the 

phenomena in-depth and measuring its prevalence (Petrosyan, n.d). Of the purposes of a 

sequential mixed methods design, this study will attempt to achieve the benefits of 

triangulation, complementarity, completeness, and development. Conducting a study in 

Makwarela (South Africa) and Concession (Zimbabwe) is important to assess the extent of 

progress made, particularly on the promotion of women’s sexual and reproductive health rights 

and gender equality in Zimbabwe and South Africa. The rationale for conducting such a study 

in Zimbabwe and South Africa is that South Africa seems to have extensive protection and 

enforcement of human rights issues when compared to Zimbabwe. 

 

Using the key human rights principles of non-discrimination and gender equality, this study 

aims to promote women’s rights and emancipation, through the abolition of primordial cultural 

practices in customary marriages which infringe on the rights and dignity of young women. 

Three key contributions are expected as a result of conducting this research: (1) a better 

understanding of customary marriages and young women’s sexual and reproductive health 

rights in Makwarela (South Africa) and Concession (Zimbabwe), (2) a more comprehensive 

examination of culture, sexual and reproductive health and rights and gender norms in the 

context of customary marriages than has been done by researchers in that research domain, 

and (3) pragmatic results that provide with a new lens to view the pursuit of health and human 

rights for women to promote and protect sexual and reproductive health and rights.   
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1.8 Definition of key terms and concepts 

 
Customary law 

It refers to an indigenous law of ethnic communities in Africa (Ndulo, 2011). This definition will 

be used in the context of this study. 

Customary marriage 

It is a marriage conducted under customary law (Recognition of Customary Marriages Act 120 

of 1998). In this study, a customary marriage is a marriage conducted according to the 

customs and traditions of South Africans and Zimbabweans, which forms part of their culture. 

Young women 

In this study, young women refer to women aged between 18 and 40.  

Sexual and reproductive health rights 

For this study, this phrase refers to the rights of all people to make choices about their sexuality 

and reproduction (Tallis, 2012). This includes the right to access health care, respect for bodily 

integrity, the ability to choose partners, decide to be sexually active or not, have consensual 

sex, decide when and if to marry or not, whether to have children and pursue a safe sexual 

life.  

1.9 Chapter synopsis  

 
Chapter 1: Introduction and Background. This chapter is an introduction to the topic and it 

will consist of the introduction, background to the study, statement of the problem, research 

aim and objectives, and the significance of the study. 

Chapter 2: Theoretical Framework. This chapter focuses on the theoretical framework of the 

study. It discussed the feminist theories of radical feminism, liberal feminism, and African 

feminism. It also discusses the sex role theory, framework for unequal gender power, the 

theory of social justice, and the social representations theory and how these theories will 

inform the study.  

Chapter 3: Literature Review. This chapter will be made up of a literature review on the 

characteristics of human rights, sexual and reproductive health rights, cultural rights, the 

position of women within an African context, and the harmful traditional practices imposed on 

women under the guise of culture. The literature will also explore the issues of patriarchy and 

the theories that informed the study. 
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Chapter 4: Research Methodology. This chapter will unpack the research methodology, and 

this will entail the research design, study population, location, sampling techniques, data 

collection, analysis, and ethical considerations. 

Chapter 5: Qualitative Research Findings. The chapter covers the presentation of data and 

analysis of the qualitative phase of the study from the in-depth interviews conducted with 

young women and men on the effects of customary marriages on young women’s sexual and 

reproductive health rights. In this chapter data from both countries is presented and the results 

are presented according to the patterns that emerged from the data. 

Chapter 6: Quantitative Results. This chapter entails a presentation of the findings of the 

quantitative phase of the study conducted with the young women who were participants in this 

study. The data from both countries were presented by using tables and graphs on the 

analysis ran.  

Chapter 7: Discussion of the Findings. This chapter discusses the qualitative and 

quantitative findings of the study. While doing this the chapter will link the findings to previous 

research findings, to theory, and practice.  

Chapter 8: Overview, Contribution, and Recommendations of the Study. This chapter will 

give an overview of the study, highlight the contribution that this study made, and also make 

recommendations based on this study findings. 

1.10 Conclusion 

 
This chapter introduced the reader to the study. It revealed the problem under investigation, 

the aim, objectives as well the research questions that this study seeks to answer. This chapter 

also highlighted the significance of the study and defined the key concepts in the study and 

finally gave a detailed chapter division of the study.  
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CHAPTER 2: THEORETICAL FRAMEWORK 
2.1 Introduction 

 
This chapter discusses the theoretical framework on which this study is premised. The 

researcher keeps in mind the advice put forward by Serres (1995:50) that: 

 “…a single theoretical pass key will never suffice to open all doors rather 

each time you want to unlock a specific problem you must use a specific 

theoretical key which will be adequate.”  

 

This argument is also corroborated by Raselekoane (2010) who contends that the use of 

different theories plays a major role in widening the researcher’s understanding of what she/ 

he is reading or investigating. In other words, the use of a variety of theories provides the 

researcher or reader with different meanings of what is being read or investigated. This means 

that a researcher or reader who uses different theories to interrogate the text or problem being 

investigated will always have a much deeper understanding of the phenomenon being 

researched or text being analysed. 

 

Having said this, it was important for the researcher to employ different theories to answer 

different problems to broaden the researcher’s understanding of the phenomenon being 

investigated. In this study, the researcher used six theories: three feminist theories (radical, 

liberal, and African feminism), gender theory, the theory of social justice, social 

representations theory, and one framework (i.e. Framework for unequal power in sexual and 

reproductive health). Since one theory was not enough to interrogate and understand the 

phenomenon under investigation, it was imperative to use a variety of theories and a 

framework to get a deeper and clear understanding of individuals and socio-cultural factors 

that underpin the ability of young women in customary marriages to assert their sexual and 

reproductive health rights. All the theories discussed helped to unpack and understand the 

behaviour of men and women about the issue of sexual and reproductive health. All the 

theories were relevant in assisting the researcher to choose the relevant research design of 

this study which is a mixed method as well as designing both qualitative and quantitative data 

collection instruments.   
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The discussion of the theoretical framework in this study entails thorough scrutiny of different 

theories concerning the phenomenon being studied. Theories consist of a set of related 

concepts that specifically highlight the nature of the relationship between variables. In the view 

of Mills and Birks (2014), a theory is an explanation that consists of concepts related logically. 

Green (2014) argues that the main purpose of a theory is to aid in understanding a problem 

through the description of a phenomenon. In the same vein, Ocholla and Le Roux (2011) state 

that good theories for social sciences aim at explaining the nature, meaning, and challenges 

that are unexplained in the universe we live in to use that knowledge to act in a more informed 

way. Scholars like Green (2014) are even bold enough to state that in social sciences it is 

almost impossible to study empirically without theories and research methods. 

 

A theoretical framework lays the groundwork from which all knowledge is created for a 

research study. A theoretical framework is an outline that guides the research through the use 

of articulate concepts and explanations that are in place to explain relationships (Grant & 

Osanloo, 2014). Therefore, the theoretical framework acts as a yardstick for the literature 

review and methodology of the research. Lysaght (2011:572) states that:   

A researcher’s choice of framework is not arbitrary but reflects important 

beliefs and understandings about the nature of knowledge, how it exists in 

relation to the observer and the possible roles to be adopted and tools to be 

employed consequently by the researcher in his or her work.  

 

According to Ziedler (2007), the nature and the function of the theoretical framework are 

twofold. Firstly, what is the problem that the researcher is investigating, and secondly why is 

the approach that the researcher is employing practical in solving the problem? The answers 

to this question came out of the literature review and research methodology chapters which 

are critical components of this study. Herek (1995) sets down four components of a theoretical 

framework. Firstly, it must state specifically the theoretical assumptions upon which the 

researcher based her methodology on. Secondly, it must depict how the researcher builds 

upon the existing literature. It must explicitly expound on the theoretical assumption that the 

researcher is basing her research on and how it allows the researcher to generalize aspects 

through observation. Lastly, the theoretical framework helps with an all-inclusive explanation 

as to why the research method being used in the study was chosen and how it assists in 

answering the research questions. In summation, a theoretical framework should fit the 

purpose for it to enlighten the research (Ngulube et al., 2015).  
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The discussion of the theoretical framework in this study covered several theories propounded 

by different scholars. These theories were applied to explain the problem of gender inequality 

in society and its role in the sexual and reproductive health rights of young women in 

customary marriages. The purpose of discussing and using many theories was to device well-

corroborated arguments by interrogating the issue of sexual and reproductive health rights 

concerning women. The vast body of feminist theories is one of the many points of departure 

in support of women's struggle for gender equality in society. In other words, feminist theories 

advocate inequality between sexes which is not set up by nature but it is set up by man. The 

researcher combines the strengths of feminist theories of radical feminism, African feminism, 

and liberal feminism to interrogate the issue of gender inequality in a customary marriage. The 

study also drew on the strengths of the theory of social justice, sex role theory, social 

representations theory as well as the framework for unequal gender power in sexual and 

reproductive health.  

 

It is necessary to use a variety of theories to unpack and explain issues raised when analysing 

the phenomenon being investigated in this study. This is essential because the literature used 

for this study also covered different themes on cultural practices in customary marriages, 

gender inequality, women’s sexual and reproductive health rights, and promotion of social 

justice for all. The literature surveyed unequivocally highlights the problem of gender inequality 

when it comes to women exercising their human rights, the very same rights that their male 

counterparts possess. The use of different theories helped to ensure that no issue raised in 

this study was left unexplained. Hereunder, follows a discussion of the selected theories which 

were used to analyse the effects of customary marriages on young women’s sexual and 

reproductive health rights.  

 

2.2 The concept of feminism 

 
Defining feminism remains a daunting task as feminism closely involves rethinking the past, 

present, and future. Feminists share a mutual understanding of what entails the oppression of 

women but they hold different views over what women’s liberation involves (Ramazanoglu, 

2012). Briggs and Pepperell (2009) define feminism as a belief in the equal nature between 

men and women because most societies bestow men with privileged positions. Therefore, the 

basis of feminist arguments is that women hold inferior positions in society. Watson (2014) is 

of the view that feminism is a theoretical project to understand the societal dynamics and 

social institutions which culminate in women being assigned marginalised positions. On the 
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other hand, Hooks (2014) posits that feminism is a movement aimed at putting an end to 

sexism, sexist exploitation, and oppression. This does not imply that feminists hate men but 

contend that sexist thinking emanating from either men or women should not be tolerated.  

 

According to Scholz (2011), the history of feminism dates back to over two centuries ago. This 

was the struggle of women for equal economic, cultural, legal, and political rights which was 

the first wave of feminism. The second wave fought for equal cultural and social rights. The 

main goal of present-day feminism is the indisputable need to ensure recognition of women 

as human beings with all the rights and fundamental freedoms and responsibilities that are 

possessed by all the citizens (Sharma, 2012). This calls for the eradication of any male 

domination to establish an egalitarian society. Therefore, it is important to achieve equality as 

gender intersects with other hierarchies in society. According to Das and Patra (2009), this is 

possible through the eradication of discrimination, stereotyping, objectification, oppression, 

and patriarchy which push women to the periphery of society. Feminism is a broad movement 

that embraces numerous phases of the emancipation of women (Kaur, 2016). There are three 

main branches of feminism. These are liberal feminism, Marxist feminism, and radical 

feminism. In this study, radical feminism, African feminism, and liberal feminism were used. 

Hereunder follows a brief discussion of the above stated three feminist theories.  

 

2.2.1 Radical feminism 

 
Mackay (2016) posits that radical feminism can be identified through its main components 

which are a focus on patriarchy and recognizing male violence against women. Male violence 

perpetrated against women is part of the oppression of women by men. This means that the 

oppression of women is included in male violence against women. According to Cudd and 

Holstrom (2011), patriarchy is a phenomenon coined by society enforcing notions of sex and 

gender that connect male domination and female subordination. The main issue for radical 

feminists is the authority that men have over women. Eisenstein (1979) is of the view that the 

historically patriarchal culture of male domination creates the division of labour based on the 

biological sex of individuals. This patriarchal culture of male domination also determines social 

power and role. In other words, the patriarchal culture of male domination is used to dominate 

and suppress women. This difference in sex and roles between men and women culminates 

in women being assigned reproductive roles that link childbearing capacity with child-rearing. 

This capacity has translated to other spheres of social nature with the assumption that they 

have an inborn nurturing capacity and therefore women assume the role of caring for the whole 
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family (Tong, 1998; Goldberg, 2014). In the case of South Africa and Zimbabwe, this difference 

on reproduction has also been reinforced by the cultural practice of mamalo/roora payment 

system (payment of bride price). The payment of the bridewealth (price) is seen as an 

exchange of money or cattle both in South Africa and Zimbabwe for a women’s reproductive 

and sexual capacities. 

 

Radical feminists view sexuality as the site for women’s oppression which is defined as 

meeting up with the male sexual fantasies and reproductive duties (Sempruch, 2008). This 

approach views sexuality as a gendered dominance and submission which is seen by radical 

feminists as the root cause of women’s oppression. In the context of patriarchy, women are 

forced to submit to the domination of men which eventually leads to their subordination 

(International Committee on the Rights of Sex Workers in Europe, 2016). Therefore, radical 

feminists have managed to draw attention to ways in which men attempt to control women’s 

bodies through restricting contraceptives, abortion, and violence against women (Tong, 2013).  

 

Radical feminists call for the radical reordering of society. The main reason they are labelled 

as radical is that radical feminists call for immediate reordering of society through the 

immediate eradication of oppression of women rather than to wait for social change to happen 

on its own (Gunew, 2013; Bissong & Ekanem, 2014). Samkange (2015) is of the view that the 

underlying notion of radical feminism is to change the status quo of the institutions like the 

family and society. Gandari et al. (2012) concur and state that radical feminism works 

intending to create a society that allows women to make their own choices regarding sexual 

health issues and rejecting pressures exerted by patriarchal institutions. The domination of 

males has been accepted as normal in society and this needs to change. As noted by Gutsa 

et al. (2011:24), ‘men create and maintain patriarchy not only because they have the resources 

to do so but also because they have real interests in making women serve their interests.’ In 

their quest to find an alternative system of patriarchy, radical feminists do not only aim to 

overthrow patriarchy but they deliberately venture to elevate feminism.  

 

Heterosexual marriages and traditional roles of women as caregivers formalise the oppression 

of women. Radical feminists view the institution of marriage as binding women both in theory 

and in practice (Tandon, 2008). Radical feminists are against the roles in a marriage that 

depict women as powerless and whose role is at home bearing and rearing children. The 

institution of marriage is seen as binding women to depend on men economically, therefore, 
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perpetuating patriarchy which is self-destroying (Gunew, 2013). Greene (2011) argues that 

the family institution is organised to give more power to men. This can have adverse 

consequences on the health of women within marriages. Commission on Gender Equality 

(2005) found from their study that participants viewed men in customary marriages as always 

deserving of sexual intercourse and that wives should submit to the desires of their husbands. 

Radical feminism is against this notion as it aids in furthering violence against women through 

men demanding sexual intercourse even if it is against women’s wishes. This research was 

intended to highlight the fact that customary marriages are one of the societal institutions that 

ensure that women from the time they are young until they are married grow up with a 

subordinate role. As the study unfolded it was proven that marriage constitutes a system of 

oppression and gender bias that is imprinted on the minds of women through the use of cultural 

practices.   

 

The major standout of radical feminism against other feminist theories is that it specifically 

articulates issues of violence and patriarchy, the differences between the two sexes and goes 

further to suggest solutions such as the rejection of patriarchy (Van Gundy, 2014). Radical 

feminism does not adhere to the notion that the oppression of women can be altered through 

a particular set of policies but instead through addressing the gender system (Willarty, 2010). 

This same view is shared by Agering (2009) who states that radical feminism contrasts with 

liberal feminism as it claims that the law itself is gender inclined and these inequalities are 

rooted deeply in society. This, therefore, means that radical feminists think that liberal 

feminism is not effective enough to address the inequalities in society.  

 

The major criticism levelled against radical feminism is its attack on masculinity rather than 

furthering the interests of women (Holmes, 2007). Also, Ukagba (2010) believes that radical 

feminism fails to consider human faculties that are in-born like empathy and intuition in women. 

These faculties tend to make women more highly susceptible to have inherent features more 

developed by factors such as culture and religion. This research investigated how such cultural 

practices can influence the rights of young women in South Africa and Zimbabwe. 

 

2.2.2 Liberal feminism 

 
The basic rationale of liberal feminism is that the dilemma of gender inequality is due to the 

imposition of the wills and wishes of men on women in society. As a result, men have control 
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in educational, judicial, economic, and political spheres. Liberal feminists (Friedman, 1974; 

Rossi, 1970 & Wollstonecraft, 1975) developed out of the liberal philosophical ideology that 

through the legal and political ways women can change laws and politics to achieve gender 

justice. According to Smith (2010), liberal feminism focuses primarily on transforming the order 

of society so that power in society is shared equally amongst all genders. This, therefore, 

means that individual rights and liberties for men and women can be enjoyed through the 

eradication of gender inequality. The proponents of the liberal feminist school of thought 

advance the argument that men and women are equal and as such they must have equal 

opportunities to pursue their interests (Awad & Eldon, 2013).  

 

Liberal feminism focuses on inequalities that are inclusive of childcare within the family 

(Bhandary, 2016). This concept of care emanates from the views on femininity which is 

socialisation, women’s traditional labour role, and social expectations. A result of this 

discrimination is that men are judged based on their ability and women on their sex 

(Zuhmboshi, 2016). The sources of gender inequality are legal, customary, economic, and 

social. These inequalities are visible in customary law, economic opportunities as well as in 

social interactions. Wollstonecraft (1975) was one of the first advocates of liberal feminism 

who argued that women’s rights cannot be abdicated through the relegation of women to 

lesser beings because it hinders human development.  

 

Patriarchal laws steer women into a way of life that is deemed socially acceptable and these 

are unfair restrictions that liberal feminism is against because women’s choices should be 

guided by their self-interests (Baehr, 2013). Liberal feminists maintain that women just like 

men can take charge of their lives since they are responsible for their actions and choices 

(Brookes, 2008). Liberal feminism rejects the use of sex differences to discriminate between 

men and women. It advocates for neutrality and privacy wherein individuals may pursue forms 

of life that are most favourable for them. These assumptions of this theory helped to show how 

the rights of women should be protected and promoted through legislation to ensure that their 

sexual difference is not used to discriminate against them.  

 

Liberal feminism is inclined to the idea of reform as opposed to the total eradication of the 

state of things (Saloom, 2006). Liberal feminism prefers a gradual change and a continued 

emphasis on the demand for equality before the law (Richardson & Sandland, 2013). This, 

therefore, means that liberal feminism focuses on eliminating barriers that exist between men 
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and women. According to Lee (2013), the representation of women is a question of justice but 

it acknowledges that women have a different set of values. Liberal feminism promotes the 

emancipation of women through legislation that awards equal rights for both sexes 

(Mpungose, 2010). This attainment of equal rights will free women from oppression. The 

struggle against gender inequality can be achieved through arranging the roles in a way that 

supports the fulfilment of sexual and reproductive health and gender equality. Generally, 

liberal feminists fight for the equality of women through changes in legal redress (Braverman, 

2013).  

 

Despite liberal feminism’s strong emphasis on equality between both sexes, it was found to 

have some loop-holes which have led to its rebuttal by other theorists. The most common 

criticism levelled against liberal feminism is the notion that women and men should be treated 

equally. According to Chegwe (2014), this denies women’s biological differences which among 

others neglects to take into consideration women’s experiences as caregivers and child-

bearers (Irefin et al., 2012). This shows that liberal feminism does not adequately highlight 

other significant roles women play. Furthermore, it fails to amply provide enlightenment on the 

injustices universally inflicted on women (Leach, 2009). Despite progressive legislation, 

domestic violence has not decreased (Motta & Saez, 2013). This, therefore, undermines the 

argument of liberal feminism for equality before the law. Legislation plays a vital role in 

promoting equality among genders. Ortenblad et al. (2017) are of the view that equality among 

genders cannot be promoted in the absence of positive duties and obligations, there is a duty 

to bring about change, and the power vests in those with the capacity to do so. Men must act 

in a way that promotes, protects, and advances the rights of women in society. According to 

the proponents of liberal feminism, gender equality and women’s rights are to be a priority in 

society because women are also entitled to basic human rights (Ryle, 2015).  

 

Despite the criticisms levelled against the liberal feminist point of view, this study aimed to 

point out the full range of freedoms in society for young women by interrogating the role played 

by customary marriages in undermining the rights of women. Liberal feminists argue that 

women also deserve equal opportunities just as men. 
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2.2.3 African feminism 

 
Mekgwe (2008) describes African feminism as taking care of the concerns that are unique to 

African experiences. Dove (1998) states that the concept of culture is a tool for analysing and 

understanding the nature of women's experiences in Africa. Atanga (2013) argues that African 

feminism is premised on the feminist discourse. Unlike other feminist theories, African feminist 

theory acknowledges the existence of the diversity of cultures and environments. The 

advocates of African feminist theory maintain that African women have different needs, views, 

challenges, and experiences which are different from those experienced by European women. 

Therefore, African feminism is seen as combining sexual, class, and cultural dimensions 

(Ponzanesi, 2012) to produce all-inclusive feminism through which women are viewed as 

human beings, not as sexual beings. 

 

African feminism’s point of departure is the struggle in the African continent against patriarchal 

power (Ahikire et al., 2014). Goredema (2010) takes this argument further by stating that 

African feminism is a theory that provides arguments that validate the experiences of women 

in Africa. However, it also critiques the features of traditional African values without degrading 

them because they can be viewed differently amongst women. In the African culture, gender 

equality discourse is all about the balance between men and women. Ntseane (2011) is of the 

view that for women in Africa the struggle for equality is multifaceted. Therefore, it calls for a 

thorough negotiation process with both a male and female gendered context. This view calls 

for an understanding that whilst challenging oppression men should be challenged and 

tradition should be questioned without rejecting the culture in Africa. Smith and Ce (2015) 

concur and state that African feminism challenges African men to be aware of certain aspects 

of the oppression of women which is different from the oppression of European people.  

 

Bearing in mind that African women fit into traditional roles such as childbearing and family 

maintenance seamlessly is crucial. It is a responsibility for African women to nurture the family. 

Mikell (2010) puts it that African women contribute not only at household levels but also in 

their communities through production and reproduction through their inclusion in social roles.  

 

African feminism intends to liberate women from patriarchy. Nocalaides (2015) posits that 

what is needed is an African vision that eliminates the male domination that exists in society. 

Patriarchal societies in African culture constrain women and prevent them from realising their 
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potential beyond the traditional roles that are assigned to them as mothers and wives. 

Oyewuni (2005) concurs that African feminism does not only focus on male dominance with 

female subordination, but it goes a step further in challenging the order of situations that is the 

way African cultures constrain women and prevent them from realising their dreams beyond 

traditional roles assigned to them. Atanga (2013) in the same vein states that African feminism 

aims at creating a platform for women's participation by empowering them through access to 

resources such as health, education, and housing. 

 

One major point of concern found in African feminism is that it is seen to fall short by failing to 

define feminism basing on its derivative terms rather than concerning Western feminism 

(Mwangi, 2010). Such kind of an idea means that African feminism is what Western feminism 

lacks. Western feminism does not recognise the uniqueness of the African culture (Jacobs, 

2011). This critique of Western feminism forms the basis of African feminism. Ese (2016) 

describes African feminism in the same vein that this line of argument from the African feminist 

point of view leads to a continued entrapment in a colonial past which will most probably never 

reach total independence. This theory takes a flight to the past through constantly relating to 

colonialism.  

 

In the context of this study, African feminist theory helped to inform the argument around 

African women’s sexuality which also encompasses sexual and reproductive health rights. 

The proponents of African feminism hold the view that African women possess little or no 

power over their lives in the same way as men do. 

 

2.3 The sex role theory 

 
The sex role theory is one of the gender theories. It is critical to understand the way roles and 

responsibilities are assigned to individuals. It maintains that gender or sex of an individual is 

used to determine which role he or she can play. Gender theorists are concerned with 

understanding and articulating the differences between men and women. Some of the 

theorists are of the view that society teaches individuals to adhere to different gender-specific 

behaviours (Letherby, 2007). Women and men have different responsibilities in customary 

marriages and it is significant to understand the basis of the distribution of these 

responsibilities.  
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Sex is the genetic difference between men and women while gender is socially construed 

roles in society (Siann, 2013). Sex is a fixated natural makeup and it is self-evident. Sex is 

related to the procreative function. However, the social aspects of gender can tap into biology 

to create and maintain even furthering of physiological differences that are already in existence 

by classification into masculine and feminine (Oliffe, 2011; Krijnen & Van Bauwel, 2015). 

These even aid in how individuals view themselves. Sex differences are natural but gender is 

deeply rooted in culture (Oakely, 2015).  

 

Sex role theory is based on the notion that individuals are socially construed as males and 

females and they tend to be judged against divergent expectations for how they must behave 

(Shimanoff, 2008). These differing roles are known as gender roles. Epstein (1988) as one of 

the first proponents of this theory argues that most of the differences between men and women 

are due to these celebrated social roles and what society expects. Epstein (1988) goes further 

to argue that if both sexes are awarded equal opportunities, the differences between them 

would vanish. This argument is similar to that of Tilly (1999) in his theory that the dynamics of 

supremacy and suppression are based on power. This brings Risman and Davis (2012) to the 

conclusion that gender is defined as deceptive rather than reality. 

 

Gender roles address the issues of household labour, segregation of jobs, and gender 

differences about status and authority. These gender differences trigger the system of 

justification of inequalities between women and men (Morton et al., 2009; Kray et al., 2017). 

A belief that gender roles are indisputable tends to cement their association with masculinity 

and in turn, this becomes a defence of gender inequality. The learning of socially construed 

roles starts from birth and finds footing within the family and later extends to social institutions 

(Nkosi, 2011). Socialisation plays an important part in gender roles and marriage is one of the 

institutions that ensure the existence of social roles. As a practice that is associated with the 

institution of marriage which encourages the perpetuation of heterosexual partnership and 

division of roles based on sex, it would seem as if customary marriages play a role in the 

socialisation of individuals into appropriate gender roles.  

 

Connell (1987) was the first person to put forward the idea of hegemonic masculinity. His 

theory was informed by gender frameworks and social construction. By contrast, Connell 

argues that the formation of identities through gender is motivated by the unpleasant 

acceptance of hegemonic masculinity. Hegemonic masculinity refers to the dominance in 
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society by a particular group (Howard-Payne, 2012; Leahy, 2017). Therefore, it is a crucial 

tool that assists with looking at how men position themselves to achieve dominance through 

this discussion of masculinity. Connell (2008) goes further to define this term as a gendered 

practice which legitimises patriarchy which in turn promotes domination of men over women.  

 

In Africa, due to the prevalence of patriarchy, hegemonic masculinity has been important in 

theorising gender issues. Everitt-Penhale and Ratele (2015) are of the view that hegemonic 

masculinity leads to the complete cultural dominance of men in society as that which is socially 

appropriate. Morrell et al. (2013) are of the view that hegemonic masculinity is very important 

in analysing power relations of gender and health more especially sexual health. Domination 

based on masculinity undermines women (Mhkize, 2015; Mhkize & Njawala, 2016). In such 

circumstances, women find it difficult to discuss matters relating to sex with their partners. For 

example, in sexual matters, men decide on when and how it is done. This can lead to violence 

amongst married couples. This highlights the dominance of men in society. This is further 

corroborated by Groes-Green (2009) who states that male dominance is characterised by the 

use of force and coercion in situations where there is a disagreement. Connell’s concept 

allowed the researcher to examine how socially-prescribed sexual relations between men and 

women may lead to unequal power in the domain of sexual reproductive health. The 

hegemonic masculinity can be analysed in terms of the five steps postulated by Connell 

(1987). These steps are:  

1) Analysing and differentiating the person and the societal position attained. This means that 

men and women have different roles assigned to them by society and they are expected to 

abide by those roles.  

2) The actions allocated to the position. The role of the wife as the primary caregiver involves 

cooking, cleaning, and rearing children. This might create dependency because some women 

are financially dependent on their husbands.   

3) The proper and anticipated behaviour accepted by society. Society expects men and 

women to act according to the norms and standards set in a society that aligns with the role 

of their sex. 

4) Involving people set in contrast. In this case, the people in contrast are the male and the 

female in the context of this study are husband and wife.  

5) Resulting in advantages and disadvantages depending on one’s action.  
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The criticism levelled against the sex role theory by other feminists is that this theory does not 

consider the power dynamics and inequality in gender relations (Boss et al., 2008). This view 

is also shared by McCormack (2013) who states that the sex role theory neglects the question 

of power dynamics. Power dynamics amongst genders is important in ways in which men and 

women define masculinity and femininity.  

 

2.4 Theory of social justice 

 
John Locke (1632-1704) is one of the philosophers who influenced the concept of social justice 

and equality. According to Locke (1689), people have natural and original rights given to them 

by God, in particular, the rights to life, health, and liberty that no one is allowed to interfere 

with. Hence Locke views social justice as a human right. Human rights are individual rights 

concerned with delivering the best society possible with positive entitlements which outline 

what a just society is all about (National Pro Bono Resource Centre, 2011).  

 

The theory of social justice emphasises fairness between men and women irrespective of their 

gender, race, religion, or class (Rawls, 1971). The notion of justice is the establishment of a 

society based on social justice. Rawls’ main position held that a person possesses dignity and 

worth that even the structures in society cannot override (Tjabane, 2010). The advocates of 

this theory propose two principles of justice, namely; the difference principle and the liberty 

principle. According to Yilmaz (2016), men and women should have equal opportunities and 

that society as a whole cannot countermand. These principles of justice are in place to govern 

the possession of rights and duties and to control the allocation of social and economic 

privileges. According to Rawls (1971) and Lawrence (2016), the principles of justice guiding a 

society are accepted norms defining the fundamental terms of a society based on equality. In 

Rawls’ (1971) view, individuals in a society must be in a position to view one another as equals 

in all respects and justice is what equal persons would agree as basic terms of social 

cooperation in fair conditions (Arneson, 2008; Equity for Children, 2013). 

 

Sen and Nussbaum tried to improve on Rawls’ theory of social justice by adding capability and 

entitlement as important aspects of the theory of social justice. Nussbaum (2006) speaks of 

the entitlements that any just society should secure for all citizens which include life, health, 

bodily integrity to mention a few. Human rights principles are noticeable in this list of 

capabilities covering both first-generation and second-generation rights. First-generation 
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rights include the right to life, equality before the law, freedom of speech, while the second 

generation of rights includes the right to be employed in just and favourable conditions, rights 

to food, housing, and healthcare. Nussbaum emphasises that capability provides a framework 

for assessing the articulation of rights on gender equality (Morvaridi, 2008). Sen’s (2001) 

capability approach also addresses the problem of gender inequality. Sen (2001) posits that 

equality should not only be based on how people command resources. But, it must also entail 

an inclusion on how people co-exist in society (Maboloc, 2008).  

 

Social justice is seen to provide equitable outcomes to marginalised groups whose 

experiences are shaped by a political, social, and economic system that facilitates 

discrimination (Nieuwenhuis, 2010). Social justice provides a framework to assess policies 

and practices. According to Rawls (1971), there are two vital steps in achieving a fair society, 

firstly there must be deliberation on principles of justice. Secondly, there should be legislation 

in place to detect how justice would work among citizens. Rawls claims that health requires 

intense knowledge which should be handled by experts (Ekemekci & Arda, 2015). This, 

therefore, means that legislation must be drafted by those who have expertise within the ambit 

of social justice. Social justice recognises that in society the applications of norms are not the 

same across the entire spectrum, and this generates inequality. Therefore, the theory of social 

justice is utilised to analyse the injustices that vulnerable groups in society, especially women 

face (Flynn et al., 2015), and right these wrongs. The assumptions of the theory of social 

justice helped this study to assess the policies and laws in South Africa and Zimbabwe to 

determine if they have indeed changed people’s perception and attitudes towards the human 

rights of women, particularly sexual and reproductive health rights. However, there is a strong 

need to pay attention to cultural and economic discrimination as a starting point to remedy 

social marginalisation. Therefore, it is essential to avoid allowing gender differences to be 

used to discriminate or marginalise women as this will perpetuate inequality by circumventing 

social justice (Riddell, 2009). 

  

Reproductive justice places reproductive health issues in a larger milieu with regards to the 

health and well-being of women, families as well as the community. This is the case because 

reproductive justice integrates individual and group rights especially those that belong to 

marginalised groups (Fédération du Québec pour le planning des naissances, 2014). This, 

therefore, means that reproductive justice embraces sexuality, health, and human rights 

framework with social justice. However, it should be noted that the ability of women to assert 

matters of reproduction is linked to the conditions prevailing in their society (Ross, 2011). This 

https://en.wikipedia.org/wiki/Right_to_life
https://en.wikipedia.org/wiki/Equality_before_the_law
https://en.wikipedia.org/wiki/Freedom_of_speech
https://en.wikipedia.org/wiki/Right_to_work
https://en.wikipedia.org/wiki/Decent_work
https://en.wikipedia.org/wiki/Right_to_food
https://en.wikipedia.org/wiki/Public_housing
https://en.wikipedia.org/wiki/Universal_health_care
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is one of the key areas that this study addresses to ensure that women can actively assert 

their sexual and reproductive health rights and the influences that emanate from practices and 

norms of the society in which they live.  

 

The theory of social justice has had its fair share of criticism. From the feminist angle, the 

theory has been criticised because it ignores unjust labour divisions and power relations about 

gender (Morvaridi, 2008). These inequalities between men and women stem from gender roles 

within the family. However, Rawls in his theory does not take into consideration justice within 

the family as well (Doody, 2015). Okin (2013) concurs and states that Rawls, in his political 

philosophy, does not address inequalities within the family which are in direct contrast with 

feminism as feminists hold that equality is justice in itself. This study investigated the power 

dynamics amongst genders in customary marriages on sexual and reproductive health rights. 

 

2.5 Framework of unequal gender power in sexual and reproductive health 

 
A study by Bui et al. (2010) examined, through a focus group, how the participants viewed 

how gender inequity potentially influenced women’s sexual and reproductive health about 

seeking information on health, responsible contraception use, and childbearing. Blanc (2001) 

conceptualised a framework which enunciates the relationship between gender power 

inequality and sexual and reproductive health. This framework depicts the nexus between 

family and community, and the relationship on how all this influences an individual’s access to 

sexual and reproductive health. This view is also shared by Bottorff et al. (2011) who state 

that gender relations can have a huge impact on the acquisition of information, decision 

making, and taking positive action. These usually find footing in marriages, especially 

customary marriages, as they are characterised by adherence to cultural norms which in effect 

favour men. Marriage customs depict men as dominant heads of the family and women as 

passive and submissive (Anderson, 2015). 
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FIGURE 1: FRAMEWORK ON THE NEXUS BETWEEN GENDER ROLE IN SEXUAL AND 

REPRODUCTIVE HEALTH AND THE ROLE OF OTHER FACTORS IN PROMOTING HOW MEN ARE 

INVOLVED AND THE EMPOWERMENT OF WOMEN 

 

           

 

 

 

 

       

 

 

 

 

       

 

 

 

 

 

 

Source: Blanc (2001:191) 

 

Factors that increase the vulnerability to HIV and challenges for women in sexual relations 

include the traditional role of how women are supposed to socialize, social myths as well as 

women’s lower socioeconomic position (Tadele & Kloos, 2013). This reduces women’s sexual 

autonomy. As a result, it leads to gender-based violence and non-consensual sex which 

continues to expose women to vulnerability as well as other sexually transmitted infections 

and unplanned pregnancies (Higgins et al., 2010). It is also very important to note that the low 

status of women brings about adverse health consequences throughout their life span. Kotch 

(2012) is of the view that disregarding women exposes them to risks of maternal mortality 
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which can be attributed to a lack of appropriate health care, lower contraceptive use, and early 

marriages.  

 

Unequal power relations place women in difficult positions where they cannot make decisions 

regarding contraception use. Therefore, this impacts on their reproductive options (Woolf & 

Maisto, 2008). Women in such relationships seldom participate in decision making on sexual 

matters. These power balances can limit the ability of women to access sexual and 

reproductive information because of a lack of financial resources which also limits the mobility 

of women (Stephenson et al., 2012). This is mainly because many women are financially 

dependent on their husbands or partners. Cultural and social values in customary marriages 

within South Africa and Zimbabwe seem to take precedence over laws that limit young 

women’s sexual and reproductive decision-making. This is evidenced by the way culture has 

been strictly observed and traditional practices that violate women’s rights are still being 

observed.  

 

Rapheal (2016) defines social determinants of health (SDH) as social and economic 

conditions that shape individuals’ health as well as the community. Cultural and societal norms 

have assisted in shaping a person’s health in society.  In the same vein, Auerbach et al. (2011) 

put it that these norms, values, and institutions influence and govern sexual behaviour. Parker 

(2009) and Collumbien et al. (2012) are of the view that it is generally accepted that society 

and culture shape the experiences of people and how they interpret it, especially, in terms of 

sexual matters which determine their desires, experiences as well as practices which are 

shaped by social determinants. Culture can promote and undermine sexual and reproductive 

health as it is a key determinant of sexual and reproductive health. Social determinants of 

sexual and reproductive health work differently to influence the exposure to the risks of 

unwanted pregnancies and access to and use of contraceptives (World Health Organization, 

2016). Society, culture, and tradition bear a significant impact on the sexuality and sexual 

health of individuals. However, this impact differs in its degree mostly affecting those with 

lesser power such as women. While the acceptance of the community of sexual equity is 

important in the implementation of health interventions, traditional interventions will require 

legal and educational urging (Rao et al., 2012) for them to accept the humanity of all. 

 

Gender roles do not operate in isolation but work in conjunction with social variables that 

shape health experiences. Incorporating SDH in a research framework assists by providing a 
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thorough analysis of factors that have an impact on gender and health while enabling the 

researcher to find other reasons for the health differences amongst communities (Olife & 

Greaves, 2011). For the above-mentioned reason, incorporating a framework with gender and 

SDH in this study was not only a thorough research paradigm but also a positive means for 

addressing social factors and injustices. Employing a quantitative research method in this 

study helped to determine the general view of SDH in the exploration of South African and 

Zimbabwean women’s sexual and reproductive health and to understand the extent of these 

disparities. A better understanding of the determinants assisted in providing the needed 

guidance that the researcher requires to formulate strategies that address these challenges. 

 

2.6 Social Representations Theory 

 
The Social Representation Theory (SRT) is the notable model developed by Moscovici (1961, 

1976, 2008) and Jovchelovitch (2007). According to Moscovici (2008), people attach meaning 

to things and this influences their behaviour. Moscovici (2008) proposed that certain conditions 

have to be in existence in a given context to qualify as a social representation of people’s way 

of life, views, and behaviour. Such conditions produce certain values that play a critical role in 

determining or shaping people’s way of life, views and behaviour. The people’s way of life, 

views, and behaviour should be in line with the value systems under which they live. People’s 

way of life, views and behaviour should conform to the societal expectations as determined 

by the prescribed values in their society. This means that people’s way of life, behaviour, or 

views are determined or shaped by the prevailing value systems. Their way of life, behaviour, 

or views should resonate with the dictates of their value systems. Social representation only 

happens when there is a synergy between people’s way of life, behaviour, or views and the 

value systems operating at that time. This creates collective thinking among people as they 

behave themselves in terms of the expectations as dictated to them by the values they 

subscribe to. In the end, this becomes a social representation of the way they are expected to 

behave in their community. However, people have to feel the need to subscribe to the value 

system that prescribes the way they should behave. In that manner, the social representation 

becomes relevant to different members (women, men or girls or boys) (Wachelke, 2012). A 

social representation is a system consisting of values which are in place to allow people to 

position themselves in the social world as well as enabling communication among people in a 

society wherein they establish aspects that they relate to (Hernandez, 2011). Hover (2011) 

concurs and states that social representations are a collective thinking of a society that creates 

culturally sanctioned repertoires for managing ideas and creating debates. This means that 

society often places certain expectations according to which people have to behave. For 
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example, women may be expected to behave in a certain way. In such a case, society tends 

to expect women to see the significance of not deviating from the expected way of behaviour. 

In other words, society expects people to behave according to certain values. They are 

expected to internalise those values so that their behaviour should not be seen as being in 

opposition to the established values of their society.    

 

Based on the above definitions, it was important to study the effects of customary marriages 

on the sexual and reproductive health of young women for the reasons that will be mentioned 

below. The role of SRT is to make the unfamiliar familiar (Moscovici, 1973). In this case, sexual 

and reproductive health among young women possesses a degree of unfamiliarity 

characterised by it being a taboo or an unspoken area. Sexual and reproductive health is 

unfamiliar because generally women hardly feel free to engage in a conversation about their 

sexuality. The SRT helped the researcher to address unfamiliar sexual and reproductive 

health issues to sensitize people on the importance of women’s sexual and reproductive 

health. This was important for this research because it will be apparent in the literature that 

addresses the differences between the modern and traditional practices as well as local and 

international legal instruments in the understanding of women’s sexual and reproductive 

health. 

 

Common sense knowledge of social issues amounts to daily conversations on topics like 

HIV/AIDS, gender, and health. Vico (1710/ 1988) introduced the concept of verum factum 

which states that a certain aspect is true because it originated from the human mind and it is 

what human beings make. To this Markova (2012) is of the opinion that this common 

understanding amongst members of the community is a norm accepted by the members. 

These are not individual outlines (Markova, 2008) but rather they belong to a group and are 

culture-specific (Hoijer, 2011).  Therefore, this means that as social representations unfold in 

the community as well as institutions, in the end, results in a social representation culminating 

as laws, rules, and sanctions.   

 

There exists a strong body of social representations research that has directed its attention to 

the dominant societal issues on education, gender, bodies, community narratives, stigma, and 

human rights (Breakwell, 2007; Castro & Bartel, 2008; Jovchelovitch, 2007, 2011; Lavie-Ajayi 

& Joffe, 2009; Phelps & Nadim, 2010; Andreouli & Howarth, 2012). Maurya (2009) states that 

social representations provide a broad framework from which to obtain information about 
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people’s perceptions of issues relating to health. Therefore, defining what health is from a 

social representations perspective requires the individual to think with social knowledge by 

people who possess the same beliefs on the issue. As ideas within society transform into 

everyday practices they help us to understand social realities which include systems of 

inclusion, exclusion, and power (OʻSulivan, 2011).  The relevance of this is to examine lay 

explanations of the risk society (OʻConnor, 2012) like the rights of women in customary 

marriages. The broad framework of this theory provided a wider spectrum from which to 

explore dimensions of sexual health that remain unattended to in customary marriages and 

how these rights have been comprehended by the public. 

  

At this point, it is vital to ask in what way does social representations relate to attitudes? The 

answer to this question is strongly put forward by Callaghan and Lazard (2011) who maintain 

that since attitudes are based on the social knowledge that is shared, therefore, it is not the 

object of the attitude that shapes our attitude but rather the social representation of it. 

Callaghan and Lazard (2011) question how can we know about an object if it is built upon a 

social representation.  The answer to this is that we can never know the issue on its own but 

we can understand it through the social representation of it because it shapes our attitudes. 

Callaghan and Lazard (2011) continue to claim that the world is built on collections of social 

representations, for this reason, this theory questions the degree to which we can know the 

world objectively. To illustrate the place of social representations in the social world, the study 

by Correia and Broderick (2009) which looked at social representations of making a medically 

assisted reproductive treatment to single mothers and lesbian through donor insemination and 

IVF (in-vitro fertilization) in Australia will be used.  From this study emanated representations 

of what a natural family is. The representations revolved around a heterosexual family unit 

comprising of father, mother, and children. This natural family was linked by the study 

participants to a unit with positive values, morality, and family ideals. Single and lesbian 

women were not seen as fitting this representation of the family because of the failure to 

provide a father. In the African context, women are taught to be passive and submissive to 

men from a young age. Sexually, women are expected to give in to the sexual desires of their 

husbands at the expense of their pleasure and well-being. This includes never refusing sex to 

the husband regardless of the number of partners he has or his non-willingness to use 

protection. The inferior position of women in South Africa and Zimbabwe is well documented 

and social representations of diseases like HIV/AIDS are likely to perpetuate power disparities. 
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Social representations consist of two structures that are central and peripheral.  The central 

structure is influenced by social practice and social influence (Nikolay et al., 2014). In this 

context, it can be understood that social practices influence the interaction between people 

and the object of the representation, and the social influence impacts how social 

representations are construed within social interaction. This theory posits that communication 

amongst people occurs on three levels. Firstly, through societal representations that are 

through communications (Markova, 2008) which are then absorbed into institutions and 

become a notable part of their culture (Farr, 1998). Secondly, within the community people 

generate these representations amongst themselves through everyday conversations 

(Howarth, 2006). Finally, at the individual level, these representations develop through 

debates among people (Van Niekerk, 2014). It is based on the emphasis that this theory 

focuses on how the individual merges with the society that has also contributed to this 

approach being suitable for this study. In making sense of this connection, the researcher is 

guided by Howarth et al. (2004) on their conceptualisation of the community as the socially 

constructed places wherein people develop an understanding amongst each other. These 

representations infiltrate into relations in society, cultural practices, and power dynamics. 

Social representations are considered to be a source of knowledge for aspects of culture that 

people draw from everyday practice in their lives, for example, masculine attributes within a 

customary marriage. Therefore, social representations are important for the understanding of 

social issues (Szabo & Koch, 2017). They can help acquire an in-depth understanding of how 

men interpret and justify their dominance in customary marriages. 

 

This theory was deemed suitable for this South African and Zimbabwean study on women’s 

sexual and reproductive health rights. Due to the prevalence of the abuse of women’s rights 

in both countries, likely, the social representation of sexual and reproductive health rights of 

women dominates as a subject of public discourse and social thinking (Gibbs & Jobson, 2011). 

What made this theory appropriate is that it allows for the complexity of sexual and 

reproductive health to be unpacked and that it necessitates the investigation of sexual and 

reproductive health as a social problem within a societal context amongst different social 

groups where people attach meanings to their everyday experiences.  

 

Other scholars have found some faults in the Social Representations Theory. The most 

frequent criticism levelled against this theory is that it is too broad and vague.  According to 

Voelklein and Howarth (2005), it is mainly since it contrasts sociological and psychological 

concepts. The broader concept makes it difficult to help focus on a particular area. Martins-
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Silva et al. (2016) concur and state that the definition of social representation itself in this 

theory is vague. In other words, there is a lack of clarity on the differences between social 

representations and collective representations. This leads to a lack of adequate understanding 

of the relationship between social representations, culture, ideology, and group thinking.   

 

2.7 Application of theories in the present study 

 
In this study, the researcher has used the radical feminist theory, liberal feminism, sex role 

theory, African feminism, social representations theory, and the framework for unequal power 

in sexual and reproductive health. The researcher’s choice of the radical feminism theory is 

motivated by the relevance of the theory’s emphasis on gender inequality being reinforced by 

women’s reproductive functions. African feminism was suitable in critiquing the position of 

women within an African context and how some of the unquestioned gender-related practices 

discriminate against women as well as affecting how they are perceived by men within the 

customary marriage. Additionally, sex role theory was applied in this study particularly the 

concept of hegemonic masculinity through the analysis of the five steps and how they apply 

to young women in customary marriages. While the framework of unequal power in sexual 

and reproductive health was employed to determine if unequal power in sexual relations can 

have an impact on decision-making. It was also employed to understand the disparities caused 

by SDH on the sexual and reproductive health of young women. A better understanding of the 

determinants assisted in providing the needed guidance that the researcher required to 

formulate strategies that address these challenges. The social representations theory was 

relied on by the researcher to provide a wider spectrum from which to explore dimensions of 

sexual health that remain unattended to in customary marriages and how these rights have 

been comprehended by the public. The researcher’s choice of the liberal feminist theory was 

motivated by the relevance of the two main tenets of this theory to the study. The two tenets 

of this theory are legal reform and that women are responsible for their choices. With the first 

tenet, liberal feminists advocate for legal reforms that protect and promote the interests of 

women. On the other hand, the second tenet of the liberal feminist theory requires that women 

should be part of the initiatives and decisions which affect them. The researcher asked the 

questions as to how women’s experiences in customary marriages can help raise awareness 

and provide an understanding of women’s situation in customary marriages to establish the 

basis for legal reform which will help to promote women’s sexual and reproductive health 

rights. 
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CHAPTER 3 LITERATURE REVIEW 
3.1 Introduction 

 
The previous chapter portrayed the framework of this study which centred around the theories 

that inform the issues of gender inequality, the effects of marriages and its role on sexual and 

reproductive health rights of young women. This chapter focuses on literature review on, 

among others, issues such as sexual and reproductive health rights, gender equality, 

customary marriages, human rights legislation on women’s health rights. Sexual and 

reproductive health rights of women cannot be adequately evaluated without a thorough 

investigation of the status of women in the society. Some laws relate to women’s legal status 

which are in place to expose the attitudes of people in the society on issues of sexual and 

reproductive rights. Such laws have direct impact on women’s abilities to assert their sexual 

and reproductive rights. 

 

3.2 Search strategy 

 
A literature search on the topic of sexual and reproductive health was conducted using 

EBSCOhost, PubMed, JSTOR, CINAHL, African Journal Online, Lexis-Nexis, Heinonline, 

ProQuest and Google Scholar using online databases of the University of Venda, University 

of Bergen and University of Ghana. The literature search also used key words like “sexual 

health”, “sexual rights”, “reproductive health”, “reproductive rights”, “customary marriages”, 

“patriarchy”, “position of women” and “African culture.” Abstracts were first reviewed to assess 

the relevance to the main topic before reviewing the full article.  

 

3.3 Sexual and reproductive health rights 

 
Before paying attention to the literature on objective 1 of this study, to determine the 

relationship between customary marriages and gender equality, it is imperative to briefly go 

through the literature on the key concepts of this study. These concepts are sexual health, 

sexual rights, reproductive health, and reproductive rights. The diagram below aptly depicts 

how these concepts are inter-linked and inter-dependent as they all serve to achieve optimum 

human development in as far as sexual and reproductive health rights are concerned.  
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Sexual and reproductive health rights is a term used to describe various issues that affect both 

men and women in the domain of reproduction and sexuality.    

 

FIGURE 2: AN ILLUSTRATION OF SEXUAL AND REPRODUCTIVE HEALTH RIGHTS 

 

Source: Developed for the study by the researcher 

3.3.1 Sexual health 

 
Thorough research on sexual and reproductive rights in the continent of Africa is imperative 

as it will aid the achievement of the SDGs which, as stated earlier in this study, emphasise 

sustainability and equity. Achieving the health goal requires all-round efforts that will address 

emerging health problems and an analysis of the existing implementations. It is the hope of 

the researcher that this study will be used for effective decision-making.  

 

According to the World Health Organisation (2015), sexual health is important for the physical, 

emotional health and well-being of all individuals for the sake of social and economic 

development of communities. However, it should be noted that being able to achieve this is 

attributed to the fact that people can acquire adequate information as well as the risks that are 

associated with negative sexual consequences. World Health Organisation (1975:3) first 

defined the term  
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‘sexual health’ as the integration of the somatic, emotional, intellectual, and 

social aspects of sexual well-being in ways that are positively enriching that 

enhance personality, communication and love. 

 

Twenty years on the Programme Action of the International Conference on Population and 

Development (1994) included sexual health with the definition of reproductive health and went 

further to indicate its purpose as it aids the improvement of life and personal relations. Rita 

and Sultana (2017) reiterate the above and state that sexual health includes the enhancement 

of a person’s life, personal relations, and it is also related to reproductive and sexually 

transmitted diseases. It can be understood that sexuality education assists young women to 

develop healthy behaviours that can produce positive sexual outcomes. 

 

Sexual health moves beyond the reproductive years and can be adequately supported by a 

broadened understanding of sexuality (Kismodi et al., 2015). To add on, there is an increased 

understanding in the international community that sexual health cannot be attained in the 

absence of the respect, protection, and fulfilment of all human rights. This is essential for social 

justice and not forgetting sustainable development and public health (International Planned 

Parenthood Federation, 2012; World Association of Sexual Health, 2014). The Framework of 

Action on Sexual Health which was developed by the World Health Organisation in 2014 

highlighted the relationship between educational attainment and sexual health. A sexual 

health perspective leads to the examination of issues of discrimination about issues of 

sexuality. Dennis (2013) posits that the definitions of sexual health include the aspects of 

individual beliefs, values, and behaviours that reflect sexual rights, sexual knowledge, sexual 

choice, and sexual pleasure. 

 

The negative effects of husband and wife communication on sexual matters place women in 

a problematic position because culturally women must be subordinate to the men. Therefore, 

women are expected to give in to the demands and expectations of the men although it can 

compromise their health. This means that women are, culturally, not expected to refuse the 

advances of their partners even if that can be detrimental to their sexual health. Their refusal 

of the advances may in the end cause spousal violence (Aina, Ariansola & Osezua, 2006; 

Wellings, Mitchell & Collumbien, 2012). Hence a woman is not able to question her husband 

over sexual matters even though she has to tolerate infidelity from him. Women are barely 

able to dictate terms in sexual matters more especially due to patriarchy within African 
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communities (Mlambo-Ngcuka, 2017). This threatens women’s sexual health. It should be 

noted that an inclusive approach to sexual health requires a clear understanding of handling 

both sexual and non-sexual matters which in turn leads to personal development (Levine, 

2017). 

 

3.3.2 Sexual rights 

 
In 1986, Ira Reiss described the links between sexuality across cultures and used the term 

sexual rights when describing the expected norm when it comes to sexual behaviour. Reiss 

was one of the first authors to link gender inequality and how it leads to the limitation of 

women’s sexual freedom. Naomi McCormick in 1994 was also one of the few people who 

wrote about women’s sexual rights before the Cairo Conference. McCormick (1994) puts 

forward one of the rights of sexual satisfaction which was one of the rights that were advocated 

by feminists in ICPD.  

 

In 1999, the World Association for Sexual Health gave ascendency to sexual rights (Barrett & 

Hinchliff, 2017). Authors like Tahmindjis (2014) and Benhura (2016) postulate that sexual 

rights are important rights in sexuality and they culminate in upholding the basic principle of 

sexual autonomy and self-determination. The European Union (2015:4) defines sexual rights 

as the “rights of women to have control and decide freely and responsibly on matters of their 

sexuality, including sexual and reproductive health free of coercion, discrimination, and 

violence.” Furthermore, Lottes (2013) is of the view that sexual rights are an important element 

of human rights.  

 

As the idea of sexual health has broadened, sexual rights ensued, the achievement of sexual 

health and sexual rights are intertwined (Starrs & Anderson, 2016). To this, Russo (2017) 

states that sexual health and rights have a link to reproductive health and it provides an 

understanding of sexual rights as a group of rights that are self-regulating. Sexual rights are a 

broad term that is made use of to promote rights that relate to sexuality and there is no set 

definition agreed on internationally. Family Watch International (n.d) believes although there 

is no agreed definition of the term, United Nations Food Programme Action and WHO have 

reached an understanding as to the potential damage that might ensue in societies, families, 

and even individuals if these rights are not upheld.  It can be understood that sexual rights 

include rights that are guaranteed in international instruments. However, some aspects of 
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these rights can be threatened by other institutions like culture. Therefore, it is important to 

demystify the contents of this group of rights and promote them through advocacy (Swedish 

International Development Cooperation Agency, 2010). 

 

3.3.3 Reproductive health 

 
An unambiguous definition of reproductive health was put forward by the United Nations 

(1994:45) that it is:  

“…the basic rights of all couples to decide freely and responsibly about the 

number, spacing and timing of their children. It also includes the right to 

information and the right to attain the highest standard of sexual and 

reproductive health and the right to make decisions concerning reproduction, 

free from discrimination, coercion and violence.” 

Reproductive health is therefore a collection of methods and techniques that aid in the 

attainment of reproductive health as well as solving reproductive health problems (Weigl, 

2007; United Nations, 2014). Both sexual health and reproductive health work together to 

achieve the utmost standard of health for individuals. The focus of reproductive health in this 

study emanates from the fact that biologically and socially women are more affected than men 

by decisions that are shaped by gender inequality and gender roles which are expected of 

women in society. Reproductive health issues are matters that are sensitive and they ensue 

from the collision of gender equality, culture, and society (Black et al., 2016). To this, the 

United Nations Population Fund (2010:1) states that “reproductive health means that every 

child is wanted, every birth is safe, every young person is free of HIV and every girl is treated 

with dignity and respect.” The definitions of reproductive health bear a link between this term 

and social justice (Price, 2010) and therefore issues such as poverty, welfare, reform, and 

violence against women come to the forefront.  

 

Lack of know-how within the reproductive domain about independence in this area can lead 

to ill-feelings. According to Miller and Roseman (2011), there is an increase in the movement 

in the reproductive health of women globally, which culminated in 1994 in the ICPD when 

reproductive health was discussed, and it recognised the importance of reproductive health 

(Adinew et al., 2012). Zhang (2011) posits that ICPD stressed the importance of reproductive 

health along with the principle of quality of life for human beings rather than the number of 
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human beings. The reproductive health of women must be a priority internationally since it is 

a basic human right for girls and young women (Wang, 2016). 

 

Even though reproductive rights are exclusive to both men and women, but many times this 

term is associated with women because of gender power dynamics between men and women. 

This results in women not being able to assert their reproductive rights, especially in marriages 

in an African context (Fahmida & Doneys, 2013, Princewill et al., 2017). Adinma and Adinma 

(2011) reiterate the above point and state that reproductive health is critical for women 

because when they are healthy, they play a significant role in the social and economic 

developments in a country. Therefore, lack of reproductive autonomy has an adverse effect 

on the reproductive rights of women. Such consequences include the diseases which 

negatively affect the health and well-being of individuals as well as their families (Kilczycki, 

2014). Research over the years has shown that reproductive health is extremely important for 

young women as this contributes significantly to their overall health and well-being. (Kurebwa, 

2017). 

 

3.3.4 Reproductive rights 

 
Both gender equality and social development are imperative links to reproductive rights. Pillai 

and Gupta (2011) state that social development programmes adhere to the requirements of 

social justice. Therefore, an increase in gender equality will most likely result in an increase in 

women’s rights in general and sexual and reproductive rights. These groups of rights include 

reproductive justice within them. The Asian Communities for Reproductive Justice (2005:2) 

defines reproductive justice as a  

“… the complete physical, mental, spiritual, political, economic and social 

well-being of women and girls and will be achieved when women and girls 

have the economic, social and political power and resources to make healthy 

decisions about their bodies, sexuality and reproduction, our families and our 

communities in all areas of life.” 

 

Reproductive justice focuses on social, economic, and political disparities in communities 

(Anderson, 2017). Erdman and Cook (2008) as quoted in Hardee et al. (2014) state that 

reproductive right includes the right to self-determination, the right to sexual and reproductive 
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health services as well as the information that comes with the rights and the right to non-

discrimination.  

 

German, Sen, and Garcio-Moreno (2015) define reproductive rights as the rights that couples 

possess to determine when and if to have children, the number of children to have, and also 

being able to access reproductive services without being coerced and discriminated against. 

Furthermore, the Cairo Consensus (1994) viewed reproductive rights as the ability of both 

men and women to exercise control over their sexual and reproductive rights as an important 

part of health. These rights include the right to be able to make free and voluntary and informed 

choices regarding the number and spacing of offspring, when and if to marry as well as the 

access to information which will enable people to make informed decisions free of coercion or 

violence (Reinchenbach & Roseman, 2009; Hawkins, 2012). It is important to bear in mind 

that reproductive autonomy provides an enhancement of human beings and empowers 

women in the process (Anderson, 2017). 

 

According to World Health Organisation (2017), the United Nations Committee on Economic, 

Social, and Cultural Rights views the right to sexual and reproductive health as an important 

part of the right to health which focuses on human rights and gender equality. Feminists 

around the world have emphasised the fact that reproductive rights are also part and parcel 

of human rights. They challenge the gender engineered dimensions in terms of international 

law while they purport that human rights are also women’s rights (Bennett, 2015). However, it 

should be noted that there is no single legislative instrument dedicated to reproductive rights. 

These reproductive rights are found in bits and pieces in some of the international legislative 

instruments. Another important expose was put forward by the Danish Institute for Human 

Rights (2014) that the focus on reproductive rights have been mostly concerned with 

protecting the reproductive rights of women who more than men are affected by decisions that 

emanate from factors like gender equality, gender roles as well as the assigned status of 

women by society. Gable (2010) argues that reproductive rights intersect with the right to 

health and therefore they represent an understanding that is sui generis (of its kind) that 

focuses on considerations of reproductive health and the fulfilment of factors that are 

necessary to achieve the highest possible standard of reproductive health.  
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3.3.5 Summing up sexual and reproductive health rights 

 
The development of any country depends on the health of its citizens. Therefore, the quality 

of sexual and reproductive health is of paramount importance. The rights-based approach 

(RBA) to sexual and reproductive health includes the principles of human rights to sexual and 

reproductive health. Adjei et al. (2015) and Tallis (2012) state that sexual rights are rights that 

facilitate access to conditions that enable the fulfilment and expression of sexuality. 

Meanwhile, reproductive rights are the recognition of the basic rights of all couples to freely 

choose the number and spacing of offspring as well as to have the information to do this. For 

individuals to be able to act accordingly, they must first possess the necessary information. 

Quality information on sexual, reproductive health, and services require promotion and 

fulfilment of the individuals’ rights (Kumar, 2015). All this must be done to promote the dignity 

of individuals as well as to attain the highest possible standard of sexual and reproductive 

health. Sexual and reproductive health rights are defined by the International Conference on 

Population and Development as an absence of any medical condition in sexual and 

reproductive related issues (United Nations, 1994). It also includes social, physical, and 

mental well-being. According to the Beijing Platform for Action, women’s rights also include 

the liberty to control and willingly make decisions on matters related to their sexual and 

reproductive health (Debussher, 2015). This right is also enshrined in some international 

instruments like the UDHR. The discourse on sexual and reproductive health is also part of 

the feminist discourse which struggles against violence perpetrated on women such as rape, 

domestic violence, and lack of access to safe contraceptives. Sen (2014) states that the 

recognition of sexual and reproductive health rights that was put forward in the ICPD made 

the notion of the right to health broad moving beyond just the right to health services through 

focusing on the autonomy of girls and women. For individuals to be able to act accordingly 

they must first possess the necessary information. Quality sexual and reproductive health 

information and services require promotion and fulfilment of the individuals’ rights (Kumar, 

2015).  

 

Sexual and reproductive health is an important issue because individual sexual and 

reproductive health rights do not only save lives. They also empower women in the process. 

These rights are an important element of good health and human development. Information 

on sexual and reproductive health rights and other health-related services are essential in 

preventing HIV/AIDS. Improving the sexual and reproductive health of young women reaps 

personal, social, and economic benefits by aiding young women to make informed decisions. 

Kabra et al. (2016) argue that this right highlights the importance of empowering people to 
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make their own decisions about their sexual and reproductive health. This helps to strengthen 

poor people’s ability to demand and use health information and services for the benefit of their 

well-being. In terms of human rights, governments are also expected to respect and protect 

women’s sexual and reproductive health rights. Having knowledge, skills, and information 

about their sexual and reproductive health rights, young women are helped and empowered 

to make informed and positive sexual decisions including the choice of abstinence.  

 

Sexual and reproductive health rights rely on the ability of the individual to make genuinely 

free decisions regarding his or her health. Governments are required to remove all barriers in 

the health system that hinder individuals from being protected (Goicolea, 2010). United 

Nations Population Fund (2010) cites the World Health Organisation’s sexual and reproductive 

health five key areas which ensure contraceptive choice, an improvement in maternal and 

new-born life, reducing the spread of HIV and STIs, advocating for safe abortions and 

promoting healthy sexuality of adolescents and reducing harmful practices. Therefore, this 

means that sexual and reproductive health plays a crucial role in enabling people to choose 

responsibly in all aspects of their sexuality (Lukale, 2012; Galati, 2015). 

 

Women’s rights are constantly undermined by poverty and differences in the treatment of 

human beings based on gender, race, or ethnicity. The realisation of sexual and reproductive 

health rights of women, especially those living in poverty and HIV, poses serious challenges, 

such that, it denies them sexual and reproductive health rights (Muller & McGregor, 2014).  

Poverty and reproductive health rights are closely related.  Women may in some cases, fail to 

get access to sexual and reproductive health due to poverty, insufficient health care, and 

several other barriers (World Health Organisation, 2014). According to the World Health 

Organization (2014), lack or disregard of sexual and reproductive health rights and gender-

based violence render young women vulnerable to unplanned pregnancies, HIV/AIDS, and 

other sexually transmitted diseases. This ultimately hinders young women from attaining their 

educational aspirations. 

 

In male-dominated relationships, women have little control over the sexual relations they have 

with men (Washington & Tallis, 2012). Thus, the unequal power in such relationships does not 

allow women to exercise their sexual and reproductive health rights. However, only male 

decisions prevail in such relationships. This means that women’s lack of power cannot allow 

them to exercise their sexual and reproductive health rights by taking preventive measures to 
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safeguard their health and wellbeing. The fact that women are generally more economically 

dependent on men makes it extremely difficult for women to claim and assert their sexual and 

reproductive health rights. For example, women find it difficult to use condoms in their sexual 

activities with men. Men often refuse the use of condoms because they are risk-takers, even 

with their health and wellbeing (Griffin, 2006).  Married women also have the right to assert 

their sexual and reproductive health rights. Marriage gives the impression that it offers social 

and emotional support which should make it easier for women to have increased access to 

sexual and reproductive health services. However, it is not always the case since married 

women cannot also assert their sexual and reproductive health rights because there is no 

guaranteed protection against violence in their marriages (Anderson et al., 2014). This is 

because married women are sometimes forced to have sexual intercourse. However, such 

treatment is against human rights as enshrined in the Universal Declaration of Human Rights. 

  

However, in the post-2015 development agenda (SDGs) it was made clear that there must be 

recognition of sexual and reproductive rights for women (Temmerman et al., 2014).  Moreover, 

in institutions like marriage, women are expected to be passive while men initiate sexual 

encounters, this, therefore, reduces equality in decision-making (Shefer, Glowes & Vergnani, 

2012; Stern, Cooper & Gibbs, 2015; Iqabal et al., 2017). Sexual and reproductive rights are 

affected and in turn, affect people’s experiences. Furthermore, the attainment of the highest 

standard of sexual and reproductive health is closely linked to gender equality, non-

discrimination, right to life, and security (Hartmann et al., 2016). Zimbabwe and South Africa 

just as other African countries have customary law which greatly influences people’s way of 

life in both private and public life. Customary law condones beliefs and practices which are 

patriarchal. This is problematic because beliefs and practices which are deeply rooted in 

patriarchal culture are against human rights (Progressio, 2016). Yee et al. (2011) are of the 

view that it is important to come up with culturally sensitive ideas for addressing the sexual 

and reproductive health of women on the African continent. This is important because Africans 

are greatly influenced by their culture. Ngwenya (2016) is of the notion that young people in 

Zimbabwe still face reproductive challenges, amongst them is unsafe abortions and 

unplanned pregnancies. This is attributed to much stringent legislation that inhibits access to 

some reproductive services. 

 

Oronje et al. (2011) and Iikkaracan (2016) are of the notion that the poor sexual and 

reproductive health on the continent of Africa shows the lack of policies and laws that are in 

place to implement effective programmes. Although some progress has been made in some 
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African countries, such progress is, however, not enough to fully inform the policies and 

programmes that address sexual and reproductive health rights on the continent. This can be 

attributed mainly to the prevailing political situation as it has been stated earlier that human 

rights have a political character. The language of rights is only starting to take shape in Africa. 

For this study, sexual and reproductive health rights are the rights that men and women 

possess but with a focus on women to make decisions about their sexuality, reproduction, and 

the right to access information and services needed to support these choices to achieve the 

highest standard of health. Sexual and reproductive rights increase access to services and 

enable people to enhance their health, well-being, and ultimately human development 

(Barosso & Sippel, 2011; Orza et al., 2017). 

 

3.4 Human rights instruments and cultural practices 

 
It is of paramount importance to note that many instruments recognise the applicability of 

African customary law. Article 22 of the UDHR states that everyone as a part of a society is 

entitled to cultural rights. Furthermore, article 27 (1) of the UDHR provides for individual’s right 

to participate freely in their own cultural life. UDHR is a binding international instrument in both 

South Africa and Zimbabwe. It is therefore important to determine if cultural practices in South 

Africa and Zimbabwe are aligned to the provisions of the Universal Declaration of Human 

Rights. 

 

Of particular reference to this study, however, is the question as to whether the protection of 

cultural rights at the international level offers a justifiable reason for the violation of human 

rights, especially women’s rights? Mwabene (2010) posits that no instrument internationally 

states that culture is a basis on which protections may be infringed. Furthermore, Mwabene 

(2010) states that culture should not be protected at the expense of human rights but culture 

must comply with the universal standards. The above suggests that culture is protected by 

international instruments so that culture should not disregard and violate human rights.  

 

Article 4 of CEDAW (1979) is against cultural relativism which endorses the notion that human 

rights are different from one culture to another. Billet (2016) is of the view that cultural 

relativism views every society to be different from others. This suggests that human rights 

apply to certain societies and that they cannot be applicable worldwide. Additionally, Howson 

(2009) states that it is associated with respect for the difference which is referring to the idea 
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that culture is important for the understanding of people’s beliefs and values. In summation, 

international instruments for human rights protection call for government intervention on 

cultural practices that violate human rights. 

 

3.4.1 Legal framework and policies for sexual and reproductive health rights 

 
Many international organisations, like the United Nations and World Health Organisation, have 

set standards against gender inequality. Bangura and Thomas (2015) postulate that 

organisations like the World Health Organisation maintain that women are entitled to the 

highest standard of physical health. Hereunder follows a discussion of some legislative 

frameworks which regulate sexual and reproductive health rights in South Africa and 

Zimbabwe. 

 

3.4.1.1 Sustainable Development (SDG) Goals  
 
In September 2015, the SDGs were implemented until the year 2030. Goal 3 is an all-inclusive 

health goal that seeks to ensure a healthy lifestyle and to promote the well-being of all people. 

World Health Organisation (2016) states that The Global Strategy for Women, Children’s and 

Adolescent’s Health 2016-2030 is aligned with the SDG targets and it centers around the 

themes of Survive-Thrive-Transform. Therefore, this is a precedence on how health and 

health-related goals and targets should be addressed to improve the global health agenda. 

This 2030 Agenda requires states to take steps towards ending discrimination and violence 

against women including harmful practices (International Planned Parenthood Federation, 

2015). It goes further to call for gender mainstreaming. Family planning is an indicator for goal 

3 (good health and well-being) as well as goal 5 (gender equality). Investing in family planning 

aids gender equality by helping the prevention of unplanned pregnancies and to attain their 

highest level of education which in turn empowers women to make important choices in their 

lives (Health Policy Plus, 2016). 

 

3.4.1.2 South Africa 
3.4.1.2.1 Constitution of South Africa 

 
Although the constitution of South Africa contains specific provisions against discrimination on 

grounds of sex, gender, race, language, and culture, some cultural and religious practices 

continue to discriminate against women (Durojaye et al., 2014). The Gender Policy Framework 
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is one of the key South African national policies which were put in place to advance human 

rights. The Gender Policy Framework states that equality of treatment entails meeting specific 

standards and needs for both sexes (Simmons, 2014). The constitution of South Africa Act 

108 of 1996 introduces standards and principles that are in place to promote and protect the 

human rights of all citizens in South Africa. Chapter 2 of the South African constitution contains 

the Bill of Rights that binds all state organs to abide by the democratic values stated in the 

constitution such as the right to equality, human dignity, and non-discrimination. The role of 

the state is to ensure that an individual can exercise her rights which allows women to reap 

the health and societal benefits (Rebouche, 2011). 

 

The rights that are enshrined in the constitution which protect and promote sexual and 

reproductive health are the right to equality (section 9), right to dignity (section 10), right to life 

(section 11) freedom and security of the person (section 12), privacy (section 14), freedom of 

expression (section 16), right to health care including reproductive health care and access to 

information (section 12).  Harries (2014) posits that it is important and that there is the need 

to put in place measures that would guarantee the treatment of young women with dignity and 

respect, more especially when they are accessing sexual and reproductive health information. 

The right to dignity cannot be limited as it accords people a fundamental worth. This 

importance was confirmed in the case of S v Makwanyane (1995) by the Constitutional Court 

as an important right which gives worth to many other rights.   

 

The right to access health care as enshrined in section 27 of the constitution is an important 

aspect of the rights to equality and human dignity. Ijioha (2016) is of the view that this provision 

provides a solid platform to recognise and affirm young women’s health. This recognises and 

assists young women to seek sexual and reproductive health services without any 

impediments. 

  

A major impediment to the right of young women in Zimbabwe and South Africa to reproductive 

health care is a cultural bias that is tantamount to a refusal of health care for women. Thus, 

women are often not treated with dignity when seeking health services. In South Africa, health 

care providers, for example, use contentious objection to refuse assistance to young women 

who seek abortion procedures.  



52 
 

3.4.1.2.2 Choice of Termination of Pregnancy Act 92 of 1996 

 
This Act was enacted to create an environment in which women can choose to make use of 

early safe termination of pregnancies. The Act gives effect to numerous rights that are 

enshrined in the constitution. According to Pickels (2012), to achieve equality, women must 

be able to freely decide whether to terminate the pregnancy or not. Thus, it is ideal since they 

are best placed to make that decision. Ngwena (2007) puts it forward that the Act promotes 

reproductive rights and gives women freedom and the right to decide whether to undergo an 

early safe termination of pregnancy. Furthermore, Morolong (2013) and Mahanyele (2016) are 

of the view that the liberal nature of abortion is regarded as a woman’s right to be able to freely 

choose to do with her body as she pleases. This cements the idea that women have a right to 

self-determination. The Act extends freedom to every woman within the domain of 

reproductive health to what they believe and value (Harris et al., 2014). 

 

3.4.1.2.3 National Health Act 61 of 2003 

 
This Act provides for a progressive realisation of the constitutional rights guaranteed by the 

constitution which is the right to access health care services including reproductive health care 

in South Africa. The Act was enacted to regulate the national health system by highlighting 

the rights and duties of both the health care providers and health care seekers in South Africa. 

According to Savage-Oyekunle (2014), the Act reiterates the position stated by the Children’s 

Act and the Constitution of South Africa which enforces the rights to healthcare, dignity, and 

privacy. It needs to be understood that the provisions will encourage young women to seek 

information and services in healthcare instead of relying on unreliable sources of healthcare 

and contraceptives which in turn affect their reproductive health negatively. 

 

3.4.1.2.4 National Contraception Policy Guidelines 2001 (revised 2012) 

 
These guidelines mandate that emergency contraception is in place and promoted in all public 

health facilities. Maharaj and Rogan (2007) posit that the Department of Health is affected by 

some countless socio-economic factors amongst these is gender inequality and education. 

These factors are important in the analysis of policies and legislative instruments that bear an 

effect on sexual health delivery services. 
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3.4.1.3 Zimbabwe 
 
Zimbabwe seems to have laws and policies that are not progressive unlike South Africa, 

particularly the Bill of Rights. To this Ministry of Health and Child Welfare (2016) postulate that 

the dominance of customary law over the Bill of Rights affects the rights of women and girls. 

Despite that the constitution has a clause that promotes gender equality, it however cuts back 

on the fundamental rights through this legal pluralism.  

 

3.4.1.3.1 Constitution of Zimbabwe 
 

Section 3 (1), of the Zimbabwean constitution, guarantees equal protection to all citizens 

regardless of sex, class, and religion. According to Ndoma and Kokera (2016), section 17(1) 

of the Zimbabwean constitution requires the state to promote gender equality. This culminated 

in the Ministry of Affairs, Gender, and Community Development, putting in place the National 

Gender Policy for the protection and advancement of gender equality. The constitution of 

Zimbabwe embodies the right to health by mandating the state to take all possible measures 

to ensure that basic health services are adequate and accessible throughout the whole 

country.  

 

3.4.1.3.2 Termination of Pregnancy Act 15:30 
 

In Zimbabwe, the Termination of Pregnancy Act 29 of 1977 permits abortion in limited 

circumstances. It is only permissible where the life of a woman is in danger, where there is a 

risk of the child being born with physical or mental impairment, or where the pregnancy is due 

to rape or incest to mention a few. However, permission should be granted by a superintendent 

of the given institution and performed by a medical practitioner. The restrictions placed on 

abortion compel women to undergo unsafe abortions, which sometimes result in the death of 

young women since most abortions are performed by unskilled and unprofessional personnel 

(Mulenga, 2010; Chin’ombe, 2014). Section 60 (1) of the Criminal Law Act 2004, criminalizes 

abortion.  This means that women’s rights over bodily integrity and dignity are constrained by 

the Act.  

 

CEDAW obligates state parties to take appropriate measures to ensure that there is equality 

in the field of health. It also raises very important issues regarding the way women must be 
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able to control their sexuality. From this point of departure, the Termination of Pregnancy Act 

is important as this law allows Zimbabwe to take a conservative approach by permitting 

abortion in limited circumstances. It then can be said that this approach to abortion does not 

include the perspective of the woman but it is approached from a morally laden perspective.  

 

3.4.1.3.3. National Adolescent Sexual and Reproductive Health Strategy 2016-2020 

 
 

The National Adolescent Sexual and Reproductive Health Strategy 2016-2020 have a 

principal aim to develop and disseminate guidelines on the misconception that, adolescents 

younger than eighteen need consent to receive contraception. The National Health Strategy 

(2016-2020) also provides guidelines that pave way for the achievement of the targets set in 

the Sustainable Development Goals which aim at achieving gender equality through the 

country’s commitment to rights to all and empowerment of all women and girls (World Health 

Organisation, 2007).  

 

The strategy incorporates three approaches which are community-based, facility-based, and 

school-based approaches. According to Murwira (n.d), the goal of this strategy is to reduce 

mortality and morbidity related to sexual and reproductive health in adolescents. This strategy 

calls for an environment that is strengthened to implement policies that protect adolescents 

and at the same time championing underlying causes for sexual and reproductive health 

problems that affect young people and protect their rights in this domain (Ministry of Health 

and Child Welfare, 2016). 

 

According to the National Adolescent Sexual and Reproductive Health Strategy (2010-2015), 

young people do not know sexual health issues and services but have little knowledge of child 

abuse and HIV/AIDS (Biriwasha, 2012). Therefore, young women with little or no knowledge 

of provisions on sexual and reproductive health rights cannot assert their sexual and 

reproductive health rights.  
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3.5 Human rights, gender equality and culture 

 
3.5.1 Human rights 

 
Human rights are the rights that individuals hold simply because they are human beings (Dare, 

2017). These rights cannot be removed by anyone even any institution cannot remove them. 

Grove (2014) puts it forward that human rights are a language for change in society particularly 

if institutions recognise that they emanated through struggles and bear a connection with the 

lived realities of people around the world. One would be inquisitive and ask the question 

whether human rights are still a language for social change, to this the author answers yes 

that this can be done through advocacy that will assist in making social justice a reality. It is 

important therefore to note that human rights are in place to further dignity and fulfil the basic 

rights of human needs. However, it is imperative to note that human rights have a political 

character in that they tend to conform to the prevailing political situation. Clapman (2015) 

posits that human rights represent claims that can be upheld as legal rights in an international 

court of law or even in a national court. According to London and Baldwin-Ragaven (2006), 

human rights are universally acceptable, social, and material entitlements that an individual 

can enforce on the mere fact of being a human being. The rights that individuals hold are 

bestowed upon them and also entitles the state to remove all inequalities in the social and 

economic sphere to limit all the disadvantages that can hamper human development (Kumar, 

2015). It is important to note the position stated by Herbert (2015) that human rights ought to 

be respected irrespective of culture and that it should take an identical form across all 

societies. Human rights must be translated in ways that are informed by cultural practices.  

 

Women’s rights are human rights too. Therefore, the principles of inalienability, universality, 

and interdependence apply to women’s rights as well (Bauer & Helie, 2006). Various human 

rights instruments also advocate gender equality. Advocacy of human rights is aimed at ending 

inequality and discrimination (Maparyan, 2015). The worth of any human being is defined by 

one’s ability to enjoy all rights based on the fundamental dignity bestowed upon all human 

beings (Ntlama, 2010).  

 

Rights are indivisible and interdependent; hence, it is impossible to claim rights without 

knowledge and information about laws, policies, and the right to organize and claim the right 

(United Nations Women, 2015). Therefore, the state must be able to provide individuals with 

all the necessary information, to ensure opportunities to obtain what they need which cannot 
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be secured by personal efforts (Braungardt, 2015). This means that depriving individuals of 

any of the rights negatively affects their enjoyment of the other rights. 

 

The universality and inalienability of human rights are unquestionable in instances where 

cultural identity is recognized and taken into consideration (Equality Now, 2011). The United 

Nations has put in place several instruments that emphasise human rights which should be 

enjoyed by all people. According to Moriarty and Massa (2012), universality intends to make 

all nations work together to achieve the inalienability of human rights. This does not mean that 

the rights are absolute, because they can be overridden. For instance, some rights are in 

contradiction with public interests, however, due process should be maintained. To add on, 

Sayadmansour and Momenirad (2014) state that the universality of human rights finds footing 

on gender-neutral grounds.  

 

A person’s right to life is pre-determined by his or her health condition. Ciocan (2015) supports 

this by stating that a person’s health is an important right. This, therefore, means that the right 

to health draws attention to the social determinants of health. All individuals have equal right 

when it comes to their sexual and reproductive health. Nevertheless, the realisation of the 

protection and promotion of sexual and reproductive health rights which includes an 

investment in women assists countries to move into the direction of universal access to 

treatment, care, support services for diseases such as HIV (Kismodi et.al., 2015). 

 

Health and human rights are closely interwoven since health is also a basic right to life and all 

people are entitled to it. Wesonga et al. (2015) and Mitchell (2015) posit that the promotion of 

health practices which are in line with the human rights agenda can be understood if there is 

a better level of observance of human rights. This view takes into account the influences that 

have an effect on human rights and health including the notion of promoting and protecting 

human rights so that people can flourish. Gruskin et al. (2012) are of the view that human 

rights have effectively improved the outcome of chronic diseases such as HIV/AIDS and as 

sexual and reproductive health through employing advocacy and the components of the rights-

based approach to health to equip health policies and programmes with ammunition to further 

the health of all individuals. There is a strong link between gender norms and the influence 

men have over women’s sexual and reproductive health rights. According to the International 

Planned Parenthood Federation (2015), gender inequality prevents women from reaping the 

benefits of the evolving world. Therefore, gender inequality must be stamped out to ensure 
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that women realise and assert their sexual and reproductive health rights. Sustainable and 

meaningful rights-driven development can be made possible through addressing the issues of 

gender inequality, which act as a barrier against women who wish to make their own decisions 

concerning their bodies (Universal Access Project, 2014). Therefore, it is important to note 

that the human rights of women involve much more than their reproductive rights, and these 

need to be protected as health is an important issue (Gostin & Sridhar, 2014).  

 

3.5.2 Rights in indigenous African societies 

 
As already stated above, rights are always individual as well as social. However, in African 

societies rights do not stand alone. They are part and parcel of the community in which the 

individual lives. To this, the African Charter also recognises that there is a closely knitted 

relationship between the community, the rights, and the individual. The African Charter does 

this by stating that these rights are meaningful when exercised with regards to security, values, 

and community interests. This concept of human rights is the concept of Ubuntu/hunhu or 

human dignity (An-Naim & Deng, 2010). This, therefore, means that in an African context the 

rights of individuals are coined in relations within the community (Musa & Domatob, 2012). It, 

therefore, implies that the individual in as much as he or she has rights also has a duty and 

responsibility to the community. In an African community, a human being is human because 

of the existence of others (Mushishi, 2010; Raselekoane, 2010).  Hence, it is important to note 

that rights should be interpreted in an African context so that it is more appropriate to the 

context of the indigenous communities. 

 

Undie and Izugbara (2011) are of the view that with regards to marriage the issue of rights in 

an African context is legalised by the payment of lobola (bride price) which reassigns the rights 

of the women to the husband’s family. 

  

3.5.3 Rights-based approach to health 

 
A rights-based approach (RBA) emanates from treaties, pacts, and other international 

instruments that promote and recognise sexual rights. However, the inclusion of sexual and 

reproductive health issues through research has found a connection between sexual and 

reproductive health, individual health behaviour, and health outcomes (Berglas et al., 2014). 

According to the RBA, the government has the mandate to fulfil the citizens’ rights 
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(Beracochea et al., 2010). This, therefore, means that RBA moves beyond just legal 

entitlements through the promotion of development. RBA centres around four principles which 

are universality, accountability, participation, and equality, and non-discrimination (Branco, 

2016). Within the ambit of sexual and reproductive health, RBA offers another component as 

a social and cultural asset and more importantly as an ultimate right. It is also of paramount 

importance that the value that is created by this approach lies in the ability to create and 

enforce legal accountability for the respect of human rights by the state (Schuftan, 2016).   

 

 It is imperative to note that RBA is also a political process and also capacitates women to 

challenge their gender roles. Carella and Ackerly (2017) are of the view that RBA 

acknowledges the power imbalances that lie within relationships in society. Therefore, there 

is a need to challenge such an order from the perspective of the subordinated. However, 

scholars like Jacob (2010) are of the notion that to achieve this we need to realise that the 

rights of women are also rooted in social justice. Musto (2010) concurs with the above 

statement. But, this scholar goes further to state that the social justice struggle is deeply rooted 

in RBA. This means that RBA is based on collective action not just for individuals but for the 

state as well. 

 

RBA to health seeks not only to mainstream human rights but also emphasises the centrality 

of the respect and promotion of human rights for all, including women (Van der Ploeg & 

Vanclay 2017). Therefore, RBA is based on the idea that human rights and development are 

mutually reinforcing. Androff (2015) is of the view that the developments particularly in the field 

of health must complement a rights-based approach that encompasses the social 

determinants of health to reduce health disparities. The right to health entails a mandate by 

the government to create and maintain conditions that assist people to lead a healthy life. This 

point leads to the discussion by the United Nations about the critical identities of RBA. These 

include the argument that all programmes should promote international human rights, all 

developments must be founded on human rights law, and that all development efforts confer 

a duty on institutions such as the state to meet their obligations and rights-holders to claim 

their rights (Cockerham, 2016). Although there is not yet a universally accepted definition of 

the right to health, for this study, an RBA to health aims at the realisation of the right to health 

by achieving other closely related fundamental human rights. RBA also pays attention to 

tackling problems of discriminatory practices that hinder development. To further add to the 

above definition, scholars like Preetha (2016) state that RBA takes the side of those who suffer 

injustice by acknowledging their equal worth and dignity. It also emphasises on rights and 
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responsibilities wherein the state as the duty bearer has the mandate to ensure the health and 

well-being of the right holder. This is extremely important because the progress of any nation 

is dependent on the health of its citizens.  

 

RBA to health is seen at the forefront making explicit reference to human rights. Taket (2012) 

states that RBA has an emphasis on building capacity and does not employ the use of human 

rights after a violation has taken place. RBA prevents violations from taking place based on 

the principles of non-discrimination, participation, accountability, and transparency 

(Cockerham, 2016). Being able to uphold and enforce human rights is in itself a fundamental 

determinant of health. This RBA to health exists based on the condition that there exist 

frameworks and traditions of political, economic, and social rights (Durojaye, 2015; Yamin & 

Maleche 2017; O’Brien & Gwisai, 2017). To this Hunt (2016) adds that although the right to 

health is extensive, it is not as broad as the RBA. Therefore, looking at it through the wider 

lens of RBA can assist in developing a more comprehensive approach to health. The 

promotion and protection of human rights require clear efforts to pay attention to the social 

determinants of health. Therefore, the human rights movement should take into account the 

connection of social conditions such as poverty and discrimination and provide a lens from 

which to view health (Boyer, 2017). There exists a challenge to find, not only human rights 

that protect gender equality and health but also the rights that would aid in the provision of 

future remedies (Oluwu, 2014). It should be noted that the law that promotes and protects 

human rights and gender equality is found in nearly all the constitutions and also in 

international instruments to which Zimbabwe and South Africa are signatories. 

 

An RBA to sexual and reproductive health provides for the right to the attainment of the highest 

standard of health and proceeds to acknowledge biological differences among people as well 

as the difference in availability of resources between developed and developing countries 

(Todress, 2011). This, therefore, means that expecting the same results is impractical. Gruskin 

et al. (2010) argue that RBA to health highlights the inequalities between both sexes within 

the domain of sexual and reproductive rights. Therefore, adopting an RBA to health means 

that the policies and programmes will contribute to the fulfilment of human rights for all. At the 

national level, there is a requirement for countries to develop policies like national health plans 

to promote women’s right to sexual and reproductive rights. 
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RBA to health goes further by utilising the human rights standards that are laid out in 

international instruments that originate from the UHDR to guide policy analysis, legislation, 

programming, monitoring, and evaluation (Yamin & Maleche, 2017). As Sanghera et al. (2015) 

postulate, the New Global Strategy views the human rights-based approach as a derivative of 

accountability and it empowers women to assert their rights as well as to participate in 

decision-making.  

 

3.5.4 Gender mainstreaming in health 

 
Gender mainstreaming is a term used to refer to the promotion of equality among sexes in all 

aspects. Gender mainstreaming calls for an introduction of a gendered perspective in all 

spheres of life (European Institute of Gender Equality, 2015). It is also mentioned as a tool for 

gender and development (Karlson, 2016). However, the most widely accepted definition of 

gender mainstreaming is the one put forward by the United Nations Economic and Social 

Council (1997: 12) that:  

“Mainstreaming is a process of assessing the implications for men and 

women of any planned action including legislation, policies or programmes in 

all areas and at all levels. It is a strategy for making women’s as well as men’s 

concerns and experiences an integral dimension of the design, 

implementation, monitoring and evaluation of policies and programmes in all 

political and economic and societal spheres so that women and men benefit 

equally, and inequality is not perpetuated. The ultimate aim is to achieve 

gender equality.” 

 

The Women’s Health Council (2007) is of the view that the aim of gender mainstreaming in 

health is to ensure that gender equality is recognised as an important determinant of health. 

Furthermore, it should be able to make sure that gender inequality is not perpetuated by new 

policies and actions. The ultimate goal is to ensure the highest attainable standard of health 

for men and women. To further emphasise the above, the World Health Organisation’s Gender 

Policy states that the goal for gender mainstreaming in health-related matters is the 

contribution to healthier people utilising research, policies, and programmes which have a 

focus on gender and promote equality and equity as well (Ravindran & Kelkar-Khambete, 

2008). These scholars go further to state that gender mainstreaming in health rests on four 

key principles (Ravinran & Kellar-Khambete, 2008:123) which are:  
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“…health as human rights, equity in health grounded on principles of social 

justice and human rights, gender is seen as social relations of inequality 

between men and women intersecting with other sources of inequality and 

democratic participation as necessary for meeting the objectives of equity, 

social justice and health rights defence effectively and sustainably.” 

 

According to Rahman (2017), gender mainstreaming is an important approach for social 

justice and protecting the human rights for both sexes to obtain other social and economic 

goals while at the same time challenging the status quo. The main goal is to achieve gender 

equality. According to Sridharan et al. (2016), gender mainstreaming is not about adding 

woman’s factor, but it takes a step further in promoting the participation of women and brings 

their experiences to assist in planning for development. Magar (2015) states that gender 

mainstreaming demands actions that will eliminate inequalities in both policy and practice 

while at the same time ensuring that universal health coverage and financial measure includes 

those that are subordinated. Tolhurt et al. (2012) posit that gender mainstreaming has been 

accepted as the method in which to protect and promote gender equality in health globally. 

What this simply means is that gender equality is a systematic approach that includes gender 

mainstreaming into policies and programmes. Men and women have different health problems 

(Diehl et al., 2009). This is important because gender roles influence health-seeking 

behaviour. Gender mainstreaming, therefore, goes beyond the aspects such as discrimination 

within society, roles assigned to genders culturally, and status based on sex (Piang et al., 

2010). It is imperative that gender mainstreaming within the area of sexual and reproductive 

health programmes must include topics such as child-bearing as well as contraceptive 

assistance for men as well.  

 

Advancing gender equality is a requirement of RBA so that gender mainstreaming can be 

realised (World Health Organisation, 2016). The combination of RBA and gender 

mainstreaming assists in upholding the commitments of the SDGs. Sen and Ostlin (2009) are 

of the view that the way society values men and women and also the expected ways of 

behaviour of both sexes influence the risk of developing risk programmes as well as health 

outcomes. This is the case because there exist patriarchal norms in society that do not give 

women the right to make decisions concerning their sexual and reproductive health which in 

turn exposes them to mortality (Beek et al., 2017). This may be through STIs, forced sexual 

intercourse, or even death due to unsafe abortions because abortion is illegal in Zimbabwe. 

With this said, it is important to note how Vardanyan (2014) stresses that gender 
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mainstreaming gender should focus both on context and content. It should also highlight the 

different needs and problems of women so that different policies and practices are not based 

on discrimination. This, therefore, brings to light how gender mainstreaming has brought 

attention to major power dynamics among genders (Mabunza et al., 2014; Thobejane et al., 

2017). 

 

There are two main approaches to gender equality that are accepted globally. The first one is 

the Operational Gender Mainstreaming Approach. This approach seeks to address inequality 

and non-discrimination by way of applying tools of gender impact analysis. It is viewed as a 

systematic mainstreaming of the actions that aid in balancing power between sexes through 

policy development and programming (World Health Organisation, 2009). The second 

approach is known as the Institutional Gender Mainstreaming. This approach looks at 

administrative issues within organisations and institutions so that gender equality is promoted 

through policy implementations (National Women’s Council of Ireland, 2014). Furthermore, 

Mannell (2017) states that institutional and operational mainstreaming are processes that are 

both important for achieving equity in health. The two approaches help to fulfil the ultimate 

goal of gender mainstreaming which is the attainment of equality among men and women. 

 

It is of paramount importance to thoroughly breakdown the components of gender equality in 

this study. Gender mainstreaming does not only concern itself with the health of women only. 

It is also a process of identifying and dealing with the health of both sexes. Gender 

mainstreaming as a strategy promotes equality through legitimising differences between men 

and women so that providing opportunities that mean the same becomes the strategy that is 

worth pursuing (Sanchez-Lopez & Liminana-Grass, 2016). Within the ambit of gender 

mainstreaming in health, it means to engineer gender aspects in health needs and priorities 

as well as the obstacles that hinder the achievement of universal access to health. Therefore, 

it is a symbol of what a modern gender equality structure should be (Bendl & Schmidt, 2013; 

Lamprell et al., 2015). This brings Bacchi and Eveline (2010) to the conclusion that gender 

mainstreaming is an equality policy that complements existing policies on equality.  

 

3.5.5 Culture 

 
This study analyses the effects of customary marriages on the sexual and reproductive health 

rights of young women with special reference to the cultural practices that are conducted within 
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customary marriages.  It is therefore of paramount importance to have a detailed discussion 

of what culture is and how it positions women in society. According to Ngubane (2010), culture 

emanates as a result of behaviours people learn through social interactions which makes a 

group unique through the observance of those norms or practices. To this Idang (2015) states 

that culture marks people out from other societies and negative dimensions of culture need to 

be done away with as these hinder progress in society. Culture focuses on the way of life of a 

particular group. Nations around the world have their own cultures that connect communities 

and individuals. Culture helps individuals to connect with other people who share the same 

mind-set, values, history, and beliefs. Culture is important for both individuals and the 

communities because it contributes to the building of a person’s identity, self-esteem and it 

also promotes social cohesion. Wadesango et al., (2011) are of the view that every social 

grouping is characterised by the observance of certain cultural beliefs that guide members of 

a group on how to behave or live. Therefore, culture is like a fabric made up of different threads 

and some of these threads represent customs and practices. In a patriarchal society, these 

customs and practices are shaped in a way that creates and endorses the dominant position 

of men and the subservient position of women in society. 

 

When it comes to women, culture as a way of life is interpreted very narrowly by those in the 

position of power (Tamale, 2011). For this reason, African feminists vehemently argue that 

culture is one of the areas that pose obstacles for women. Teays et al. (2014) are of the view 

that rationality and morality are an important component of culture and that no human culture 

is possible in the absence of these. Human rights also include morality which is a tool for 

behaviour change in the modern world.  

 

The committee on ESCR has commented on cultural rights stating how culture is a broad 

concept that includes all indicators on how human beings must exist and also that cultural life 

explicitly refers to culture as a process that is evolving (Nyarango et al., 2017).  Culture is not 

a static phenomenon, but the problem lies in how people perceive it and to what extent have 

people decided to preserve it. Gyekye (1997) thinks that the way people preserve a practice 

in whole or partially depends on the attitude of people towards it. This, therefore, means that 

the continuity of culture depends on the perceptions as generations come. Nzegwu (2006) 

concurs and further emphasises the notion by Gyekye that customs are evolving and no longer 

exist purely in their old form. This means that our focus should be on the attitudes and values 

that the individuals employ when interpreting these customs. Culture on its own is not a bad 
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thing. But the way human beings have decided to perceive culture and observe it could be the 

problem.   

 

3.5.6 Cultural position of women in the African context 

 
The position of women in Africa is, to a great extent, in line with what is stated in the Bible. In 

Genesis 3 verse 16 it is stated that: 

 “To the woman I will surely multiply your pain in childbearing, in pain you 

shall bring forth children. Your desire shall be for your husband, and he shall 

rule over you”  

(The Holy Bible English Standard Version, 2013:3).  

 

Sociologists view the above verse as a justification for positioning women in a certain way in 

society. In many African cultures, women are considered second-class citizens who should 

always be subordinate to men. The differentiation in treatment between sexes starts at birth 

and continues throughout the life of a woman (Omaswa & Crisp, 2014). There are biological 

differences between men and women. But, in most societies, culture dictates terms rather than 

biology (Connell, 2008). In every society, people place a high value on culture. Thus, culture 

makes it possible for men to dictate and have control over nature. It is clear that this patriarchal 

thinking is informed and anchor on the pronouncement as stated in the above-cited bible 

verse. In other words, culture has been influenced by the Bible such that it accords women a 

lower status than that of men. This means that the bible and culture are contributors to the 

undermining of the status of women in society.   

 

Patriarchy in most African countries socialises women into believing that they are subordinate 

to men. Patriarchy is rooted in the Biblical story of creation, where Eve is said to be a product 

made from Adam’s rib. From this context, a woman is seen as nothing but just part of a man. 

Such doctrine tends to relegate women to subordinate positions both in the church and the 

family. This view promotes the notion that shows women as second-class citizens women 

because they are nothing but God’s last piece of creation. Ngubane (2010) is of the view that 

a traditional South African family is patriarchal because men are considered as the heads of 

the family whereas women should obey the authority of men. Similarly, there is also an 

existence of unequal gender relations in the Shona culture. These unbalanced relations lead 
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to devastating results in young women’s sexual and reproductive health rights. This is 

apparent in the relations between spouses in the sexual and reproductive health domain. Men 

put themselves in a position of privilege in culture (Mapuranga, 2012) while women are 

expected to be submissive even in the face of the possible danger of contracting HIV or a 

threat to their sexual health.  

 

Some African cultures pose a threat to women’s sexual and reproductive health since women 

find it extremely difficult to voice their concerns with their spouses since they are expected to 

obey and be submissive to the authority of their husbands as dictated by the Bible and culture. 

According to Vambe and Mupfariseni (2011), when a woman is limited to only domestic duties, 

it creates an opportunity for men to take advantage of the fate of women and suppress them 

by viewing them as less productive. For this reason, the gap of inequality between men and 

women continues to widen in African societies. These cultural practices make it difficult for 

women to report on the injustices they face at home and within the community. Gender 

ideologies act as a powerful tool for reinforcing the domination particularly of men over women 

which is shaped by the social experiences of men and women (Rwafa, 2016). African women 

are socialised to submit to men as they are the heads of the family. These cultural practices 

authenticate the inequality between sexes in most African societies. 

  

Hartmann et al. (2016) state that harmful gender norms and practices which perpetuate male 

dominance, culminating in the neglect of human rights. Male dominance has often led to the 

disregard and undermining of women’s rights. This often brings about negative health 

outcomes for women since they are denied opportunities to exercise their rights. This is 

because of the patriarchal systems in most societies across the world. Patriarchy is one of the 

biggest impediments to women’s advancement and development. In patriarchal terms, women 

are seen as biologically inferior when compared with men. This view allows society to assign 

different and subservient roles to women. Hence, patriarchal systems in most societies justify 

male dominance and female inferiority based on their biological make-up (Mapuranga, 2012). 

  

Feminists critique patriarchy in their quest to understand women’s realities in society. They 

posit that the degree of patriarchy in each society reflects the extent of the control men has 

over women as reproductive beings. Thus, women are often overlooked in higher and powerful 

positions in patriarchal societies (Kruger et al., 2014). Feminists view patriarchy as one of the 

strategies men use to oppress and deny women opportunities to develop. Thus, feminists are 
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a united front against patriarchy to liberate women from subjugation (Ahikire et al., 2015). 

Feminists oppose social systems which regard men as the source of authority and women as 

merely submissive objects.  

 

Patriarchy is a social system that produced a culture which moulds people into accepting that, 

even though humans are social beings, men are dominant, and women are submissive 

(Serpa, 2016). This, therefore, means that culture has certain rules that are at some point 

against the law. This is the case because of the cultural norms which put women at a 

disadvantage since such cultural norms do not accord women the same status as men. 

 

Women are relegated to positions of inferiority in many African societies and this leads to 

inequality among genders. Gender equality is one of the fundamental human rights. Gender 

equality is a situation wherein men and women have equal conditions for the realisation of 

their potential to equally contribute and benefit from human development (Kemi & Jenyo, 

2016). According to the Australian Government (2016), gender equality is all about equal 

opportunities which can be hindered by the ongoing discrimination or weakness in laws, 

policies, and relations in societies which normalise inequality. Gender equality means 

expanding the freedoms in life for equality to be achieved without sacrificing male and female 

gains (United States Agency for International Development, 2012). Therefore, the causes of 

discrimination must be identified and eliminated to give both men and women equal chances. 

Durojaye et al. (2014) are of the view that mainstreaming gender is an important development 

strategy that can also be used to promote the position of women in society.   

 

3.6 Marriage 

 
3.6.1 What is a marriage 

 
Marriage is the uppermost form of cooperation between human beings. It can be agreed that 

the definition of what marriage has two different views, that is the conjugal view and the 

revisionist view. According to Girgis et al. (2012), from a conjugal point of view marriage is a 

heterosexual union wherein two people commit to each other and naturally bear and rear 

children and the union is renewed by conjugal acts which unite them as a reproductive unit. 

Girgis et al. (2012) go further to state the revisionist view of marriage as encompassing a union 

between spouses who share the entitlements of love which are affection, romance, and 
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sharing the burdens of life. Therefore, a marriage bears some obligations on both spouses.  

In the same vein, Anderson (2013) states that a marriage intersects conjugal rights and love, 

a man and a woman and a result of this union is a child who now connects them as mom and 

dad. Van Zyl (n.d) concurs with the above definitions but goes on to add how a marriage 

shapes an individual’s identity in society. Marriage is a gendered institution of fidelity, 

reproduction, and authority that impacts differently on genders. Jackson (2012) postulates that 

the rights, obligations, and expectations in marriage bring about specific gendered divisions 

of sexual and reproductive rights as well as labour. Despite the form it takes, marriage is an 

important tool in shaping how gender is construed (Ryle, 2015). Given this enormous strength 

of marriage amongst people in society as a cultural ideal, the functioning and how women 

relate and behave is mediated by marriage. For Africans marriage is the focus of survival and 

it seems to define success. This is in line with marriages in an African context that respond to 

the needs of the society. Marriage cuts across the dimensions of one man and one wife 

through uniting two families as well as the communities from which the spouses hail (Nkosi, 

2007; Fikiri, 2016). In this study, the only marriage that will be referred to is heterosexual. 

 

3.6.2 Customary marriage 

 
The Recognition of Customary Marriages Act (RCMA)120 of 1998 defines a customary 

marriage as a marriage conducted under customary law. However, Fenrich et al. (2011) state 

that there is no well-defined definition of what customary law is. But there is some agreement 

as to what it entails which is morals, values, and traditions of ethnic groups. It should be noted 

that these values are passed down from one generation to the next.  Section 35 of the Black 

Administration Act 38 of 1927 referred to a customary marriage as a union or an association 

of a man and a woman in a conjugal relationship under black custom. The Zimbabwean 

Constitution, Amendment 20 of 2013, defines marriage as an agreement between a man and 

a woman who has attained the majority age (18). In Zimbabwe, the Customary Marriages Act 

of 1951, does not make provisions for the minimum age of marriage. Religious and traditional 

groups take advantage of this Act. Hence, parents marry off their children because there is no 

specific age limit stipulated in the Act. However, this compromises human rights 

(Nyamadzawo, 2015).   
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3.6.2.1 Shona customary marriages 
 
Culture has a way of influencing the behaviour of people and their perceptions as well. 

However, with the advent of Christianity, it has also shaped how people think and act. It was 

held by Machingura (2012) that the Bible has also been used as a tool to add to how the 

Shona culture perceives women. As a result, in Shona culture women are expected to be 

submissive. Yet men are traditionally and religiously the ones that dominate and control within 

a marriage. Furthermore, in 1 Corinthians 7 verse 4 “see your body is mine to do with it what 

I want. So, you have to do what I say.” This text has been used to justify the cultural beliefs 

that subordinate women to men. Anderson (2008:41) poses a very interesting question that 

“Should a wife submit to everything her husband wants her to do sexually? No, neither spouse 

has the right to violate the conscience of the other…..” To this Brennen (2011) argues that 

there is a need to understand what was going on in Paul’s mind when he wrote this about the 

natural sexual role of spouses in healthy relationships. The Bible therefore is used to make 

women submit through the usage of what God expects from them. It is also important to note 

that the Bible constantly refers to the woman as the church and the husband as God. 

Therefore, one can conclude that Paul tended to make an example using this scenario. 

Christianity has greatly grown in Zimbabwe. But it has not completely altered some customary 

practices like the way marriages are conducted in the Shona culture. With this being said, the 

researcher argues that culture is responsible for some of the issues and obstacles faced by 

women particularly married women in the social arena.  

 

Traditionally, for the Shona, marriage is not only between the spouses but between the 

families. The study investigates the effects of customary marriages on young women’s sexual 

and reproductive health rights in Concession, Zimbabwe. The Shona people are an ethnic 

group in Zimbabwe which constitutes 85% of the population (Tatira, 2016). Marriage is the 

destination in society for every woman. Therefore, society places an obligation on the woman 

without placing an obligation on the man (Chikura, 2016). This is engraved into the minds of 

women through culture and it leads to mental enslavement of the woman who surrenders. The 

way that women in Shona marriages conduct themselves is regulated by a set of moral 

standards that are engraved in the mind of a Shona woman (Mouton et al., 2015). This kind 

of Shona marriage awards the husband with exclusive sexual rights over his wife (Mukonyora, 

2007; Jackson, 2012). Marriage is a place wherein Shona women have faced many 

challenges socially and economically. Women have cried out that the Shona cultural practices 

do not meet the human rights standards set internationally even though Zimbabwe is a 
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signatory to the SADC Declaration on Gender and Development (Maguraushe & Mukuhlani, 

2014). Instead, women have been suffering from oppression within marriages.  

 

In the traditional Shona custom, a man can have as many wives as he desires. Machingaura 

(2011) states that the practice of polygamy is acceptable, and spouses can operate within it 

and it is also a great social asset. Shona culture is also patriarchal. However, as will be 

revealed later in this chapter, polygamy is detrimental to the sexual and reproductive health 

rights of young women. Unfortunately, marriage seems not to have provided women with the 

protection that they need in sexual domains from HIV/STIs. Chitando (2011) sadly notes that 

the HIV epidemic has been important in bringing to light the challenges that women face 

especially those that are related to lack of power and gender.  

 

Mhaka (2011) concurs with the above notion in a study wherein one of the participants stated 

how she knew about her husband’s promiscuity. But she lacked the courage to negotiate for 

safer sex because she was married. This means that women are not empowered in sexual 

matters (Maree, 2010; Chimbandi, 2014). This response clearly shows that the Shona culture 

does little to fully empower women in marriages concerning sexual matters. Traditionally, it is 

culturally immoral for women to discuss sexual matters openly without them being labelled as 

immoral or uncultured. According to Shamu et al. (2012), in a conducted study the participants 

articulated how condoms are linked with lack of trust, love, and respect. Another finding of the 

study was the lack of power in women to negotiate for condom use. To add on a focus group 

discussion conducted from a male group discussion that when a wife refuses sexual 

advances, the man is seen as if he has lost control over the sexual relationship (Pearson & 

Makadzange 2008; Mugweni et al., 2012). Popular Shona sayings like “musha mukadzi”, 

which simply means a “home exists because of the woman”, are invoked to convince women 

to stay in their marriages and endure even the violations of their sexual and reproductive 

health rights. There are some other popular cultural beliefs that celebrate masculinity, for 

example, the Shona saying that “murume ibhuru rinoonekwa nemavanga- a man is a bull 

when it is seen with the battle scars”. This means that the scars manifest themselves when 

men engage in extra-marital affairs which expose their wives to diseases that threaten sexual 

and reproductive health right (Machingura, 2012). Therefore, marriage is an arena wherein 

men want to demonstrate control over the women under the guise of culture.  
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One cannot sufficiently discuss the cultural fabric of the Zimbabwean society without 

discussing the concept of hunhu/Ubuntu. According to Mawere and Mubaya (2016) and 

Mutangi (2016), hunhu has been highly praised for the way it places importance on human 

solidarity. Sibanda (2014) adds that a person with hunhu adheres to the African culture, the 

expectations that arise from it, and maintains the identity of an African. It is therefore 

perplexing how this concept allows trampling on a certain gender’s rights. 

 

3.6.2.2 Venda customary marriages 
 
Traditional marriages in Venda involve the payment of bride price known as mamalo in 

Tshivenda which is in the form of cattle or money that is paid to the family of the bride.  Just 

like in many African cultures, paying mamalo is seen as a transference of the reproductive 

rights of the woman to the husband’s family (Mulaudzi, 2007). To this Raliphada-Mulaudzi 

(1982) states that the payment of mamalo further promotes the subordination of women which 

in turn limits their ability to negotiate for safer sex in a marriage. In the Tshivenda culture, the 

payment of mamalo assists in cementing a relationship between two families, and it is a 

gesture of gratitude for looking after the bride.  

 

According to Raphalalani and Musehane (2013), Vhavenda have a lot of arranged marriages 

in which an obligation rests on the parents to look for a suitable suitor and also to train their 

children to be desirable marriage partners. Romantic love is considered irrelevant, but the 

needs of the family must be put first. Just like many African cultures, in a Venda marriage 

procreation is never left to an individual in the traditional African society but there is always an 

intervention from the family (Baloyi, 2010). This shows that the Tshivenda marriage too is 

patriarchal and this can have detrimental effects on the sexual and reproductive health of 

young women.  

 

Traditionally in the Venda culture, the wife is a resilient person in the face of major offences. 

Ramuthaga (2002) posits that women must not disagree with their husbands. There is an 

accepted attitude towards a husband that is unfaithful which is accepted by phrases that depict 

a picture of how men are. However, this attitude cannot be tolerated by the more modern 

women who are more assertive about their rights because they are learned.  
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3.6.3 Lobola/ roora/ mamalo 

 
As stated during the discussion of the theoretical framework, the radical feminist theory has 

been employed in this study to determine the difference in reproduction which is reinforced by 

the cultural practice of lobola or roora payment system and the bearing it has on gender power 

dynamics.  

 

Lobola/roora/mamalo is bride price (wealth). It is an essential ingredient of a customary 

marriage. Therefore, the absence of this makes the marriage void ab initio (Wille, 2007). 

Mngena and Ndhlovu (2013) went further to state that an African marriage without the payment 

of bride wealth can be viewed as cohabitation or just casual sex. Dlamini in Posel et al. (2011) 

define lobola or roora or mamalo in Shona as bride price in the form of cattle paid to the family 

of the prospective wife in an African society which links the reproductive labour and the 

relationship created between the families. However, because of the dynamic change in 

culture, in Zimbabwean marriages have also employed the use of money as payment of 

lobola/roora. Mazibuko (2016) is of the view that lobolo enforces the subordination of women 

because it can be viewed that the husband has bought his wife, her labour and sexuality. In 

the case of Meesadoosa v Links (1915), the learned judge held that the payment of 

bridewealth should not be tolerated as it is a quid pro quo for the acquisition of rights over the 

woman who should also be respected with the same legal equality as men. 

Lobola/roora/mamalo makes a woman a subject matter of the negotiations and within these 

relations is how the subordination of women culminates (Musandirire, 2016).  

 

In 1991, Zimbabwe ratified CEDAW, and lobola/roora is no longer a legal requirement for a 

customary marriage. In a scenario, wherein the bridewealth is so high, virginity is placed on 

high value and family members tend to want to control the young women to achieve this thus 

controlling the marriage patterns of the young woman (Mawere & Mawere, 2010). This, 

therefore, means that all family members have an interest in the marriage and can also 

influence the married couple. Chabata (2012) and Khomari et al. (2012) posit that the increase 

in violence against women is sometimes connected with the large amounts of money paid by 

men as lobola/roora/mamalo. Violence is used to gain control over women even in decisions 

regarding sex, health, and fertility (Odimegwu et al., 2015). Reiterating the above point, Ndulo 

(2011:94) is of the opinion that “lobola has become what Westerners alleged as a bride-price 

and has ceased to be a source of African pride.” This contributes to the control of women by 

men. Kambarami (2006) postulates that lobola/roora/mamalo gives a man all the rights and to 
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the woman, all the fundamental freedoms are taken away. The author goes further to state 

that in situations where the lobola/roora/mamalo is high, the woman is viewed as an acquired 

property. She concludes that roora is part and parcel of the Shona society which is patriarchal 

in its very nature and culminates in inequality which places the woman in an inferior position. 

Kambarami (2006) therefore views lobola/roora as a tool for perpetuating patriarchy which 

undermines and marginalises women. With this view, lobola dehumanises women by viewing 

them as commodities. The above depicts the negative aspects of lobola/roora/mamalo. 

However, there is a positive side of lobola/roora/mamalo.  

 

Additionally, lobala/roora in its nature is patriarchal and results in oppression of women by 

men (Kambarami, 2006; United Nations Children’s Fund, 2007; Townsend, 2008; Chireshe & 

Chireshe, 2010). This custom has been abused among families. In this regard 

lobola/roora/mamalo is seen as a place where oppression of women emanates and it has 

turned out to be a source of concern. It can be argued that lobola is suppressive and it violates 

the bodily integrity of the woman by treating her as a commodity (Chireshe, 2015). To this 

Chitakure (2016) states that a married woman is considered lost because she no longer owns 

her reproductive capacity as it now belongs to her husband. The fact that lobola/roora/mamalo 

links with reproduction gives men the idea that they can control the reproductive decisions 

after the payment of the bride-wealth. This results in some of the men even refusing to practice 

safe sex (Wojcicki, Van der Straten & Padian, 2010). It is, therefore, of paramount importance 

to examine whether lobola/roora/mamalo violates the equality and human dignity of women. 

This is how women are also stripped of control over their sexual and reproductive health rights. 

Customary marriages in Zimbabwe and South Africa, also allow men to practice polygamy.  

Wives in polygamous relationships have little or no control over their sexual behaviour or that 

of the other members in the circle (Mswela, 2009). Polygamy places women at a high risk of 

contracting sexually transmitted diseases. However, according to Chireshe and Chireshe 

(2010), lobola/roora is a stabilising factor and offers status to women and makes the children 

born in the union legitimate. It can be a guarantee of good faith. 

 

3.7 Customary marriages on young women’s sexual and reproductive health rights 

 
For this study, only cultural practices such as wife inheritance and polygamy have been 

discussed to determine their effect on young women’s sexual and reproductive health rights 

in customary marriages.  
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3.7.1 Wife inheritance 

 
Losing a spouse is a moment that one faces devastation which leaves one feeling abandoned. 

The concept of wife inheritance was meant to safeguard a stranger into the family who might 

introduce alien offsprings into the family whose demeanour could be perceived as contrary to 

what is expected of in the family (Gunga, 2009). Therefore, the inheritor is in place to serve 

as the widow's only legitimate partner that is chosen by the family. According to Conroy (2011), 

traditional practices have become a cause for concern in the international community for the 

mere fact that it has a detrimental effect on the rights of women and girls. The unending 

patriarchal system in Zimbabwe and South Africa worsens the tension. The dominance of 

males is present in the practice of levirate marriages commonly known as wife inheritance. 

However, in Zimbabwe and South Africa, no legislation specifically prohibits wife inheritance. 

The only available recourse depends on the action that the family of the husband would have 

taken in a bid to compel the widow to abide by the custom. Several risks are associated with 

this type of practice which will be apparent as the discussions unfold. 

 

In levirate marriages, the risk factors for contracting and transmitting HIV attributed to wife 

inheritance is that the inheritors usually have more than one sexual partner, therefore, this 

creates a sexual web. In most Sub-Saharan countries, wife inheritance arrangement often 

requires a widow to be sexually active with the inheritor in the face of the HIV crisis which 

places women at a greater risk of infection (Conroy, 2011; Doosuur & Arome, 2013). In a study 

conducted by Oluoch and Nyongesa (2013), the researchers noted that wife inheritance in 

Sub-Saharan Africa is one of the contributors to the spread of HIV/AIDS. To this, Ikpeze (2015) 

asserts that it is impossible for the widow or the wife of the inheritor to demand an HIV test 

because of the major fact that there are multiple sex partners involved as the woman lacks 

control over her own body.  

 

In such a scenario, there is a low rate of condom usage as the widows are compelled to comply 

with the arrangement out of desperation. Therefore, this can be viewed as a willingness to 

engage in risky sexual behaviour (Hildebrand & Lewis, 2013). It is of paramount importance 

to note that abstinence or condom use is not practicable in levirate marriages as they bear the 

same expectations as in any cultural marriage. To this Perry et al. (2014) opines that 

abstinence is almost impossible because of the fear of the widow to be victimised for the failure 

to adhere to the cultural sexual ritual as well as the pressure to adhere to the rituals and 

possibly to conceive a child, therefore condom use is impossible. According to the World Bank 
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(2007), a woman is well within her rights to refuse this kind of marriage. But because there is 

great pressure in society to comply this, in turn, promotes the subordination of women to men. 

  

Having mentioned the above, one can conclude that African women are not in control of their 

bodies because culturally women are viewed as properties.  It should be noted that except in 

the case of an old woman, wife inheritance comes with sexual expectations. Therefore, the 

widow is under pressure to bear children for the inheritor. Ikpeze (2015) states that the 

obligation of a woman having to bear children even if she has passed her childbearing years 

places the reproductive health of a woman at great risk.   

 

Levirate marriages violate the constitutional rights of women such as the right to dignity, non-

discrimination, and reproductive health. Durojaye (2015) and Oluwakemi (2017) are of the 

view that this practice exhibits injustice done to women for the mere fact that women are 

inferior to men and therefore women suffer injustices and certain other pressures such as the 

bearing of children.  

 

3.7.2 Polygamy 

 
Polygamy can be defined as a social custom that people follow (McMahon, 2013). Mukhuba 

(2017) defines polygamy as a marriage wherein a man has more than one wife. According to 

Greek origins, it is a marriage wherein a man can simultaneously have more than one wife 

(Gwirayi, 2017). The prevalence and distribution of polygamy within the African cultures are 

widespread and different among social status, class, education, and geographical location 

(Ozer, Orhan & Ekerbicer, 2013; Gwirayi, 2016). The reasons for polygamy vary from country 

to country in all the communities in Africa. However, Baloyi (2013) states that one of the 

reasons why polygamy is still being practiced is that it is regarded as a solution to avoiding 

infertility even though the man can also be infertile (Al-Krenawi, 2010).  

 

According to Strauss (2012), polygamist communities have strict gender impositions on 

women which in some cases restrict women’s educational opportunities so that marriage 

becomes their only means of support. Smith (2007) contends that gender roles and relations 

bear an influence on the perceptions and the practice of polygamy. As a result, it shapes the 

vulnerability of women to HIV through sexual relations due to the risk-taking behaviour of men. 
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Religion and gender relations shape the experiences within and outside marital unions (Saddiq 

et al., 2010). This, therefore, means that there is a strong connection between the way people 

are bound to behave in marriages and their vulnerability to HIV and STIs. 

 

In Zimbabwe and South Africa, there are two types of customary marriages. These are 

registered and unregistered customary marriages. Thobejane (2016) states that the two types 

of customary marriages in Zimbabwe are the registered customary marriage which in terms of 

the law is governed by the Customary Marriages Act (Chapter 5:7).  This Act allows a man to 

marry many wives. The second one is an unregistered customary marriage. Under the 

Customary Marriages Act (Chapter 5:07), the husband has no obligation to inform his other 

wife of the intention to take another wife (Thobejane & Takayindisa, 2014).  In South Africa, 

customary marriages, both registered and unregistered, are prescribed under the Recognition 

of Customary Marriages Act 120 of 1998. 

 

The disadvantage of polygamy is that once one of the sexual partners in this union is infected 

all the other members in the union are at great risk of getting infected (Mapuranga, 2010). 

Therefore, in this union, an injury to one is an injury to all. The vast body of literature in the 

area of human rights is strongly against polygamy as this robs women of their fundamental 

rights (Jonas, 2012; Mubangizi, 2012) which in most cases places women at a very huge risk 

of contracting HIV. There is an undeniable link between polygamy and HIV. For the mere fact 

that there are multiple partners involved, there are higher chances of being infected coupled 

with the fact that women have a more susceptible membrane which increases the chances of 

infection. In most cases, women in a polygamous marriage compete amongst themselves to 

have more children which in itself can pose a threat to their health. Women who are in 

polygamous marriages cannot even negotiate for condom use. Mwambene (2010) is of the 

view that a woman in a polygamous marriage cannot assert her rights due to the fear of being 

labelled an outcast. Siringi (2010) and Nyathikazi (2013) posit that women in polygamous 

marriages show no interest in condom use hence polygamy does more harm than good as it 

contributes to the spread of HIV/AIDS. 

  

The human rights that are always infringed when people practice polygamy include the right 

to non-discrimination and the right to dignity which in some cases countries do not consider 

compelling enough to justify criminalising plural marriages (Gaffney-Rhys, 2012).  Polygamy 

also relegates women to reproductive and service roles (Cook & Kelly, 2006) because the 
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man puts immense pressure on the first wife to perform even if it threatens her reproductive 

health. Polygamy violates the principle of consent amongst spouses (Tadesse, 2015) and it 

can also cause violence among spouses. Reiners and Watkins (2010) and Jonas (2012) are 

of the view that men can use polygamy as a weapon to threaten women into submitting and 

not asserting their rights in a marriage. Polygamy is another key feature that works against 

child spacing. Cherry and Dillon (2014) postulate that husbands are the ones that traditionally 

make all decisions regarding the number of children as well as when and if to have children. 

This places women in a precarious position.  

 

Female genital mutilation (FGM) is one of the harms associated with polygamy. Gaffney-Rhys 

(2011) is of the notion that many African societies that practice polygamy, also engage in 

harmful traditional practices such as female genital mutilation. This is because polygamy is a 

cultural practice.  Therefore, it is also a societal way of life. The reasons behind female genital 

mutilation vary from community to community. But, it tends to be a mixture of social and 

cultural factors. Female genital mutilation (FGM) amounts to sexually defined physical 

damage of the extreme kind, with irreversible consequences which are mostly done for male 

sexual gratification (Muteshi et al., 2016). Among the reasons behind FGM, is ensuring 

virginity at marriage, through the suppression of a woman’s sexual desires, while enhancing 

the social acceptance of women who undergo this ritual and adhere to cultural or religious 

practices (Committee on the Status of Women, 2007).  

 

The practice of female genital mutilation is generally regarded as inhuman and unhygienic 

because it is undertaken without the use of anaesthetics. It is even worse because it is often 

performed by individuals who did not undergo any surgical training. According to the World 

Health Organization (2016), this practice, unfortunately, involves the use of mixtures of local 

herbs, earth, cow dung, ash, or butter to treat the wound. Unfortunately, unsterilized and blunt 

instruments are used on the girls. This exposes girls to the risk of contracting HIV and AIDS 

and other infectious diseases, consequently, violating their sexual and reproductive health 

rights (World Health Organization, 2016). 

 

3.8 Sexual relationship power  

 
The sexual relationship varies from context to context therefore, it is difficult to measure. A 

study conducted by Conroy (2011) in Malawi revealed that men proved higher levels of 
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relationship power than women in all spheres except for communication. A study conducted 

on Latina women indicates that higher levels of safe sex communication result in superior 

power in relationships that play a major role in sexual activities (Mastuda et al., 2014; Ramirez-

Ortiz et al., 2018; Luft et al., 2020). A plethora of literature indicates that gender power has a 

bearing on negative or positive sexual and reproductive health behaviour outcome (Raiford, 

Seth & DiClemente, 2013; Haberland, 2015).  

 

The social dominance theory is of the view that the groups in society that are at a disadvantage 

experience a lot of discrimination due to how our societies are ranked based on gender and 

class (Sidanius et al., 2004). In sexual relations, power has been described as the ability to 

act autonomously and being able to influence the decisions others make (Saasa & Mowbray, 

2019). Scholars like Pratto and Walker (2004), Filson et al. (2010), and Klomegah (2011) state 

that how the use of force and violence, sexual harassment, and even emotional abuse are the 

first bases of gendered power as they aid in the maintenance of hierarchal power between 

men and women. Rosenthal and Levy (2010) postulate that social obligations such as 

caregiving duties that are expected from women is also another site of gendered power. An 

obligation is placed on women and not on men to provide care and to nurture. This concurs 

with the sex role theory that emphasises on the nurturing role of women. Acceptance by 

women of this role makes them vulnerable to HIV/AIDS as it reduces their power to protect 

themselves.  

 

A study conducted in South Africa by Jewkes et al. (2010) revealed that low levels of 

relationship power in women are associated with HIV infection and there is a high prevalence 

of intimate partner violence in those relationships which results in negative health outcomes. 

Particularly in Africa, the main channel for HIV/AIDS is a high prevalence of unprotected sex 

and multiple sex partners with women are more likely to be infected than men because men 

refuse to use condoms and women lack negotiation power for safe sex (Mchombu & 

Mchombu, 2007). In response to the increased rate of the vulnerability of women to HIV/AIDS, 

the international community has called for interventions to empower women to improve 

functional aspects of power especially in the area of sexual decision-making (Higgins et al., 

2010; Conroy, 2011).  

 

A study that was conducted in Zambia highlights that limited power women possess in intimate 

relationships is endorsed by patriarchy, culture, and normalising males to have multiple sex 
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partners (Butts et al., 2017). These notions can provide a hindrance encourage safe sexual 

behaviours among men. To this, Hatcher et al. (2012), Siedner et al. (2012), and McMahon et 

al. (2015) put it forward that power imbalances caused by gender differences in sexual 

relationships can adversely affect the physical, mental, sexual, and reproductive health of 

women. According to Blanc (2001), power imbalances are linked to health in that they directly 

influence the access of women to health information, they are closely associated with violence 

and they influence the use of health services. Direct effects are visible in how women can 

negotiate for safe sex through condom use and preventing sexually transmitted diseases 

(Woolf & Maisto, 2008).  

 

In patriarchal societies which is typically a characteristic of societies in Africa, hegemonic 

masculinity is emphasised (Connell, 2005) men are expected to take up the role of 

breadwinner and making decisions. Men who fail to take up those social roles may end up 

feeling that their roles being undermined (Lennon, Stewart & Ledermann, 2012; Cheung et al., 

2019). Therefore, they might end up having compensatory behaviour to make up for the loss 

of control in other spheres of life. The theory of gender power when it is applied within the 

context of HIV/AIDS and STIs holds that gendered power inequities which are in society and 

in relationships between men and women where regulations on sexual relationships are 

exerted by men (Buelna, Ulloa & Ulibarri, 2009). Power in the relationship included deciding 

to use condoms, when and if to have sex, and the type of sexual intimacy (Lanier, 2013). 

Theories that elucidate control in sexual relationships are feminist theories, such as those 

used in this study. They put it forward that power differences that are usually cemented by 

societal expectations create an environment that accepts the dominance of males directly 

results in the control of women in several ways (Benotsch et al., 2017). An important element 

when examining control in relationships is the inequality in power and gender (Antai, 2011). 

This study offers analysis of sexual relationship power through investigating control in the 

relationship and dominance in decision-making. The dimensions of inequality used in this 

study include the ability to make decisions on sex, family size, employment status as well as 

type of marriage.  

      

3.9 Conclusion 

 
This chapter reviewed the literature on the effects of customary marriages on young women’s 

sexual and reproductive health rights, defined what is meant by the term sexual health rights 

and what it entails, as well as the important aspect of human rights. This chapter also aided 
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in the choice of the methodology by the researcher as well as the formulation of the research 

instrument that will ultimately assist in answering the research questions. In this chapter from 

the literature reviewed it was found that culture is a social determinant of young women’s 

sexual and reproductive health. It was also discussed in this chapter that patriarchal norms 

that exist in a society that also finds footing in Shona and Venda customary marriages hinder 

women from asserting their sexual and reproductive health rights in marriages. It was also 

apparent in this chapter that a rights-based approach to health and gender mainstreaming can 

assist with the commitments to the highest attainable standard of health for women.   
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CHAPTER 4 RESEARCH DESIGN AND METHODOLOGY 
4.1 Introduction 

 
To research the sexual and reproductive health rights of young women in customary marriages 

is a difficult area because it is prone to a lot of misunderstanding. This is mainly attributed to 

the cultural reasons that make it difficult for young women to disclose freely the details of their 

marital relations. For this reason, methodologies that were used to investigate and explore the 

experiences of young women’s sexual lives are of paramount importance as some young 

women might find questions about their sexual lives embarrassing. 

  

This study was conducted through a literature review and empirical research. An empirical 

investigation was conducted in this study using both qualitative and quantitative methods to 

acquire data that would strengthen the trustworthiness and validity of the research. The term 

empirical refers to knowledge that is based on observed and measured phenomena and 

derives knowledge from inquiries rather than from theory or belief (Cahoy, 2018). Empirical 

research has specific research questions and a description of the methods that are used to 

answer the research questions. Therefore, the process of collecting and analysing data must 

be well thought and planned. This is because the purpose of collecting data is to address the 

problem of the study. 

 

The research problem under consideration in this study focused on the effects of customary 

marriages as one of the many cultural practices which disregard women’s rights. Customary 

marriage is a marriage concluded according to black beliefs and customs. Customary 

marriage validates patriarchy, which disadvantages women by placing them in an inferior 

position thus promoting inequality between women and men. The study sought to answer the 

following four main research questions: 

• What is the relationship between customary marriage and gender equality? 

• How does customary marriage affect young women’s sexual and reproductive health 

rights? 

• What are the obstacles to the realisation of young women’s sexual and reproductive 

health rights? 

• How is the sexual relationship power in customary marriage? 

• Which interventions can support and promote gender equality and young women’s 

sexual and reproductive health rights? 
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An effort by the research participants to answer these research questions helped the 

researcher to understand the effects of customary marriages on women’s rights in South Africa 

and Zimbabwe. This chapter also discussed the methodological framework of the study. 

 

The study employed a comparative analysis to first establish experiences within customary 

marriages and its influences on the sexual and reproductive health rights of women within 

these countries. These were used to demonstrate commonalities and/or differences 

concerning sexual and reproductive health rights on customary marriages in South Africa and 

Zimbabwe. In the end, the commonalities and/ or divergences on sexual and reproductive 

health rights helped determine the role of customary marriages in promoting or undermining 

women’s sexual and reproductive health rights. 

 

4.2 Role of the researcher 

 
The researcher’s role in quantitative and qualitative studies is different. In the former, the role 

of the researcher is close to non-existent as participants act independently while in the latter 

it is rather difficult as the data is communicated to the researcher through interviews rather 

than through questionnaires (Simon, n.d). When a researcher acknowledges subjectivity he 

or she can account for what led the researcher to investigate the phenomena under study. 

The researcher as an interviewer plays an important role in how the interviewees construct 

their reality. The researcher as an unmarried independent Shona woman working towards 

establishing her professional career and also a holder of a Bachelor of Laws degree is a bit 

assertive about rights as she is knowledgeable on the aspect. The researcher has found that 

as a holder of a Bachelor of Laws degree she would be more comfortable if principles of 

egalitarianism were adopted within marriages. This is because women in marriages in the 21st 

century are also sharing the burdens and benefits of maintaining the household with their 

husbands. Given this background, it is easy for the researcher to identify and understand 

different views being presented by participants. As a result of her cultural background, it 

equipped the researcher with a better understanding of the social relationship that informs the 

situation under investigation. The researcher had to make sure that she does not impose her 

values or opinions on the participants during the interviews. This is to ensure that all the views 

on the effects of customary marriages on young women’s sexual and reproductive health 

rights are based on the perspective of the participants.  
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4.3 Research paradigm 

 
A researcher must possess an understanding of the philosophies that guide the principles of 

research.  According to Fielzer (2010), a paradigm is a worldwide view that is a pattern 

accepted to organise a deeper philosophical position that relates to the nature of the social 

phenomena or structure. The philosophy of research explains the development and nature of 

all knowledge and comprises two categories which are ontology and epistemology.  

 

According to Stabb and Studer (2010), the term ontology is used with different meanings in 

different communities. Ontology focuses on the nature and meaning of independent things. 

To this, Ahmed (2008) posits that ontology is the study of being and concerns itself with what 

kind of world we are investigating. Having provided the above definition for ontology, it is now 

worth identifying the ontology of this study. This study uses ontology which as defined above 

requires the researcher to assume that the world being investigated has human beings who 

have their thoughts, beliefs, and different ways of interpretations and meaning-making. Hence, 

the investigation by the researcher of the phenomenon under study was manifested by the 

employment of two research methods and techniques of interpretive design such as interviews 

to interpret the perceptions and views of young women in customary marriages. Furthermore, 

using the case study as a method in this study helped to focus on the young women’s inner 

thoughts on the effects of customary marriages on their sexual and reproductive health rights. 

On the other hand, epistemology is the study of knowledge and its sources. It is the information 

that is commonly understood by the laymen and it is necessary for knowledge and with the 

absence of it, people remain ignorant (Dretske, n.d). Therefore, questions of sources, 

structure, and limits and forms of knowledge are part of the epistemological view. In this study, 

the researcher sought a causal relationship between the effects of customary marriages and 

the sexual and reproductive health of young women. 

 

4.3.1 Pragmatism 

 
Pragmatists are of the view that the truth is what works to understand a research problem 

(Patton, 2014). The main argument by pragmatists is that qualitative and quantitative methods 

can be mixed because both approaches have similarities in fundamental approaches which 

allows combination in the same study (Maree, 2016). This is to say that it considers what 

works best to answer the research questions. Creswell (2014) articulates how pragmatism fits 

with the mixed methods approach as it states that the truth is what works at the time and it 
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contrasts between the mind and reality. Therefore, the adoption of mixed methods approaches 

assists in giving a more complete picture of reality (Berger & Kuckertz, 2016). With the use of 

mixed methods, the researcher can maintain subjectivity on their views on the research and 

objectivity while collecting and analysing the data (Shannon-Baker, 2016). It can be concluded 

that pragmatism offers a reason for combining both qualitative and quantitative approaches.  

 

Dures et al. (2010) state that mixed methods researchers frame their work based on the 

intended purposes and what they hope will be achieved therefore the researchers must 

provide the rationale why both approaches will help in doing so. This means that pragmatic 

research is driven by a purpose with the belief that each approach has its contribution 

(McInerney et al., 2011). Hence the research questions will determine the methods, 

techniques, and sources of data. This allowed the researcher in this study to “zero in” on the 

effects of customary marriages on young women’s sexual and reproductive health rights and 

to “zoom-out” and look at the bigger picture by generalising the results to the population. 

 

Brierley (2017:15) states that  

“Furthermore, when paradigms are defined as shared beliefs among 

members of a speciality area this means that there is less emphasis on the 

ontological and epistemological perspective adopted for the research and 

more on developing a consensus as to which methods work and can be 

established as the speciality area.” 

 

As a consequence of the two schools of thought, that is, ontology and epistemology, 

the differences between paradigms are not of significance but what is important to 

pragmatists is what the research seeks to achieve and the methods used to achieve 

it (Smith et al., 2012). 

 

4.4. Research approach 

 
This research sought to analyse customary marriages and young women’s sexual and 

reproductive health rights, most research conducted in this domain focuses on adolescents 

and sexual and reproductive programmes not the effects of customary marriages. Therefore, 

a research design was needed that could allow new themes to emerge. The purpose of a two-
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phase exploratory design was to utilise the results of the first method (qualitative) to assist in 

informing the second phase (quantitative). 

 

This study can be looked at from an application perspective, objective perspective, and mode 

of inquiry perspective. From the application perspective, the research is pure because it seeks 

to develop a research instrument that assesses the effects of customary marriages on the 

sexual and reproductive health rights of young women. On the other hand, from the 

perspective of objectives, this research is descriptive and exploratory in that it is designed to; 

(a) determine the relationship between customary marriages and gender equality, (b) explore 

the effects of customary marriages on young women’s sexual and reproductive health rights, 

(c) identify obstacles to the realisation of young women’s sexual and reproductive health rights 

(d) to investigate sexual relationship power in customary marriages (e) to formulate 

interventions that can support and promote gender equality and young women’s sexual and 

reproductive health rights in customary marriages. Finally, from the perspective of the mode 

of inquiry, the study used a mixed methodological approach as opposed to a qualitative or 

quantitative approach only.  

 

This study used the sequential exploratory mixed methods approach. According to Hesse-

Biber (2010), sequential designs utilise the analysis of one form of data to inform the collection 

of the second form of data. The second phase has a task of providing evidence that supports 

the initial qualitative findings.  

 

FIGURE 3: EXPLORATORY SEQUENTIAL DESIGN OVERVIEW 

 

Source: Creswell (2003:213). 

 

Using a design that begins qualitatively is desirable for exploring a phenomenon and is also 

suitable for generalising results to different groups. Sequential exploratory designs are used 

when the researcher wants to generalise the findings from the qualitative study with a larger 

Qual quan
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sample gathered using the quantitative study and to explore the phenomena in depth and 

measuring its prevalence (Petrosyan, n.d). Scholars like Creswell and Plano-Clark (2011) and 

Canales (2013) argue that the most valuable benefit that comes with using a mixed method 

design is its ability to focus on the research problem and outcome than being focused on 

explaining and endeavouring to avoid the short-comings of using a single method. The 

reasons for using a sequential mixed method approach is for triangulation, complementarity, 

expansion and development (Isakander, 2013). This brings to light the conclusions made by 

Venkatesh et al. (2013), which shows that the seven purposes of mixed method research are 

complementarity, completeness, development, expansion, confirmation, compensation and 

diversity.  

 

Of the purposes of a sequential mixed methods design this study attempted to achieve the 

benefits of triangulation, complementarity, completeness and development. Triangulation was 

sought for through comparing the findings from the in-depth interview with that of the survey. 

According to Acet Incorporated (2013), triangulation helped to synergise the strengths of both 

qualitative and quantitative approaches.  Beyene (2016) explains that triangulation deals with 

the use of different sources of data with the intention of corroborating findings while expansion 

occurs when it is necessary to expand the breadth of inquiry for a phenomenon that requires 

different methods of knowing. Triangulation can also be used for completeness purpose as 

Hussein (2009) puts it forward that researchers can use it to enhance their in-depth 

understanding of the problem being investigated using multiple methods and theories. 

O’Cathain et al. (2010) are of the view that the process of triangulation takes place at the 

interpretation stage of the data that will be analysed separately. In this case, using 

triangulation helped to provide a detailed understanding of the phenomenon being 

investigated, by collecting data qualitatively through interviewing women and men about their 

experiences in customary marriages. On the other hand, the quantitative data collection 

helped to generalize the overall experience of women in South Africa and Zimbabwe with 

regards to customary marriages and sexual and reproductive health rights by determining how 

is the sexual relationship power in customary marriages. Therefore, the sequential mixed 

method approach was employed to quantitatively provide a thorough assessment of the extent 

of the problem while qualitative approach was used to explore and provide an in-depth 

understanding of the phenomena (Kaur, 2016). The researcher listed the findings from each 

strand and considered where the findings converged or where there is a discrepancy. 
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Development occurred through the use of the qualitative findings from the in-depth interview 

to develop the quantitative survey. When it came to complementarity the interviews with the 

young women revealed several factors which affects their sexual and reproductive health and 

the survey was used to determine the sexual relationship power through decision dominance 

and relationship control of each factor using statistical analysis. Hence it should be noted that 

in this study, the goal of capturing the lived experiences of young women was tremendously 

enhanced as a consequence of adding depth to the qualitative data by using this design.  

 

FIGURE 4: STAGES OF THIS SEQUENTIAL EXPLORATORY RESEARCH 

 

Source: Polat et al. (2015). 

 

TABLE 1: RESEARCH PROCESS OF THIS STUDY 

 

Process Process Process Process Process Process 
Interpretation and 

explanation of 

qualitative and 

quantitative data 

Data coding Survey 

(N=802) 

 

Writing questions 

based on 

qualitative data 

Transcribing Semi-structured 

interview (N=17) 

 Analysis with 

SPSS version 

25.0 

    

 Descriptive 

statistics 

    

Products Products Products Products Products Products 
Discussion of 

findings 

Numeric data Numeric data 5 point Likert 

scale 

questionnaire 

Coded document Non-numerical 

data (words) 

Conclusion and 

recommendations 

Frequencies, 

descriptive, cross-

tabulation 

  Development of 

patterns  
 

 

Source: Developed for this study by the researcher 

QUAL DATA
COLLECTION

QUAL 
DATA

ANALYSIS

DEVELOPME
NT OF DATA 
COLLECTION  
INSTRUMENT

quan 
data 

collection

quan 
data 

analysis
INTERPRETATION
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Table 1 above shows the mixed method sequential exploratory design of this study. It shows 

how the design was made use of in this study.  

 

Weighting: This refers to the importance that is given to the two forms of data in a study. One 

form of data can be prioritised over the other or both data forms can have equal weight in the 

study (Creswell & Plano-Clark, 2007). In this study priority was given to the qualitative part of 

the study. This is the case because the qualitative phase of the study brought in an in-depth 

exploration and understanding of the effects of customary marriages on the sexual and 

reproductive health rights of young women in South Africa and Zimbabwe. In this study, the 

exploratory design first explored qualitatively women’s experiences in customary marriages. 

Patterns and statements generated from this phase of the study were then used to develop a 

survey instrument from a larger sample of young women. The second phase was a 

quantitative description based on the results generated from the first phase (qualitative phase). 

 

Integration: In mixed methods integration of data happens in a variety of ways, at the design 

level, interpretation level, at the methodology level or a combination of places (Fetters et al., 

2013; Berman, 2017). Creswell and Plano-Clark (2007:83) state that; 

“a study that includes both qualitative and quantitative methods without 

explicitly mixing the data derived from each is simply a collection of multiple-

methods. A rigorous and strong mixed methods design addresses the 

decision of how to mix the data in addition to timing and weighting.” 

 

In this study integration occurred at different stages of the research. Firstly, the research 

question (what are the obstacles to the realisation of young women’s sexual and reproductive 

health rights?) has both qualitative and quantitative components and this enabled data 

integration during the initial phase of the research. Secondly, the qualitative method was 

connected to the quantitative method by collecting and analysing the qualitative data first then 

using the findings to develop an instrument for the quantitative phase. These findings in other 

words was used to categorise what to study quantitatively. In using this approach (e.g. John-

Akinola, 2014) the data from the first phase (qualitative) was used to design a quantitative 

instrument to determine the relationship between customary marriages and gender equality. 

Thirdly the data was merged during the data presentation phase but qualitative and 

quantitative findings will be reported in different sections. The discussion chapter merged the 
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findings with the purpose of the study: to analyse the effects of customary marriages on young 

women’s sexual and reproductive health rights.  

 

4.5 Study location 

 
The study was conducted in Concession, which is a peri-urban town in Mazowe district, 

outside Harare, Zimbabwe. The study was also conducted in Makwarela which is also a peri-

urban area in Limpopo, South Africa.  

 

 

FIGURE 5: MAP OF MAKWARELA 

 

Source: Farai Dondofema, Urban and Regional Planning, University of Venda 22 July 
2018 
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FIGURE 6: MAP OF CONCESSION 

 

Source: Farai Dondofema, Urban and Regional Planning, University of Venda 22 July 
2018 

 

The study locations were chosen due to them being a typical representation of young people. 

It was important to capture the different perspectives on the effects of customary marriages 

on young women’s sexual and reproductive health rights. The rationale for conducting such a 

study in Zimbabwe and South Africa is that, South Africa seems to have an extensive 

protection and enforcement of human rights issues when compared to Zimbabwe. Historically, 

both countries were under colonial and apartheid rule, and after the attainment of 

independence; policies to advance human rights were put in place. However, the two countries 

seem not to have pursued the promotion of gender equality in the same way this can be 

evidenced from the mere fact that South Africa has more legal instruments that promote, 

protect and advance gender equality. Therefore, this study assessed the extent of progress 

made, particularly on the promotion of women’s sexual and reproductive health rights and 

gender equality in Zimbabwe and South Africa. 

  



90 
 

4.6 Study population 

 
The choice of population solely depends on the nature of the study and what the researcher 

seeks to achieve. The population of this study was young African Zimbabwean and South 

African women between 18 and 40 years of age and in customary marriages. The focus on 

this age group is that they are women within the reproductive age. The researcher also 

interviewed men in customary marriages aged between 20 and 45 years to solicit their 

perceptions on gender equality and women’s sexual and reproductive health. The researcher 

recruited the participants separately not as couples. The researcher alternated the gender to 

conduct the interviews with for each household visited for the interview. However, men were 

only interviewed for the qualitative phase of the study.  

 

4.7 Phase 1 

 
4.7.1 Qualitative approach 

 
Qualitative research places a strong emphasis on understanding and exploring issues 

inductively, that is, through the collected data which consists of an insider’s viewpoint on the 

subject matter (Almalki, 2016). In this study, qualitative research centred on how young 

women make sense of the effects of customary marriages on sexual and reproductive health 

rights and young men on gender equality in marriages. Hesse-Biber and Leavy (2011) state 

that the central part of qualitative research is the social meanings that can be extracted from 

the data based on people’s personal experiences and circumstances. In this study, the 

researcher collected qualitative data intending to understand the interplay between the issues 

of gender inequality as well as sexual and reproductive health rights of young women. The 

rationale of using qualitative research is that the researcher can acquire in-depth information 

on the effects of customary marriages on young women’s sexual and reproductive health 

rights. 

 

4.7.2 Qualitative research design 

 
A comparative case study research design was used for the qualitative part of the study. 

Williams (2007) posits that a case study attempts to inquire more about a situation. This, 

therefore, means that the data collection for a case study must be rigorous through the 

interviews by the researcher. The main reason for a case study design is to answer the how 
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and why questions of the phenomenon of interest (Yazan, 2015). The advantage of using a 

case study is that, it could connect to people’s everyday life and it provides a rich description 

of people’s experiences. This is also confirmed by Starman (2013) who contends that a case 

study is an analysis, or description of a group of people, or individuals to identify the interaction 

among participants, connecting with their everyday life. In this study, a multiple case study 

approach was used, wherein the effects of customary marriages on gender equality, sexual 

and reproductive health rights of young women in selected Makwarela (South Africa) and 

Concession (Zimbabwe) was investigated. The strength of using a case study lies in the fact 

that the researcher could understand a phenomenon in society through relation with the 

people or community being studied. 

 

Comparative cross-national research helped in identifying the similarities and differences 

amongst people in society, while generating in-depth contextual understanding of the 

phenomenon being investigated (Mare, 2015). Alasuutari et al., (2008:252) explain the 

importance of comparative cross-sectional study as follows:  

“A case-based comparative cross-sectional research is based on the view 

that the whole is greater than the sum of the parts and that parts cannot be 

understood without reference to the whole rather than proceeding by isolating 

and measuring discreet variables in each country, case-based designs seek 

to build a rounded understanding of each country regarding the phenomenon 

being investigated.”  

 

A cross-national research plays an important role in contrasting observations among different 

people and societies which also acts as a powerful change-maker in the modern world (Uddin 

et al., 2012). Hantrais and Mangen (2013) concur and state that cross-national research aids 

in developing a robust understanding between similarities or differences across nations either 

to draw conclusions or learn about best practices which in turn assist with a better 

understanding of the social process. 
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4.7.3 Sampling strategy and sample size in qualitative research 

 
4.7.3.1 Sampling strategy 
 
 Data collection is important in research as the data is meant to contribute to a better 

understanding of the phenomena under investigation. Against this backdrop, it became 

important to acquire data based on sound judgement bearing in mind that no amount of data 

analysis can compensate for data that was wrongly collected. Researchers use their 

understanding on their experience or findings from previous studies to acquire units from the 

population from which they can sample. Non-probability sampling procedure was used for the 

selection of young women and men in South Africa and Zimbabwe in customary marriages. 

Merriam (2009) suggests that because case study analysis deals with answering the research 

questions of the study, probability sampling will not work for this. To this Rai and Thapa (n.d) 

opine that non-probability sampling technique requires that the researchers concern 

themselves with the people only to be included in the sample based on several criteria 

including specialist knowledge on the phenomena under investigation or the ability and 

consent to take part in the study. For this sole reason purposive sampling was used to select 

participants. This sampling technique is also known as judgmental sampling, wherein the 

probability of any element within the population to be included is not precise (Alvi, 2016). 

Merriam (2009) further states that this technique enables the researcher to pick case studies 

that are rich with information. Teddlie and Fu (2007) are of the view that this sampling 

technique is mainly used in qualitative studies and can be characterised by selecting 

individuals based on a specific purpose which is to answer the research questions. The 

researcher selects what needs to be known, and sets out who is in the best position to provide 

such information (Battaglia, 2008; Etikan et al., 2016). The participants have a key 

demographic characteristic, in this case, the participants are young women and who reside in 

Concession (Zimbabwe) and Makwarela (South Africa) aged between 18 and 40. The 

researcher also interviewed men in customary marriages aged between 20 and 45 who reside 

in Concession (Zimbabwe) and Makwarela (South Africa). The selection of a sample, required 

the researcher to purposively sample the participants who have a certain characteristic. 

 

Therefore, the researcher specifically used snowball sampling technique to identify and select 

the participants (i.e. men and women in customary marriages). This technique is a subtype of 

non-probability sampling method. It is used for populations that are not easily accessible 

(Shaghaghi et al., 2011). This study used the linear sampling method in which a single 

participant will nominate the second and the second will nominate the third participant (Etikan 
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et al., 2016). The researcher therefore firstly assumed that there is a network of the study 

subjects that exists and hoped to be linked with the network through interaction with the first 

subject.  

 

However, there are limitations of this sampling technique which is that it can tend to be biased 

as a friend can make referral to another friend. To overcome this aspect, the researcher did 

not interview the one referred but rather asked the one referred to refer to another.  

 

4.7.3.2 Sample size 
 
According to Creswell and Plano-Clark (2007:123), in exploratory designs there are different 

procedures. The individuals for this part of the study are not the same participants as this 

sample is smaller and it also reduces bias by sampling the same people for the quantitative 

part of the study. The number of participants that the researcher involved was determined by 

the point at which the researcher will reach data saturation. Failure to reach a point of data 

saturation negatively impacts the quality of the research conducted and this hinders content 

validity (Burmeister & Aitken, 2012; Fusch & Ness, 2015). The researcher reached a point of 

saturation with 17 participants (9 women and 8 men) from both countries with which there was 

an attainment of depth in data and no further data was required. According to Etikan et al. 

(2016), purposive sampling places an emphasis on saturation through on-going sampling until 

no new information is obtained. 

 

4.7.4 Qualitative data collection 

 
For the qualitative part of the study semi-structured interview guide will be used. According to 

Ryan et al. (2016), interviews are a valuable method of collecting data through the construction 

and conciliation of meanings in a natural setting. In this study, the researcher sought to unpack 

the everyday lived experiences of women in customary marriages. With this type of interview, 

the researcher had predetermined questions which were modified according to the situation 

at hand. Through the use of a semi-structured interview, the researcher can probe for more 

information, therefore, it allows depth to be achieved by allowing the participants to expand 

on their answers (Chilisa & Nteane, 2010). The researcher used face to face interviews. This 

offers the researcher an opportunity to expand the line of enquiry, follow up on issues in a way 

that a questionnaire cannot provide (Vuttanont, 2010). 
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McDowell (2010) and Walton (2016) put it forward that the purpose of an interview is to explore 

and gain a better understanding that explains human and environmental relationships at the 

same time providing the reasons why people act the way they do. An interview therefore paints 

a fuller picture of the situation. The researcher hoped that the interviews would explain how 

human relationships within customary marriages affect sexual and reproductive health rights 

of young women. 

 

The researcher had key themes, issues and questions on women’s rights and the barriers 

involved in accessing the rights. The researcher asked questions on gender equality, women’s 

sexual and reproductive health to determine the relationship between these and customary 

marriages. The main advantage of this type of interview is that, it allows previously unknown 

information to emerge and the fact that, interviews are conducted face to face they yield rich 

data (O’Keefe et al., 2013). Semi-structured interviews also allowed the researcher to make 

follow ups for clarification. Participants in semi-structured interviews can be regarded as 

experts because of their experiences. This provided the researcher with new and original 

information on the phenomenon being investigated in this study. The researcher used a tape 

recorder to ensure that all the responses were recorded and then transcribed in verbatim 

during the data management and analysis phase. 

 

4.7.5 Qualitative data analysis 

 
The researcher used narrative analysis as a method of analysing qualitative data. It is used to 

find out how participants in interviews respond on the flow of their experiences to draw 

meaning from the events of their lives. Through this method, the researcher was able to 

identify, analyse and to report the stories that were constructed around women’s rights during 

the interview process. According to Squire (2013), narrative analysis is designed to 

investigate, not just only how stories are structured but, also how meanings can be construed. 

However, it can be argued that narratives seek to explain events that have occurred. This 

method enables the researcher to decode, make sense and meaning from the participants’ 

experiences (Bamberg, 2012).  

 

Narratives do not only record what happened but they are selective arrangements of material 

(Brown et al., 2010). Riesmann (2008) opines that the goal of narrative analysis is therefore 
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to keep a story intact through theorising from the available narratives. In this study, the 

researcher will engage in narrative analysis using a naturalistic approach. A naturalistic 

approach involves the rich description of the content of people’s stories about significant 

issues (McAlpine, 2016). The researcher used the semi-structured interview as a means to 

derive the narrative. This method was very imperative to the researcher as the researcher 

seeks to stay close to the words of the participants. Narrative analysis is said to concern itself 

with how a person’s narrative is moulded by cultural and historical context which the 

researcher believed would be significant in this study. Therefore, from this point of reasoning 

it seemed logical to study the storied-experiences of young women in customary marriages 

through the exploration of young female’s stories and young men through their experiences 

on gender power dynamics in customary marriages, patterns can be revealed.  

 

Gergen and Gergen (1984) were one of the first authors to put forward the elements and form 

in narrative construction and they suggest two components. Firstly, to succeed as a narrative 

the account must establish a goal which might be a discovery of something important and the 

description of the events must be related to the state of the goal.  Bamberg (2010) concurs 

with the above and states that narratives provide an entrance into two realms which are that 

individuals provide subjective meanings to their experiences and the narrative means that are 

put in place to make sense. Therefore, the researcher as the analyst in this case placed an 

importance on analysing the narrative means to better understand the effects of customary 

marriages on young women’s sexual and reproductive health rights.  

 

To thoroughly analyse data from the field Riessman’s (1993) widely used narrative analysis 

was employed. Riessman discussed three steps to narrative analysis which are telling, 

transcribing and analysing.  

1. Telling 

The interview guide was used to produce a narrative of the effects of customary 

marriages on young women’s sexual and reproductive health rights. The details from 

the narratives are the ones that hold the complexity of the effects of customary 

marriages on the sexual and reproductive health rights of young women. The widely-

used method of analysing language by Burke (1945) brings forward how a narrative 

must contain several common elements: (i) act (describing what was done, what were 

the thoughts, what is going on). Example of a questions that addressed the act are “in 

your culture, what are your thoughts about men and women’s position with regards to 

how they interact within customary marriages?”  and “in your culture, what are your 
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thoughts about men and women’s position with regards to how they interact within 

customary marriages?” (ii) scene (where and when was it done, background of the 

situation). A typical example is this question “in your own opinion, which roles are 

generally performed by men and women in Zimbabwe and South Africa. Do you think 

these roles played by men and women promote or undermine gender equality within 

customary marriages? Explain.” (iii) agent (who did it, what are their roles). A question 

like “do you observe cultural practices in customary marriages? Explain,” was 

formulated using this guide. (iv) purpose (why did they do it). Typical question is 

“please give us any other practice conducted under the guise of culture in customary 

marriages that affect your sexual and reproductive health rights.” These are some of 

the examples of how the interview guide questions where structured in accordance to 

the above-mentioned method. 

2. Transcribing 

 The interview data was recorded by the researcher using an audio recording tape to 

enable transcriptions in verbatim.  

3. Analysis  

The researcher manually made notes in the margins to help connect the data. 

Thereafter recurring language, opinions, and beliefs were identified using the 

participants’ language. From this the researcher chose the best content to use to tell 

the story from the data. 

 

4.8 Phase 2 

 
4.8.1 Quantitative approach 

 
Quantitative research approach is also deductive (Rovai et al., 2014). Quantitative research 

is an objective process which uses numerical data collected from the target population to 

generalize the findings to the population (Maree, 2016). The three important elements of 

quantitative research process are objectivity, numbers and data. Quantitative research 

depends on the use of numerical data to test relationships between variables (Charles & 

Mertler, 2010). This, therefore, means that when using quantitative approach in this study, the 

researcher looked for the probable causes and effects of customary marriages on young 

women’s sexual and reproductive health rights. To realise that, numerical data was used to 

determine the relationship between customary marriages, sexual and reproductive health 

rights as well as gender equality and to assess the sexual relationship power in customary 

marriages. Using numerical data was useful in ascertaining the severity of the situation as it 

produces a large amount of data that can be generalised to the population. 
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4.8.2 Quantitative research design 

 
Ponelis (2015) defines research design as a logical plan that connects the research purpose 

and questions to the processes for practical data collection, and analysis to make conclusions 

from the data. The study used a survey research design which is a subtype of non-

experimental research design for the quantitative part of the study. A survey is based on pre-

coded responses with given options wherein the participants answer by picking one of the 

responses (De Jonge et al., 2017).  

 

The study used the cross-sectional survey with data collected at one point in time. A cross-

sectional is a study in which all the measurements are collected at a single point in time 

although recruitment may take place over time (Sedgwick, 2014). Cross-sectional survey was 

ideal for this study because participants might be more willing to participate in a one-time 

survey than multiple surveys conducted over time (Lavrakas, 2008). According to Jones 

(2014), in a cross-sectional survey, relationships are identified from the data at hand which in 

turn assist to generate a causal hypothesis. In this study, a survey assisted the researcher in 

determining the distribution of certain behaviours and attitudes so that the researcher can 

ascertain how behaviours of young women and societal attitudes and expectations have an 

impact on the sexual and reproductive health rights of young women in customary marriages.  

 

In this study, the purpose of a cross-sectional survey research design was to generalize the 

inferences made by the study population on the effects of customary marriages, gender 

equality, sexual and reproductive health rights with regards to young women. An advantage 

of using a survey research design is that, it is cost effective and there is a rapid turnaround in 

data collection (Creswell, 2014).  

 

4.8.3 Sampling strategy and sample size in quantitative research 

 
4.8.3.1 Sampling strategy 
 
Probability sampling technique is a procedure that ensures that, each element in the target 

population has a probability of being selected in the sample (Terre Blanche et al., 2016). 

Simple random sampling technique which is a subtype of probability sampling was used for 

the quantitative phase. The sample may be obtained through the selection in which all the 
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members of the population have an equal chance of being included (Alvi, 2016). The 

researcher by using this technique screened pre-selected addresses which involved drawing 

a very large population sample and asking two brief questions at the “doorstep” to establish if 

the individual falls within the relevant group for example if they are in a recognised union and 

which type. Alvi (2016) is of the view that in random sampling the population must contain 

some characteristics that meets the criteria described by the researcher. The survey was 

conducted only with young women. This type of sampling guaranteed every female in 

Concession (Zimbabwe) and Makwarela (South Africa) an equal chance to be selected if they 

meet the criteria for the study population. Latham (2007), sheds light on this type of procedure, 

by articulating that, each member of the population is selected individually. The advantages 

of using this kind of sampling technique are that it is easy to implement and the researcher 

also requires little knowledge of the population in advance.  

 

 4.8.3.2 Sample size 
 
To determine the sample size for this study the researcher used Cochran’s formula to calculate 

sample size which was calculated as follows: 

𝑛𝑛 =
�𝑍𝑍1−𝛼𝛼2

�
2
𝑃𝑃(1 − 𝑃𝑃)(1 + 𝑟𝑟)𝑛𝑛𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠

𝑒𝑒2
 

Where 𝑛𝑛 is the sample size 

𝑃𝑃 = 39% is the estimated gender inequality index in South Africa (UNDP, 2018) 

𝑍𝑍1−𝛼𝛼2
= 1.96 is the standard normal variate at the 5% significance level 

𝑟𝑟 = 10% is the non-response rate 

𝑒𝑒 = 5% is the margin of error 

𝑛𝑛𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠 = 2 is the number of strata (countries) 

Substituting the under listed parameters in the model, the sample size required is:  

=
(1.96)2×0.39×(1− 0.39)(1 + 0.1)×2

0.052
 

= 802 

Based on the above calculation, the sample size for the study is 802. Therefore, the researcher 

will sample 401 participants from each country. 
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4.8.4 Quantitative data collection method 

 

For the quantitative part of the study, a structured questionnaire was used to interview 

participants. A closed ended questionnaire has possible answers defined in advance. 

Questionnaires are ideal because they seek facts and knowledge. They also find accurate 

information without the influence of the researcher. According to Vuttanont (2010), a 

questionnaire provides numerical data which requires statistical testing.  

 

The study used self-administered questionnaire which is ideal for collecting data on young 

women’s sexual and reproductive health rights as it diminishes vestiges of bias on the part of 

researcher because of its objectivity. According to Van Teijlingen (2014), the merits of using 

a questionnaire is that it is short, easy to follow, cheaper, quicker to administer and convenient 

for the participants. The questionnaire had a Likert scale as category partition method to 

record the responses of the participants in order of the frequency, strength and depth of the 

extent of customary marriages on the sexual and reproductive health of young women. 

Through the use of a Likert scale, the researcher was required to design a questionnaire which 

had indications of the extent of agreement with a particular question. In this study, a five-point 

Likert scale was used to enable scores of either strongly agree to disagree to represent the 

extent of the knowledge, opinion, judgment and experience of the participants about the 

effects of customary marriage on gender equality as well as their sexual and reproductive 

health.  

 

The researcher designed a questionnaire which was completed anonymously. The researcher 

also assigned identity numbers to each questionnaire. To deal with incomplete questionnaires 

the researcher and the assistants rechecked the questionnaire for completion upon collection 

of the questionnaire from the participant. A brief introduction on what the study is about was 

provided in the questionnaire and also important information on the completion of the 

questionnaire. The questionnaire was formulated in line with the findings from the qualitative 

phase, literature review, the theoretical framework as well as the semi-structured interview 

guide to answer the research questions. The questionnaire sought responses on the 

relationship control and decision dominance with questions of who decides on sex and family 

size, whether the wife has the right to refuse sex and if husbands are to have sex whenever 

they desire despite the will and wishes of the wife.  

 



100 
 

 4.8.5 Quantitative data analysis 

 
Quantitative data was analysed using Statistical Package for the Social Science (SPSS) 

software. SPSS software is a package that contains programs meant to manipulate, analyse 

and present data. According to Field (2009), SPSS can be used to perform data entry, analysis 

and create tables and graphs.  

 

The data was cleaned in three stages. The first stage was in the field, where the researcher 

and research assistants looked through completed questionnaires to ensure completeness 

and to correct all errors that they identify. Secondly, the questionnaires were cross-checked 

randomly to verify if the data have been correctly captured. The final stage was to code and 

capture data sets to be generated and cleaned before analysis and interpretation. The data 

analysis involved descriptive analysis and testing for significance of associations which will be 

carried out in the data that was collected. Descriptive statistics allowed data to be organised 

and presented using tables and graphs. 

 

The quantitative data was subject to four levels of analysis. The first level involved the 

examination of the distribution of the respondents according to the characteristics selected by 

the researcher. This is borne out of the fact that behaviour of individuals in society is, to a 

great extent, influenced by their circumstances as well as the environment in which they live. 

Thus, it was expected that sexual and reproductive health is greatly determined by background 

characteristics such as employment status, state of marriage, age of spouse and if they chose 

their partner. Hence simple percentages were employed to describe these relationships. 

 

A second step was implemented with a two-multiple regression analysis to determine if a 

woman’s ability to make decisions about family size is based on age, employment and state 

of marriage and whether ability to decide on sex is based on age, employment status and 

state of marriage.  

 

The third step was descriptive statistics on whether women have autonomous decision-

making in customary marriages was carried out and population characteristics were 

summarised in percentages (for categorical outcomes) and means for continuous measures. 

Descriptive statistics were also ran on relationship control, that is, whether husbands must 
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have sex whenever they desire, right of the wife to refuse sex and that use of condoms can 

cause disagreements and sometimes violence. The results were also summarised in 

percentages and presented in tables and graphs. 

  

Finally, a cross tabulation analysis was also done between the variable women should freely 

enjoy their sexual and reproductive health and five other variables namely culture plays a vital 

role on the sexual and reproductive health of young women, the practice of wife inheritance 

places young widows at the risk of contracting HIV/AIDS and other sexually transmitted 

diseases, the practice of wife inheritance is indeed a harmful practice for women, polygamous 

marriages are an agent that transmits HIV/AIDS and  women in a polygamous marriage find 

it impossible to assert their sexual and reproductive rights. The analysis was used to test the 

relationship, using the Pearson’s Chi Square between the independent variables and the 

dependent variable. 

 

4.9 Inclusion criteria 

 
The inclusion criteria were married young women aged between 18 and 40 years and young 

men married aged between 20 and 45 years customarily married residing in the study area 

during the study period; and voluntarily willing to take part in the study.  

 

4.10 Exclusion criteria 

 
Potential participants in the selected areas who were either unmarried, customarily married 

but over 40 years of age for females and over 45 years of age for the males or visitors who do 

not reside in the study area but stay there during the survey period were excluded from the 

study. 

 

4.11 Reliability and validity 

 
Reliability and validity are needed to be present in the research methodology of a study but a 

brief and concise manner. These two principles reduce the bias by the researcher in qualitative 

studies (Singh, 2014) through increasing transparency.   
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4.11.1 Validity 

 
One of the first proponents of the doctrine of validity was Messick (1989:6) who states that 

validity “…always refers to the degree to which empirical evidences and theoretical rationales 

support the adequacy and appropriateness of the interpretations and actions based on test 

score.” In this study, this viewpoint was followed. Also, Pallant (2011) posits that validity 

requires that the questionnaire correctly measure the concepts that are under the study. 

Internal validity of the data from the research and the instruments can be enhanced through 

triangulation which is the collection of data through different sources in this case the 

researcher used a questionnaire and a semi-structured interview. Mohammad (2013) adds 

that triangulation assists researchers in gaining both types of data to corroborate the findings. 

In qualitative research validity refers to the credibility of the results that the evidence yielded 

and the subsequent conclusions that were informed by the lived experiences of the 

participants which the researcher needs to demonstrate an understanding on (Lukka & Modell, 

2010; Christensen et al., 2014). To this Ihantola and Kahn (2011) postulate that the crucial 

question to ask is whether the study indeed captured the phenomena it intended on capturing.  

 

The researcher also used face validity to validate the survey. The researcher distributed the 

questionnaire to fellow PhD candidates in the Institute for Gender and Youth Studies and the 

Department of Public Health to seek their opinions on the questionnaire to assess whether the 

questions effectively capture the topic under investigation or not. A statistician was also asked 

to check if the research instrument effectively measured the phenomenon being investigated 

in this study. The participants were also asked to comment on the location of the items, 

grammatical structure and the necessity of adding or removing some of the questions.  

 

4.11.2 Reliability 

 
Babbie (2014:152) defines reliability “as a matter of whether a particular technique applied 

repeatedly to the same objects yields the same result each time…” This is in the case of 

quantitative studies while in qualitative studies it is referred to as when a researcher’s 

approach is consistent across different projects (Mohajan, 2017). This means that reliability 

concerns itself with the measure of precision, repeatability, consistency and trustworthiness 

(Chakrabartty, 2013). 
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The researcher used Cronbach’s Alpha (α) to measure the internal consistency. The scores 

of all 802 participants were entered in an Excel spreadsheet then a reliability test was 

conducted using SPSS. Guidelines for the interpretation of Cronbach’s alpha coefficient have 

been suggested by many researcher and they seem to agree that:  

• 0.90-high reliability  

• 0.80-moderate reliability  

• 0.70-low reliability  

 

Based on the above, when items are strongly correlated with each other, their internal 

consistency is high and the alpha coefficient will be close to one. In this study the researcher 

used SPSS to measure the internal consistency.  The researcher measured the internal 

consistency and acquired a value Cronbach’s α .801 which was above .7 as this indicates a 

good internal consistency. 

 

4.12 Ethical considerations 

 
Research ethics involves the conduct requirements of day–to-day contact in the field, which 

includes the protection of dignity and publications of information in the research. For this study 

the researcher used informed consent, no harm, respect for privacy and respect for anonymity 

and confidentiality. The researcher also sought permission from the University of Venda Ethics 

and Publications Committee to collect data for this study.  

 

4.12.1 Informed consent 

 
The research participants should make informed decisions to participate in the research 

voluntarily. To do this they need to have adequate information on the possible dangers that 

might ensue from the study, if any (Fouka & Mantzokou, 2011). This principle ensures that 

participants are not coerced into participating. Informed consent entails three main principles, 

which are; information, voluntariness and comprehension. Therefore, the researcher 

introduced the study, its purpose and rationale for the selection of the participants and the 

procedures which follow. This gave participant enough information to enable them to decide 

whether they want to participate in this study or not. 
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4.12.2 Respect for privacy 

 
The invasion of privacy happens when private information is shared/distributed without the 

consent of the individual concerned (Fouka & Mantzokou, 2011). Researchers must protect 

the privacy of their participants even during data collection. According to the University of New 

Hampshire (2015), privacy relates to people whereas confidentiality relates to data, therefore 

privacy cannot be violated. This, therefore, means that this right to privacy promotes individual 

or participant’s welfare. The European Commission (2010) posits that violation of privacy can 

relate to both physical inference and the exposure of personal information. In collecting the 

data for this study, the researcher asked the participants to write their names on the consent 

form but the same was not required for the survey. To ensure privacy, the interviews were 

conducted in a private room with the participants using only a tape recorder to record the 

interviews. The participants were interviewed separately. 

  

4.12.3 No harm 

 
According to Harris and Nolan (2016), one must not inflict harm on or expose people to 

unnecessary risk because of a research project. Ethical standards impose an obligation on 

the researcher to remove the participants from a potentially harmful situation. Harm may refer 

to harm caused by the actual conduct of the research or harm arising from the participation of 

research outcomes (Mollet, 2011). Harm can either be psychological or physical harm. To 

ensure this the researcher informed the participants to withdraw or decline to answer any 

question that they feel uncomfortable answering and further assure them that there are no 

consequences.  

 

4.12.4 Respect for anonymity and confidentiality 

 
The identity of the participants must not be revealed. If the researcher is in a position where 

she cannot guarantee anonymity, then confidentiality, which is the management of private 

information by the researcher to protect the subject’s identity should be adhered to (Fouka & 

Mantzokou, 2011). The researcher must not disclose any identifiable information and try to 

protect the identity of the participants, to uphold anonymity (Wiles, et al. 2006). The researcher 

used pseudonyms to ensure anonymity when reporting the findings. The researcher had to 

adhere to confidentiality when the information is given under the agreement that it will not be 

disclosed without prior permission. The consent forms with the names of the participants for 
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the interview were only kept as record by the researcher. The researcher used pseudonyms 

when reporting the findings.  

 

4.13 Conclusion 

 
This chapter discussed the methods that were employed by the research to answer the 

research questions of this study. The researcher outlined how using the mixed methods 

approach assisted with well-validated conclusions, the sampling techniques, sample size, data 

collection instruments as well as the data analysis procedures that were employed to come 

up with well-corroborated conclusions.  
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CHAPTER 5 QUALITATIVE RESEARCH FINDINGS  
5.1 Introduction 

 
Throughout this study, the word participant was used to describe the people who responded 

to this study. This chapter will present patterns that arose from the repeated analysis of 

interview transcripts. It gives a brief description of the participant’s thoughts on the effects of 

customary marriages on sexual and reproductive health rights based on life events. In this 

chapter, the researcher has presented, analysed, compared and interpreted the results from 

the interviews of the participants from both countries in which they were required to answer 

the following research questions of this study:  

• What is the relationship between customary marriage and gender equality? 

• How does customary marriage affect young women’s sexual and reproductive health 

rights? 

• What are the obstacles to the realisation of young women’s sexual and reproductive 

health rights? 

• How is the power of sexual relationship exercised in a customary marriage? 

• Which interventions can support and promote gender equality and young women’s 

sexual and reproductive health rights? 

 

5.2 Description of participants 

 
To maintain anonymity as one of the ethical considerations assured by the researcher in this 

study, all participants were given pseudonyms to maintain anonymity. Demographic 

characteristics collected from each participant were on information about age, state of 

marriage, age of partner, number of children and employment status. The participant’s age 

ranged from 18-45 years of age.  All participants are in customary marriages.  From the sample 

53% percent of the sample were women and 47% men.  From this sample 80% of the female 

participants were employed while only 20% of the female participants were unemployed. On 

the other hand, 75% of the male participants were employed whilst only 25% of the participants 

were unemployed.  
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5.3 Roora/mamalo as an important component of customary marriage 

 
Participants gave vivid accounts of how roora/mamalo is an important component and plays 

a crucial role in customary marriages. Women in most cases find themselves in precarious 

positions for the mere fact that their families received bride price hence they are expected to 

work and behave in a befitting manner. The statements that were uttered by the participants 

depict how this is an important part of the African culture. The young women seem to 

acknowledge that roora/mamalo place them in a vicarious position as it comes with some 

expectations which the participants stated during the interviews. These narratives also reveal 

the difficulties experienced by young women in customary marriages as a result of 

roora/mamalo as stated by women in both South Africa and Zimbabwe.  

When mamalo is paid for you, you are expected to be humble, obedient and 

respectful to your husband and his family and do whatever you are told to 

even if it might affect your health as a young woman (Mukondi, 34 years old 

- South Africa). 

 

The role and purpose of bride price since time in memorial is to bring families together through 

peace and stability. However, on the part of the man it is deemed that he now has legitimate 

rights over the sexuality of the woman. The man takes control of the economic and domestic 

services that the woman can offer and generally takes over in matters relating to that 

family. Payment of bride price has been abused and became an avenue from which women 

are oppressed and it reduces their human worth as they are priced goods and exposes them 

to all sorts of abuse, widow inheritance and the risk of HIV infection. Women from both South 

Africa and Zimbabwe stated how they will be frequently reminded that the bride price has been 

received therefore they are expected to behave according to the traditions and expectations 

of a married woman.  

Customary marriage through the process of paying bride-price is a way of 

appreciating bride’s parents but men often take it as a price they bought 

women. This results in gender disparities with men dominating women who 

are regarded as a person who came to bear children. This puts the woman 

in a vulnerable position where she can be subjected to abuse, making it 

difficult for her to leave, especially where her family cannot afford to return 

the bride price or is unwilling to do so. We endure even spousal rape but 

because of this you just stay (Sekai, 33 years old- Zimbabwe). 
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 It is a marriage where mamalo is paid and I as the women I must leave my 

parent’s house and go stay with my husband’s house where I will start a 

family there. I cannot even leave the marriage because my family will say 

we have already spent your bride price as a result do whatever you are told 

there, give them children. They do not care even if it affects my health, I must 

just bear children so that the family name continues (Rendani, 38 years old 

- South Africa). 

 

The participants were quick to point out how the payment of roora/mamalo has a bearing on 

how young women are assertive in marriages. Of relevance was the issue raised by women 

from both countries on how the payment of bride price is seen as a purchase of sexual and 

reproductive functions of a woman. This suggests that they are uncomfortable with their 

current positions.  

Customary marriages involve the payment of the bride-price to the family of 

the woman hence the wife is seen to be bought through the payment of this 

money. Therefore, a woman does not have a say on her sexual and 

reproductive health since roora has been paid for her (Rudo, 31 years old- 

Zimbabwe). 

In a customary marriage, a man pays roora and it also allows him to marry 

another wife as this marriage is not monogamous. Indeed, bride price 

relegates women to ‘an item of trade to be bought or sold’ because in many 

instances it implies that the man has purchased the wife to provide labour, 

he can demand sex at any time and has control over the reproductive 

capacity of his wife among others (Chipo, 27 years old – Zimbabwe). 

It is a disadvantage because sometimes you are told that we paid money for 

you therefore you have to do this and do that to the point that your opinion 

does not matter in the marriage when it comes to things that affect your 

sexual health directly (Fhulu, 35 years old - South Africa). 

Mamalo comes with the expectation that I now must change my name and 

give my husband children. When we look at it is like they have purchased 

my reproductive capabilities to do as they please (Maduvha, 27 years old- 

South Africa). 
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Of interest with regards to the above participants is the fact that they are both women who are 

employed who seemed to be more vocal about the fact that roora/mamalo translates to a 

purchase of their sexual and reproductive capabilities. 

 

5.4 Challenges that impede the enjoyment of sexual and reproductive health rights in 
marriages 

 
Some women find themselves in precarious positions where they do not have reproductive 

decision-making abilities. The participants were asked to provide the researcher with the 

challenges that in their opinion impede the enjoyment of their sexual and reproductive health 

rights within their marriages. The participants from both countries interestingly stated how not 

being able to refuse sexual advances from their husbands placed them in a position where 

they had to engage in a sexual encounter against their wishes. This can be perceived as a 

challenge within the sexual and reproductive health domain as it was a pattern that emerged 

from both countries. It was of interest to the researcher that most women who provided these 

responses in both countries were in their thirties. This being a challenge raised by women in 

the same age group. It can be understood that this was as a result of them being married for 

longer than their counterparts in the twenties age range. Below are the excerpts from the 

participants: 

Yes, there are challenges especially not being able to practice safe sex is 

one of my major challenges (Rudo, 31 years old- Zimbabwe). 

The issue of not being able to have sexual intercourse when I as the woman 

want but when he wants to end up hurting your organs due to dry sex 

because you do not desire any sexual encounter, but you are compelled. 

Traditionally I am not allowed to turn down the advances from my husband 

(Sekai, 33 years old- Zimbabwe). 

Being expected to have sex regardless of your wills and wishes. Forced sex 

injures the woman’s organs (Tariro, 36 years old- Zimbabwe). 

Men believe that sex is for pleasure. There is little information or knowledge 

on women’s bodies which might lead to sex which can cause injury to the 

woman’s private organs like forced sex has terrible effects (Tatenda 33 

years old- Zimbabwe). 
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Being expected to have sexual relations with your husband even though at 

times you don’t wish to engage in these relations (Fhulu, 35 years old- South 

Africa). 

Sometimes you do not even want to have sex, but you have no choice. 

Having dry sex poses a great risk to a woman’s delicate organs as she will 

not be willing to have sex and is forced just because she is married to him 

(Rendani, 38 years old- South Africa). 

Having to ask for the use of contraceptives like condoms and the husband 

refuses. At times, I would not be wanting to have any sexual intercourse with 

him. There was a time I was sick, I assumed it was an infection. I asked my 

husband that we use protection until I can go to the clinic to determine the 

cause of the sickness he blatantly refused. You need to be safe we never 

know it might be sexually transmitted diseases (Maduhva, 27 years old- 

South Africa). 

 

Contrary to what the other participants stated, Mukondi had a different view postulating how 

women are expected to give up their sexual desires upon the death of their husbands.  

Sometimes when your husband dies you are expected not to move on with 

your life and be married again. You are expected to stay loyal and live as a 

widow. This affects the sexual rights of young women as I might have a 

desire to be sexually active but because of this kind of marriage and the 

traditional norms I am expected to remain celibate (Mukondi, 34 years old- 

South Africa). 

 

5.5 Inability to make decisions on family size and sex 

 
The nature of customary marriages and the influences from both culture and societal 

expectations influences the sexual and reproductive health of young women. These 

expectations provide a representation of how spouses should relate, and this has an influence 

on the health and well-being of women in most instances. Women seem powerless in 

marriages particularly when it comes to making certain decisions concerning their bodies. The 

researcher asked the young women if they can determine the number and spacing of children 

Rudo explained that she does not have the power to make those kinds of decisions on her 
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own and Fhulu and similarly Maduvha put it forward that it is merely up to her husband to 

make those kinds of decisions.  

My husband has a say in everything the number of children we have and 

when and if to have children (Rudo, 31 years old- Zimbabwe). 

No. My husband dictates all those things (Maduvha, 27 years old-

Zimbabwe). 

No. My husband as the head of the house and the one who earns more 

money in our marriage is the one who decides on the number of children we 

ought to have based on his finances (Fhulu, 35 years old- South Africa). 

 

Whilst two women in Zimbabwe stated how they were unable to unilaterally decide on the 

number of children without having to discuss this with their husbands. 

I can only do this after my husband, and I agree on the number of children 

we will have. But it is not like it’s a discussion anyway whatever he says will 

go. At this moment I do not want any more children, but I am forced to do so 

(Sekai, 33 years old- Zimbabwe).  

I cannot unilaterally decide on the number of children but after a discussion 

with my husband we agree on the number and the spacing of the children 

(Chipo, 27 years old- Zimbabwe). 

 

Having been asked about their ability to decide on the family size a pattern arose with two 

women from South Africa who raised an issue that was not raised by the women in Zimbabwe 

on how men exercise control in marriages. They explicitly explained how they lack any power 

to make decisions and the existence of the dominance of men in the marriage.  

Men want to control women. They are very bossy and want to be listened to. 

A woman is said to have no say in anything even love sometimes it is not 

even there. Some men are abusive to the point that you are forced to have 

children even if you do not want (Mukondi, 34 years old- South Africa). 

No. Because you are a married woman, even if you know that it is not safe 

you cannot voice out your opinion. The head of the house which is the man 

seeks to control every aspect of the marriage (Rendani, 38 years old- South 

Africa). 
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Contrary to the men in Zimbabwe who were vocal about women having the ability to decide 

on the family size this pattern never rose with the young men in South Africa that took part in 

this study. Two young men from Zimbabwe stated clearly that women do not hold the power 

to dictate and decide on certain aspects within the marriage.  

That lies with the man if he feels he wants four children and the wife two 

children that now lies with the woman to justify why she wants two children 

because if I feel that I need four children I can afford to take care of them 

who is the woman to say that she wants this number of children (Danai, 29 

years old- Zimbabwe). 

A woman cannot choose to do as she pleases for example, she cannot 

choose to use the pill, condoms or injection. But the moment she starts using 

condoms now we have a big problem. Some of these children we have in 

marriages are as a result of not agreeing on the use of contraceptives hence 

there is no agreement on the spacing of children. They say that they have a 

right to do so and giving birth later in life can cause complications, but I paid 

bride-price for those things (Anesu, 31 years old- Zimbabwe).  

5.6 Polygamy  

 
The researcher also wanted to find out from the young women some of the cultural practices 

that are harmful to the sexual and reproductive health of young women in marriages. 

Polygamy was one practice that the researcher asked the participants to state in their opinion 

whether it disadvantages women and proceeded to ask the participants to elucidate their 

thoughts and views on this aspect. Young women stated particularly how this practice is 

detrimental to their health and well-being as some of them were in these kind of marriage set-

ups. There was a consensus among the participants in both countries that polygamy has a 

direct effect on a young woman’s sexual and reproductive health rights. The participants had 

this to say: 

The competition among wives lowers the woman’s negotiating power and 

multiple partners also increase the risk of diseases (Tatenda, 33 years old- 

Zimbabwe). 

A polygamous marriage makes it impossible to choose freely when you want 

to have sex because for example you are compelled to have sex if the 

husband is sleeping in your bedroom that night. There is also a competition 
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to give the husband children even after you might have passed your 

reproductive age (Tariro, 36 years old- Zimbabwe). 

Polygamy affects the health of women. It affects women negatively because 

it might expose you to STIs and other infections like HIV (Fhulu, 35 years 

old- South Africa). 

 In a polygamous marriage one can never be sure if the partners in the union 

are being faithful and not being sexually active with other people. We seldom 

use condoms therefore it is a very risky arrangement. This also is an agent 

that spreads diseases like HIV (Rendani, 38 years old- South Africa). 

….it poses a threat because if a man brings a disease into the house a 

woman cannot ask for the use of a condom because they are married 

(Mukondi, 34 years old- South Africa). 

Some of these practices do no benefit women at all. Like polygamy 

disadvantages women as it creates a sexual web (Maduvha, 27 years old- 

South Africa). 

Polygamy is one of the practices adhered to by our fathers and their fathers 

back in the day but nowadays it’s a problem. Because it attracts a lot of 

sexually related diseases and divides the family and gives the wife 

unnecessary pressure and might even force her into infidelity forcing her into 

this setup is discriminatory (Mulalo, 36 years old- South Africa). 

 

Participants in Zimbabwe mainly spoke about how polygamous marriages culminate in a 

competition among wives. They said this puts enormous pressure on them to perform. Unlike 

their counterparts in South Africa who alluded to how HIV/AIDS and sexually transmitted 

diseases are easily contracted due to the creation of a sexual web. It was also interesting to 

note that one of the male participants thought that polygamy is a practice that poses a threat 

to the health and well-being of a woman as it transmits sexual diseases.   

 

5.7 Wife inheritance 

 
Cultural practices can be harmful if they have adverse consequences on the well-being of 

young women. These practices are discriminatory as they only target women and seldom 

men.  Several participants’ responses illuminated how the cultural practices that are conducted 
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in customary marriages place women in a precarious position. The participants went further 

to elaborate by providing the researcher with some examples of how wife inheritance pose a 

threat to the sexual and reproductive health of young women. Some of the participants linked 

the practice of wife inheritance with the lack of desire for sexual relations while the other opined 

on the expectations on having children in the marriage. Only the participants in South Africa 

gave their opinion on how wife inheritance as a harmful practice conducted within customary 

marriages poses a threat to the health and well-being of a young woman in a marriage. 

I am not free to have sexual relations with someone other than my husband. 

This type of marriage is not ideal and something that one would not opt for 

but because of our traditions you find yourself in that position and it is hard 

to have sexual relations with that man there is usually no desire on the part 

of the woman. I will be forced so it’s a risk to my health as a woman (Rendani, 

38 years old- South Africa). 

It affects the health of a woman and well-being as now you are forced to 

have sexual relations with a man you do not even love (Maduvha, 27 years 

old- South Africa). 

This is a problem because in a reproductive way it is a threat. After all, you 

are not connected to this new partner in any way and now you are expected 

to have them as your husband (Fhulu, 35 years old- South Africa). 

You are expected to give this new husband children and you might be old, 

and it is difficult to conceive when you are old. It’s a big risk (Mukondi, 34 

years old- South Africa). 

 

Contrary to what their counterparts in South Africa stated, the young women in Zimbabwe who 

were participants in this study when asked how wife inheritance about this cultural practice of 

wife and how it poses a threat. They were unable to definitively provide the researcher the 

answer as to how but gave a general view on how cultural practices are harmful.   

These practices disadvantage women because some of them are harmful to 

me as a woman. This is because women are seen as the lower-class citizens 

hence their rights are never taken into consideration (Sekai, 33 years old- 

Zimbabwe). 
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Some practices are a threat because a young woman married customarily 

you do not possess the power to negotiate for safe sex in your marriage 

(Tariro, 36 years old- Zimbabwe). 

 

The participants from Zimbabwe also stated how the practice of wife inheritance makes it 

difficult for women to assert their sexual and reproductive health rights.  

Having to marry someone I did not choose for myself makes it difficult to 

have sexual relations with that person and it might lead to forced sexual 

intercourse. To add on you will be expected to bear children which you might 

not be able to do due to age (Tariro, 36 years old- Zimbabwe.) 

Some of the practices disadvantage women as they do not promote the 

rights of women. For example, practices like wife-inheritance which is still 

being practiced in many rural communities in the country contributes to the 

spread of sexually transmitted infections (Chipo, 27 years old- Zimbabwe). 

Wife inheritance poses a threat to a young woman’s sexual and reproductive 

health because it also creates a sexual web. Furthermore, one cannot be 

sure of the HIV status of the inheritor (Sekai, 33 years old- Zimbabwe). 

 

5.8 Patriarchy 

 
Patriarchy is a system that also dictates the role of women in society. This system culminates 

in the discrimination against women both in society and within the families. Gender inequality 

is usually an indicator of the existence of patriarchy in the society. This gender-based gap 

makes it difficult for women to assert their rights within the family life. For some of the 

participants, patriarchal ideals proved to present a hurdle as some of the challenges they faced 

were primarily caused by the dominance and presence of male ideologies in their marriages. 

This was brought to light by the participants when they were asked about their opinion on the 

roles that are generally performed by men and women and how these roles promote or 

undermine gender equality.  

In customary marriage, the man is the head of the house hence he should 

provide and take care of his family. The woman is supposed to be bearing 

and rearing children while the husband is expected to work for the family. 

These roles undermine gender equality as women are seen to be inferior to 
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men and we are not able to voice out our opinions even on things that pose 

a threat to your health like preventing sexually transmitted diseases (Chipo, 

27 years old- Zimbabwe). 

Customary marriages tend to be patriarchal and men are dominant while 

women are expected to be passive and submissive (Tatenda, 33 years old- 

Zimbabwe). 

 

To this Rudo (Zimbabwe) added that  

Men are superior than women because men can do as they wish in a 

marriage even taking many wives without consulting with the first wife. Men 

and women are not equal, and this shows in the way men interact with 

women. They always try to pull rank and act superior through oppressing 

women. I once asked my husband if we could use condoms as I suspected 

that he was cheating he refused and even beat me up. But I was merely 

trying to protect my health (Rudo, 31 years old- Zimbabwe). 

 

There seems to exist patriarchal notions in society as was shown from some of the excerpts 

when young women were asked about the relations between men and women. Some of the 

participants could not hide their emotions and expressed their feelings regarding this 

vehemently. 

It is a patriarchal society where men consider themselves superior to 

women. Men regard women as their items of possession the same way they 

view their properties hence women in customary marriages are made to feel 

like properties by men to do as they please with our bodies for their sexual 

satisfaction (Sekai, 33 years old- Zimbabwe). 

The relations are not equal as men are always seen as they are above 

women in all spheres of life. We are expected to communicate and seek 

permission first from a man especially in marriages (Tariro, 36 years old-   

Zimbabwe). 

Men always dictate terms mainly due to fear of being perceived as controlled 

by the woman. At the end I have a problem because he does not listen to 

me when I speak and cannot voice out my opinion on anything in the family 

(Maduvha, 27 years old- South Africa). 
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This type of marriage is very patriarchal. Men have the last say and whatever 

they say goes (Mukondi, 34 years old- South Africa). 

 

Because women’s voices are not heard within the marriage it can create the sense of being 

undermined. This seems to shape the terms in the marriage as the young women expressed 

their feelings about the state of the marriages when it comes to decision-making in and out of 

the family life. This was evidenced from the response by Fhulu and Rendani who also echoed 

the same sentiments about patriarchy by stating that  

Respect your man and you don’t have to speak that’s what we were taught 

in Tshivenda. Women end up not expressing themselves due to culture 

(Fhulu, 35 years old- South Africa). 

Men do not respect the opinions of women. They expect to lead always, and 

we follow (Rendani, 38 years old- South Africa). 

 

Young women in Zimbabwe similarly raised the same issues as the young women in South 

Africa. From the views of the young women it emerged how the patriarchal notions of 

masculinity have deep roots in society and then it finds footing in marriages as it is seen as a 

societal norm generally accepted. However, this has a ripple effect on other aspects of life of 

young women as it affects their ability and power to be able to assert their rights in the sexual 

and reproductive domain where men are expected to be dominant through patriarchal 

ideology. 

 

To understand the underlying factors at play in marriages the researcher needed to solicit the 

views of young men who were also participants in this study about their views on gender 

equality. The researcher sought out personal feelings about gender equality, thoughts and 

views to be able to understand how the dynamics would unfold within a marriage. There 

seemed to be a consensus among participants from both countries about the superiority of 

men. Young men providing their thought and perceptions would assist in understanding how 

relevant this concept is to young married men.  

It is an animal that is not supposed to be there. Biblically we are saying that 

women are under men so should never have gender equality the woman 

should be placed in her position and the man is the head of the house. We 
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should not have gender equality, but woman should be respected. There is 

no equality in our customary marriages (Danai, 29 years old- Zimbabwe). 

Gender equality as much as it exists it should be there but considering that 

we are talking about customary marriages I do think it exists there are 

cultural dynamics which do not allow gender equality in the marriage but 

personally I would like to believe that there should have space for gender 

equality (Anesu, 31 years old- Zimbabwe). 

I am very African I respect gender equality but there are things I feel I should 

not discuss with my wife, there must be certain measures that should be 

taken care of first. It is good, but women should be treated the same as men 

and we need to respect them (Nyasha, 40 years old- Zimbabwe). 

It is good thing but in our African society there are levels where it ends when 

it comes to gender equality. Women must know where they end and men 

where they end (Tendai, 38 years old- Zimbabwe). 

I think is a good stance for equality among men and women in other ways. 

But in other ways it is not a right thing. Because it gives women a lot of 

powers to the point that she will be taking the male duties and making them 

her own (Mulalo, 36 years old- South Africa). 

Traditionally I would not say there is equality but if we are to live according 

to our customs a man imposes those things. Luckily some men are 

understanding even if they are married traditionally would ask if you are 

comfortable with these number of children. But from my observation there is 

no gender equality in this in society (Rofhiwa, 32 years old- South Africa). 

I think it is alright that people be equal but with this equality there must be a 

leader like the head of the house. There is a difference in the words mother 

and father, there is a bigger word that carries more weight (Ronewa, 28 

years old- South Africa). 

 

The researcher went further to ask Ronewa to explain what he meant as he had raised a 

concept that was of interest. The researcher asked what the bigger word was and how it had 

an influence within the household.  

The bigger word in this case is father. The father is the head of the house 

he is the one who paid the bride price and is the provider and protector of 
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the family not the mother therefore his word goes (Ronewa, 28 years old- 

South Africa). 

 

5.9 Understanding gender equality 

 
The participants having provided the researcher with the above it was imperative for the 

researcher to solicit information on whether they understood what the term gender equality 

meant. It is important because it helps to understand the reasons for their attitude towards this 

concept and how they express it in their marriages as this is a problem both globally and 

nationally. Not only does it affect the lives of individual men and women, but the inequality 

between genders also hinders human development as it shapes the relations among genders. 

Because gender biases are embedded in culture, it is very difficult to eliminate them without 

having a holistic view and involving men as a part of the solution this was the point of departure 

the researcher used. According to participants from both countries, gender equality meant 

awarding equal opportunity to both men and women mainly in terms of opportunities. This is 

evidenced from the excerpts below: 

 

Two participants eloquently outlined their understanding of gender equality as follows:  

To me it means affording and giving equal opportunity to both male and 

female in terms of work and it goes to both decision-making as well and 

people having the ability of when they can do what they want. Having this 

opportunity is what I call gender equality (Rofhiwa, 32 years old- South 

Africa). 

I think gender equality means men and women have the same rights and 

responsibilities. However, there is no gender equality in a marriage to be 

honest there is nothing like that in a marriage set up (Nyasha, 40 years old- 

Zimbabwe). 

To me it means equal standing for both men and women. I do support this 

concept because it helps us to recognise that women can do what men can 

do. It gives something that enables us to respect and recognise women as 

powerful women. I can give an example from a Biblical verse that says, 

“Women should submit to your husbands” (Danai, 29 years old- Zimbabwe).   
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Gender equality means that men and women are the same. We are now 

living in a modern world different from our fathers where the rights of women 

matter. Now at least they are seen as human beings (Anesu, 31 years old- 

Zimbabwe). 

What I perceive about gender equality is the mutual understanding or co-

existence of male and females in terms of decision making (Mulalo, 36 years 

old- South Africa). 

 

The researcher went further to ask the participant to explain what they understood about co-

existence in decision making between men and women. 

The co-existence of men and women to a greater extent changes the 

position of women as there was always a gender imbalance woman have 

been subjected to oppression and excluded from a lot of decision-making. 

This concept of gender equality is changing the norm and making men very 

uncomfortable. Some traditional people who still ascribe to old traditions feel 

like this disturbs the norm (Mulalo, 36 years old- South Africa). 

 

One male participant from South Africa seemed not to possess the adequate level of 

understanding. In his response Ronewa stated how there is no gender equality but provided 

his explanation from a Biblical point of view. 

There is no such thing as sexes being equal. What are we talking about here 

is the same as what the Bible says that a woman shall bear children and a 

man shall eat the fruits of his labour. Meaning that a man must provide but 

a woman must stay home (Ronewa, 28 years old- South Africa). 

 

5.10 Men’s attitude towards equality in customary marriages 

 
Statements about gender equality were analysed by the researcher across the several 

responses provided by the young men who were part of this study. It is important to understand 

their attitude towards gender equality in customary marriages as these differences shape how 

women are viewed in marriages and whether their ambition to attain the highest standard of 

sexual and reproductive health is supported. Some of the male participants from South Africa 

in their responses made it clear that they had reservations towards this concept because 
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equality would result in them losing their status as the man of the house and exercise the 

power that comes with that.  

 

Mulalo and Ronewa put it forward that: 

I just do not want to be overridden by my wife because of this gender equality 

concept. But I do allow her to some extent to do things that were seen back 

in the day as something that cannot be done by women (Mulalo, 36 years 

old- South Africa). 

A man is always the one who is supposed to be the provider of the family 

while the woman is taking care of the household. But in most cases if a 

woman earns more money than the husband, they tend to be forgetful that 

the man is the head of the house. At the end if we are equated it will seem 

as if the man is under the wife that’s why some men refuse that their wives 

go to work (Ronewa, 28 years old- South Africa). 

 

While on the other hand their counterparts in Zimbabwe Danai and Anesu in their responses 

vehemently stated that there is no gender equality in their marriage due to fear of the 

repercussions like the wife regarding herself as being equal to the man. 

If I would like to bring this concept of gender equality my wife would like to 

put it into effect in our marriage because she will think that we are equal 

whereas I fend for the family and she stays at home how can we be equal, 

we can never be equal one has to be superior and one inferior (Danai, 29 

years old- Zimbabwe). 

I am against the whole idea of equality in our marriages that can never 

happen. God created man to be the head of the house, how can the head of 

the house be equal to someone else, there is no such thing (Anesu 31 years 

old- Zimbabwe). 

 

On the other hand, Khakhathi pointed out that this notion of being inferior to women can also 

be exacerbated by family members who in most cases meddle into the marriage affairs and 

end up causing a rift among the spouses. 
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Now because of this equality a woman can go out there and get a better job 

some men feel threatened and the need to provide especially if the man is 

not working it does not make one lesser of a man. The other issue is like 

relatives cause problems about who does this and especially if the man is 

not working……. (Khakhathi, 43 years old- South Africa). 

 

5.11 Discrimination against women 

 
While the researcher was asking the young men to provide their understanding about equality 

in marriages a pattern arose which suggested a discrimination against women. This 

discrimination influences the employment and empowerment of women and their ability to 

make well informed decisions about their sexual and reproductive health in customary 

marriages.  Some of the participants stated how women were not allowed to work. This could 

also be emanating from the young men’s attitudes towards equality in marriages.  

Like I said, a woman must not work. No right is being challenged this is how 

it should be (Ronewa, 28 years old- South Africa). 

A woman is expected to do household chores. So, people subscribe to this 

norm because it has always been like that and it is generally accepted. As a 

man, you cannot be under your wife, so you must make sure that she knows 

her place and as a result she must stay at home and take care of the children 

(Rofhiwa, 32 years old- South Africa). 

A woman is not in a position where she gets to refuse to have children, in 

fact she has no right to do that. I am a man who subscribes to this which 

might be viewed as affecting the spacing of children and a woman is 

expected to have children and not use contraceptives and you cannot resist 

sex in a customary marriage because bride price was paid for you. You can 

have a child yearly if I as the husband so wishes (Khakhathi, 43 years old- 

South Africa).   

 

Unlike in South Africa, the participants in Zimbabwe stated how the traditional values also 

provide an avenue from which women face discrimination. This is mainly due to the cultural 

expectations which places women in a precarious position to the point that women cannot 

assert their sexual and reproductive rights in marriages due to lack of empowerment.   
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…. women being expected to live by certain customs without having so much 

say in the matter because of traditional expectations (Anesu,31 years old- 

Zimbabwe). 

Women are expected to do cooking and all the household chores. This 

discriminates because they cannot work and make their own money and 

without money it is difficult to be independent. Traditional expectations tend 

to discriminate against women, and this is how things have always been like 

we as men we have no problem at all with that (Danai, 29 years old-

Zimbabwe). 

…. up to now some people subscribe to the traditional norms that claim that 

that a woman is not supposed to go to work. She is expected to be just at 

home working (Tendai, 38 years old- Zimbabwe). 

 

5.12 Expectations of marriage 

 
5.12.1 Family expectations 

 
Marriage occurs in a society that is influenced by both culture and adheres to certain societal 

values. As a result, societal-cultural views influence the expectations in marriages. It is 

observed that in many instances these roles affect equality among genders as it has already 

been noted by some of the participants in this study. The researcher asked the participants 

about their opinion on how roles that are performed in marriages can promote or undermine 

gender equality. Participants from both countries similarly felt that families in Africa view 

marriage as a means of securing reproduction. Family dynamics play a huge role in customary 

marriages as the expectations vary from expectations of loyalty, respect to each other, 

reproduction and nurturing of children which means can be difficult for wives to protect 

themselves from HIV and establishment and maintenance of the home.  

 

Rendani indicated that the roles that are assigned to women because of gender undermines 

women:  

According to our culture, a women’s place is in the kitchen. This role is not 

supposed to undermine us, because I am married, we must help each other 

but in our culture, that is not the case. This makes things difficult because 
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women are expected to play minor roles (Rendani, 38 years old-South 

Africa). 

 

On the other hand, Fhulu, Tatenda and Mukondi expressed how they felt since women are 

expected to be only concerned with bearing and nurturing children. As with many 21st century 

marriages naturally one would expect that men and women naturally bear the burdens and 

benefits of life together. Not only are women expected to be passive but also to tolerate 

practices that pose harm to their health and well-being. 

Men perform the role of being the provider in the house. This role 

undermines gender equality because women are often abused because they 

are told that you are not the head of the house and we are expected to know 

our place which is in the kitchen (Fhulu, 35 years old- South Africa). 

A woman’s role is said to be that of a caregiver and bearing children, the 

husband’s role is to provide for the family. Women bear an unequal brunt. 

This expectation that women are supposed to bear all the household burden 

is uncomfortable and unfair on women. Because we are undervalued our 

decisions do not even matter even in cases where our sexual health is at 

stake (Tatenda, 33 years old- Zimbabwe). 

Not being able to voice out your opinion as a woman and expected to be 

obedient and tolerate things that are harmful to your health makes it hard for 

us as women to enjoy our rights (Mukondi, 34 years old- South Africa). 

 

While Chipo and Sekai shared their opinion that 

The expectations that come with roora are that the woman is expected to 

bear children that will grow the family name as well as to take care of the in-

laws (Chipo, 27 years old- Zimbabwe). 

A woman is expected to have children, work for the whole family, be 

submissive and tolerate her husband’s shortcomings even infidelity in an era 

where HIV/AIDS is a real threat to the sexual and reproductive health of a 

young woman (Sekai, 33 years old- Zimbabwe). 
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5.12.2 Societal expectations 

 
From the responses provided by the participants one pattern emerged which was the societal 

expectations that are attached to the institution of marriage. Both the young men and women 

from both countries who took part in this study expressed how society similarly with families 

have some expectations which tend to make people conform to certain ideologies and ways 

of living. This can be evidenced by what the participants in this study stated.   

Society values customary marriages a lot. If you check, these days those 

people that are married customarily are still together. But the treatment that 

comes within these marriages sometimes is not good for the woman (Fhulu, 

35 years old- South Africa). 

Family value marriages a lot. You are trained as a young woman for 

marriage from an early age. This just shows how important it is to be married 

to family and society (Maduvha, 27 years old- South Africa). 

Once a woman is married people in society expect you to be homely and to 

bear their husbands children and, in some cases, it poses a serious threat 

especially to women who start giving birth later in life to continue giving birth 

even after her reproductive years (Chipo, 27 years old- Zimbabwe). 

Society and family always make customary marriages important. It is 

unacceptable to stay with a man without a customary marriage. You are 

seen as an outcast if you stay with a man without mamalo paid and 

respected if mamalo is paid for you (Mukondi, 34 years old- South Africa). 

 

To add two young men also gave their view on the societal expectations in a marriage. The 

researcher sought to understand how this concept of gender equality affect the way society 

function especially when it comes to changing the status quo. Two men from South Africa and 

Zimbabwe concurred on how society places an important role on the institution of marriage 

and the importance of the expectations from the society. 

This concept is seen in society as something that destroys marriages 

according to my understanding. Because as a nation we are deeply rooted 

in culture and we are raised and taught that a woman takes care of the 

household and a man will work and provide (Mulalo, 36 years old- South 

Africa). 
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…. society has a role to play because when they see certain thing in a 

marriage, they might say akadyiswa (wife used dark/black magic on him to 

make him do as she pleases) and so many things. There is also influence of 

religion on gender equality that the society attaches to it and it is still struggle 

in society. As men, we end up expecting some things from our wives 

because of people in society to a point that some of it is a threat to the health 

and well-being of your wife but we are afraid of what people will say if we do 

not do those things (Anesu, 31 years old- Zimbabwe). 

 

To add on Anesu stated how there is no gender equality in society to the point that a woman 

cannot use contraceptives because of the expectations in society.  

There is no equality. She cannot even use contraceptives. There are no 

control measures over these things. Society will expect the man to have a 

lot of children therefore the wife cannot choose or else he will go and sire 

other children out of wedlock (Anesu, 31 years old- Zimbabwe). 

 

5.13 Intervention strategies 

 
The researcher asked the young women to provide any strategies that can help to support 

and that in their own opinions informed with their lived experiences can help to promote and 

protect the sexual and reproductive health rights of young women in customary marriages. 

However, there were differing views shared by the participants from both countries on this 

aspect. One aspect stood out from the participants from both South Africa and Zimbabwe that 

is the importance of education.  

We need to educate young boys and girls about gender equality so that they 

grow up with adequate knowledge (Fhulu, 35 years old- South Africa). 

One of the major challenges in this country is that women are getting married 

at a very young age. They should be in school getting educated. We need 

to stop child marriages (Maduvha, 27 years old- South Africa). 

Parents need to teach their children at home about issues about gender 

equality. I think exposing them to this at a young age will help them grow as 

mature and responsible and it avoids gender stereotyping (Chipo, 27 years 

old- Zimbabwe). 
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There is need for people who know this aspect to raise awareness 

concerning the sexual and reproductive health rights of women in our 

community. We do not know about this (Tariro, 36 years old- Zimbabwe). 

There is need to educate everyone about these cultural practices that we 

face in marriages and people must know how they are a disadvantage in 

most times (Rudo, 31 years old- Zimbabwe). 

 

With education comes empowerment as rightly put by Rendani. 

Empowering young women and girls because some of this dependence on 

men is because you are financially dependent on him as well (Rendani, 38 

years old- South Africa). 

 

On the other hand, three other young women who took part in this study one from South Africa 

and two from Zimbabwe opined a different strategy from the other participants and each other. 

But it is hoped that all these combined provide a holistic approach.  

There is a need to enforce strict laws for example the law needs to take 

seriously the issue of spousal rape and domestic violence cases that women 

bring forward and punish the perpetrators to set a good example (Mukondi, 

34 years old- South Africa). 

Having a lot of women’s organisations that raise money to promote the 

cause for sexual and reproductive health rights of young women and girls 

(Sekai, 33 years old- Zimbabwe). 

Using media as a game changer to promote positive gender roles and to 

disseminate information on gender equality (Tatenda, 33 years old- 

Zimbabwe). 

 

5.14 Conclusion 

 
This chapter presented the findings from the 17 participants that took part in this study. The 

researcher was able to code the responses from the participants into the common patterns. 

The patterns centred around gender equality, family and societal expectations in a customary 

marriage, harmful cultural practices, lack of decision-making abilities of young women, 

roora/mamalo as an important practice used to subjugate women in patriarchal societies. The 
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responses from participants from both South Africa and Zimbabwe were similar in many 

aspects. This was the case because women from both countries alluded to the same 

experiences they went through in their customary marriages. However, the researcher noted 

some differences among the young women due to employment status as well as age. 

Similarly, with the male participants they concurred with each other but in some aspects, there 

were differences in opinions from men in Zimbabwe and their counterparts in South Africa. 

For example, the male participants in Zimbabwe, unlike their counterparts in South Africa, 

stated how the traditional values also provide an avenue from which women face 

discrimination. There were more similarities compared to the differences cited by participants 

in Zimbabwe and South Africa. 
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CHAPTER 6 QUANTITATIVE RESULTS 
6.1 Introduction 

 
This chapter provides an analysis of the data using descriptive statistics and frequencies, tests 

the relationships between variables and highlights the results. The thrust of the study is to 

analyse the effects of customary marriages on young women’s sexual and reproductive rights 

in Makwarela (South Africa) and Concession (Zimbabwe.) This chapter presents the results 

on decision-making dominance, relationship control factors and the relationship between 

cultural practices conducted in customary marriage and sexual and reproductive health.  

 

6.2 Socio-demographic characteristics 

 
The sample size of this study was 802. 401 participants were from South Africa and the other 

401 participants were from Zimbabwe. The population of the quantitative study was young 

women in customary marriages aged between 18 and 40 residing in Makwarela (South Africa) 

and Concession (Zimbabwe). Table 2 and 3 illustrates demographic characteristics that were 

assessed in the current study. 

 

According to the results in Table 2, the majority of young women were aged between 28-35 

(37.75%) and 34-40 (37.7%) with the least number of respondents aged between 18-20 

(3.5%.) Overall 66.3% of the participants had between 0-3 children, 68.8% were in 

monogamous marriages with 81.3% of the participants having chosen their partners, 46.1% 

were married for between 0-5 years and 56.9% of the participants in South Africa were 

employed. 
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TABLE 2: PERCENTAGE DISTRIBUTION OF RESPONDENTS' SOCIO-DEMOGRAPHIC 
CHARACTERISTICS (SOUTH AFRICA) 

Variables Frequency Percentage (%) 

AGE 

18-20 
21-27 
28-35 
34-40 
 

14 
35 
151 
151 

3.5 
21.2 
37.7 
37.7 
 

NUMBER OF CHILDREN 

0-3 
4-6 
 

266 
135 
 

66.3 
33.7 
 

STATE OF MARRIAGE 

Polygamous 
Monogamous 
 

125 
276 
 

31.2 
68.8 
 

CHOSE PARTNER 

Yes 
No 

326 
75 
 

81.3 
18.7 
 

EMPLOYMENT STATUS 

Employed 
Unemployed 
 

228 
173 
 

56.9 
43.1 
 

DURATION OF MARRIAGE (yrs.) 

0-5 
6-10 
10-15 
 

185 
172 
44 
 

46.1 
42.9 
11.0 
 

 

 

The results in Table 3 below show that the majority of the participants in Zimbabwe were aged 

between 34-40 (42.9%) as compared to South Africa’s who had 37.7% in the same age range 

but Zimbabwe also had the least number of participants (11.5%) aged between 18-20 which 

was also the age group with the least number of participants like South Africa. Like their 

counterparts in South Africa, the participants in Zimbabwe had the highest number of children 

ranged between 0-5 (60.8%), while 30.7% had been married for between 0-5 years with 93.0% 
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of the participants in monogamous marriages and 97.0% of the participants having chosen 

their partners. However, South Africa had the higher percentage for the number of children 

between 0-5 among those that were employed while Zimbabwe had the higher percentage for 

participants who had chosen their partners. From the data, one can notice that participants 

that were employed in Zimbabwe were 46.4% which was lower compared to the participants 

that were employed in South Africa.  

 

TABLE 3: PERCENTAGE DISTRIBUTION OF RESPONDENTS' SOCIO-DEMOGRAPHIC 
CHARACTERISTICS (ZIMBABWE) 

 

Variables Frequency Percentage (%) 

AGE 

18-20 
21-27 
28-35 
34-40 
 

46 
84 
99 
172 
 

11.5 
20.9 
24.7 
42.9 
 

NUMBER OF CHILDREN 

0-3 
4-6 
 

244 
157 
 

60.8 
39.2 
 

STATE OF MARRIAGE 

Polygamous 
Monogamous 
 

28 
373 
 

7.0 
93.0 
 

CHOSE PARTNER 

Yes 
No 
 

389 
12 
 

97.0 
3.0 
 

EMPLOYMENT STATUS 

Employed 
Unemployed 
 

186 
215 
 

46.4 
53.6 
 

DURATION OF MARRIAGE (yrs.) 

0-5 
6-10 
10-15 
 

123 
159 
119 
 

30.7 
39.7 
29.7 
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6.3 Decision-making dominance 

 
A second step was implemented with a multiple regression analysis to determine if a woman’s 

ability to make decisions about family size was based on age, employment and state of 

marriage.  

 

 

Figure 7 Decision on family size 

 

 

From the results in Figure 7 above, 47,9% of the participants in South Africa stated that 

decisions on family size are made jointly while 39.3% of the participants in Zimbabwe 

concurred to this. The majority (52,4%) of the participants in Zimbabwe stated that decisions 

on family size are made by the husband contrary to 34.9% in South Africa. The smaller 

percentages were recorded for a woman making decisions on family size in South Africa 

17.7% whilst in Zimbabwe it was 7.7%. This data shows that women alone cannot make 

decisions on family size suggesting that its either the husband or a joint decision-making. This 

might be a reflection of women’s position within an African context where patriarchy plays a 

major role in everyday way of life.   
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Table 4 below of the multi-nominal regression analysis that included three control variables. 

The overall model had a chi-square value of 9.081 for South Africa and 11.228 for Zimbabwe 

with 6 degrees of freedom. From the analysis, it shows that in South Africa age and 

employment status do not influence women’s ability to make decisions about family size. 

However, the analysis showed that there is a statistical significance (p=0.039<0.05) in the 

ability to make decisions jointly about family size due to the state of marriage. Hence, 

polygamy does influence a joint decision on family size in South Africa. Contrary to Zimbabwe, 

there was a statistical difference (p=0.022<0.05) in women’s ability to make decision on family 

size based on employment. Therefore, employment was significantly associated with women’s 

ability to make a decision on family size among participants in Zimbabwe. The findings were 

thought-provoking particularly in polygamous marriages given the dynamics and expectations 

of this state of marriage where there are many actors in the marriage.  
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TABLE 4: LOGISTIC REGRESSION OF SELECTED VARIABLES AND DECISION ON FAMILY SIZE 

 

 

NATIONALITY 
  

B DF SIG. EXP(B) 95% 
CONFIDENCE 

INTERVAL 
FOR EXP(B) 

  

              Lower Bound Upper 
Bound 

SA Woman Intercept 0.278 1 0.630       
    Age -0.190 1 0.277 0.827 0.588 1.164 
    Employment -0.382 1 0.202 0.682 0.380 1.227 

    State of 
marriage 

-0.567 1 0.083 0.567 0.299 1.076 

  Jointly Intercept 1.015 1 0.025       
    Age -0.123 1 0.360 0.884 0.680 1.151 
    Employment -0.263 1 0.249 0.769 0.492 1.202 
    State of 

marriage 
-0.492 1 *0.039 0.611 0.383 0.975 

ZIM Woman Intercept -1.321 1 0.024       
    Age -0.096 1 0.601 0.908 0.633 1.302 
    Employment -1.001 1 *0.022 0.367 0.156 0.863 
    State of 

marriage 
0.757 1 0.218 2.132 0.639 7.112 

  Jointly Intercept 0.324 1 0.320       
    Age -0.188 1 0.063 0.828 0.679 1.010 
    Employment -0.087 1 0.683 0.917 0.605 1.390 

    State of 
marriage 

0.118 1 0.781 1.125 0.489 2.591 

REFERENCE 
CATEGORY; 
*P<0.05 
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FIGURE 8: DECISION ON HAVING SEX  

 

 

Less than 70% of the participants in South Africa stated that their husbands decide on when 

and if to have sex whilst it was 40.1% percent of the participants in Zimbabwe. Only 3.7% of 

the participants in South Africa stated that this decision is up to the women on the other hand 

1.2% of the participants in Zimbabwe concurred to this. Most of the participants (58.6%) in 

Zimbabwe stated that decision on having sex is made jointly whilst 31.2% if the participants in 

South Africa concurred. Likewise, the data shows that, on their own, women alone do not have 

the power to make decisions on when to have sex. Such a decision is often made by the 

husbands or jointly by the couple.  

 

Table 5 below is the results of a logistic regression analysis showing whether ability to decide 

on sex is based on age, employment status and state of marriage.  The overall model of the 

chi-square value was 34.326 for South Africa and 4.810 for Zimbabwe with 6 degrees of 

freedom. According to the results, there is a statistical significance (p=0.000<0.05) between 

joint decision making and age in South Africa. This could be because the majority of women 

in South Africa who took part in this study were older (Table 2). Therefore, they were able to 

engage into these discussions since they were older and more mature. There was no 

statistical difference between all the categories in Zimbabwe. 
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TABLE 5: LOGISTIC REGRESSION OF SELECTED VARIABLES AND DECISION ON SEX 
          

  
         

NATIONALITY 
  

B Df Sig. Exp(B) 95% 
Confidence 
Interval for 

Exp(B) 

  
 

              Lower 
Bound 

Upper 
Bound 

 

SA Woman Intercept -1.891 1 0.077       
 

    Age -0.285 1 0.379 0.752 0.399 1.419 
 

    Employment 0.190 1 0.726 1.210 0.417 3.510 
 

    State of 
marriage 

-0.657 1 0.320 0.518 0.142 1.891 
 

  Jointly Intercept 1.412 1 0.001       
 

    Age -0.740 1 *0.000 0.477 0.365 0.623 
 

    Employment 0.231 1 0.319 1.260 0.800 1.983 
 

    State of 
marriage 

-0.172 1 0.490 0.842 0.516 1.372 
 

ZIM Woman Intercept -2.006 1 0.083       
 

    Age -0.341 1 0.400 0.711 0.322 1.572 
 

    Employment -1.241 1 0.275 0.289 0.031 2.679 
 

    State of 
marriage 

-18.136 1   1.329E-
08 

1.329E-08 1.329E-
08 

 

  Jointly Intercept 0.785 1 0.016       
 

    Age -0.121 1 0.225 0.886 0.729 1.077 
 

    Employment -0.054 1 0.793 0.947 0.632 1.421 
 

    State of 
marriage 

-0.254 1 0.520 0.776 0.358 1.682 
 

REFERENCE 
CATEGORY; 
*P<0.05 
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The researcher also determined women’s ability to exert power in every sphere of their lives. 

The researcher aimed to find out whether the participants agreed or disagreed with the fact 

that women were more powerful at work and amongst their friends or colleagues. The results 

of this study proved that generally women were powerless in their marriages. The results 

(Figure 8) show that majority of the participants in South Africa were neutral (41.1%) while 

30.2% agreed and less than 10% strongly disagreed (5.2%) that women were powerless in 

marriages. Contrary to South Africa, the survey indicated that 35.2% of women in Zimbabwe 

strongly agreed that women were powerful at work but powerless in their marriages. However, 

21.9% were neutral and 13.2% strongly disagreed. This may relate to the nature of customary 

marriages.  

 

FIGURE 9: POWERLESS IN MARRIAGE 

 

 

The survey was also intended to gather data on whether women had autonomous decision-

making in customary marriages. Figure 10 below shows that 14.2% of the women surveyed 

in South Africa disagreed that women had autonomous decision-making whilst 54.6% were 

neutral and 18.5% agreed. Likewise, in Zimbabwe, 18.7% of the participants agreed, 21.7% 

were neutral and more than a quarter (26.4%) disagreed. The similarity in the responses may 

be because women in this study also gave responses which suggested that women in 

customary marriages could not make decisions on when to have sex and deciding on family 

size.  
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FIGURE 10: WOMEN HAVE AUTONOMOUS DECISION-MAKING 

 

 

6.4 Relationship control  

 
Descriptive analysis was conducted on relationship control. In terms of whether husbands 

wanted to have sex whenever they desired, 14.7% of participants in South Africa agreed whilst 

36.2% in Zimbabwe agreed. Furthermore, 25% in South Africa strongly disagreed and 20% in 

Zimbabwe. Most of the participants (54.6%) in South Africa were neutral. Many of the 

participants in Zimbabwe agreed and this may relate to the fact that employment has a 

relationship on the ability to make decisions on family size because 53.6% (Table 3) of women 

in Zimbabwe are unemployed.  
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TABLE 6: HUSBANDS SHOULD HAVE SEX WHENEVER THEY DESIRE 

 
  

Nationality    Percent 

SA Strongly 
agree 

14.7 

  Agree 25.7 
  Neutral 26.7 
  Strongly 

disagree 
23.4 

  Disagree 9.5 
ZIM Strongly         

agree 
36.2 

  Agree 10.0 
  Neutral 19.0 
  Strongly 

disagree 
20.0 

  Disagree 15.0 

 

 

The inability of wives to refuse sexual advances from their husbands had detrimental effects 

on the health and well-being of young women within the sexual and reproductive health 

domain. From the results in Figure 11, 23.9% of the participants in South Africa strongly 

agreed that wives have the right to refuse sex while in Zimbabwe 28.7% concurred. On the 

other hand, 29.2% of the women surveyed in South Africa were neutral and 31.4% in 

Zimbabwe. From the survey, 24.4% in South Africa strongly disagreed that wives had the right 

to refuse sex compared to 4.5% in Zimbabwe who strongly disagreed to this. The data shows 

less than 5% level of agreement difference between the women who agreed that wives should 

have a right to refuse sex in South Africa and Zimbabwe. This suggests that women were 

aware that their sexual and reproductive health can be at risk due to the failure to assert this 

right.  
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FIGURE 11: RIGHT TO REFUSE SEX 

 

 

 

 

The use of condoms can cause disagreements within the household. The survey asked the 

participants whether they agreed or disagreed that the use of condoms can lead to quarrels 

and in some instances spousal violence. The data shows varying results between both 

countries. It is revealed that 51.9% in Zimbabwe strongly agreed, 14.7% were neutral and 

13.5% strongly disagreed that the use of condoms can lead to quarrels and at times spousal 

violence. Compared to Zimbabwe, the results in South Africa show that 30.9% strongly agreed 

while 30.2% were neutral and 9.5% strongly disagreed. There is a difference among the two 

countries with high percentage differences between agree and strongly agree responses. 
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FIGURE 12: USE OF CONDOMS CAN LEAD TO QUARRELS AND VIOLENCE 

 

 

6.5 Cultural practices in customary marriages and young women’s sexual and 
reproductive health  

 
Women find it difficult to achieve the highest standard of health within the sexual and 

reproductive health domain. If some of the leading causes of the failure for women to attain 

the highest standard of health are identified and the playing field is level women could achieve 

the highest standard of health in sexual and reproductive health.  
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TABLE 7: CROSS TABULATION AND PEARSON CHI²- WOMEN SHOULD FREELY ENJOY SEX AND 
INDEPENDENT VARIABLES 

Countries Independent variable X2 
 

p-value 

SA Culture 19.963a 

 

0.222 

 

 Wife inheritance 40.067a 

 

*0.001 

 

 Inheritance harmful 48.591a 

 

*0.000 

 

 Polygamous marriage as an agent of 

HIV/AIDS 

 

41.941a 

 

*0.000 

 

 Impossible to assert 55.850a 

 

*0.000 

 

ZIM  Culture 30.086b 

 

*0.018 

 

 Wife inheritance 95.192b 

 

*0.000 

 

 Inheritance harmful 67.072b 

 

*0.000 

 

 Polygamous marriage agent of 

HIV/AIDS 

 

18.729b 

 

0.283 

 

 Impossible to assert 21.882b 

 

0.147 

 
        Reference category; *p<0.05 

 

 

A cross tabulation analysis was also done between the variable women should freely enjoy 

their sexual and reproductive health. It was done with  five other variables namely culture plays 

a vital role on the sexual and reproductive health of young women, the practice of wife 

inheritance places young widows at the risk of contracting HIV/AIDS and other sexually 

transmitted diseases. It was also done on the variable: the practice of wife inheritance is 

indeed a harmful practice for women, polygamous marriages are agents that transmits 

HIV/AIDS and women in a polygamous marriage find it impossible to assert their sexual and 

reproductive rights. The analysis was used to test the relationship, using the Pearson’s Chi 

Square between the independent variables and the dependent variable. The objective is to 

determine if the independent variables affect the enjoyment of young women’s sexual and 

reproductive health rights in customary marriages. 
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The analysis of data solicited from South African women yielded a chi-square value of 19.963; 

40.067; 48.591; 41.941 and 55.850 respectively. While in Zimbabwe it yielded 30.086; 95.192; 

67.072; 18.729 and 21. 882 respectively. From the results in Table 6, there is a significant 

relationship in both countries between the dependent variable (women should freely enjoy 

sex) and the practice of wife inheritance placing young widows at the risk of contracting 

HIV/AIDS and other sexually transmitted diseases (p= 0.001<0.05 in South Africa and 

p=0.000<0.05 in Zimbabwe) and the practice of wife inheritance is indeed a harmful practice 

(p=0.000<0.05 in South Africa and p=0.000<0.05 in Zimbabwe). Therefore, based on the 

statistical significance it can be concluded that the above-mentioned variables affect women’s 

ability to freely enjoy their sexual and reproductive health in both countries.  

 

Furthermore, the results in Table 6 show that in South Africa the two variables, namely, 

polygamous marriages are an agent that transmits HIV/AIDS and polygamous marriages 

make it impossible for women in South Africa to assert their sexual and reproductive rights 

have a significant relationship with women freely enjoying their sexual and reproductive health 

rights (p= 0.000<0.05). However, in Zimbabwe this is not significant. The results demonstrate 

clearly that there is a relationship between these variables in South Africa and not in 

Zimbabwe.  

 

Table 7 shows that there is a significant relationship between culture and women should freely 

enjoy their sexual and reproductive health in Zimbabwe (p=0.018<0.05). However, in South 

Africa this is not significant. Therefore, this indicates that women in Zimbabwe enjoy their 

sexual and reproductive health rights than their counterparts in South Africa based on the 

statistical significance.  

 

6.6 Summary of the results 

 
As a conclusion, results based on the data collected from 802 women who were interviewed 

for this study show that majority of the participants in both countries belonged to two age 

groups, 28-35 and 34-40. South Africa had a higher number of employed young women than 

Zimbabwe. Furthermore, majority of the participants were in monogamous marriages as 

compared to polygamous marriages in both countries and also a majority stated that they had 

chosen their partners.  
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The results of the multiple regression analysis to determine if women’s ability to make 

decisions about family size was based on age, employment and state of marriage found that 

there was a statistical significance between joint decision-making in South Africa and 

polygamy. Whereas in Zimbabwe there was a statistical significance between a woman’s 

ability to make decisions on family size and employment. The analysis also found a statistical 

significance between joint decision making on sex and age in South Africa. 

 

The descriptive analysis was conducted on relationship control factors on whether husbands 

must have sex whenever they desire. The data revealed that 14.7% of participants in South 

Africa agreed whilst 36.2% in Zimbabwe also agreeing. From the same analysis, the data 

revealed that 23.9% of the participants in South Africa strongly agreed that wives had the right 

to refuse sex with 28.7% of Zimbabwean women concurring. The data also revealed a large 

difference on the percentages in both countries on the responses on whether the use of 

condoms can lead to quarrels or spousal violence within the household. 

 

The last analysis was a cross tabulation and chi-square tests on the relationship between the 

variable whether women should freely enjoy their sexual and reproductive health rights and 

five other dependent variables. In South Africa, there was a statistical significance between 

the dependent variable and four independent variables while in Zimbabwe there was only a 

statistical significance with only three variables. 
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CHAPTER 7 DISCUSSION OF THE FINDINGS 
7.1 Introduction 

 
The study employed a mixed methods research methodology to analyse the data collected 

from the participants on customary marriages and young women’s sexual and reproductive 

health rights in Makwarela (South Africa) and Concession (Zimbabwe). By sampling and 

interviewing men and women separately, the researcher was able to highlight differences 

between men and women on their understanding and interpretations of sexual and 

reproductive health rights of young women in customary marriages. The integrated data is 

considered in its totality to provide a holistic interpretation of the data to answer the research 

questions of the study. The following discussion outlines the key findings, draws on the 

literature relevant to this study and highlights the importance of the theoretical framework in 

outlining implications of the research results and interpretations.  

 

7.2 Roora/mamalo as an important component of customary marriage 

 
To solicit information on the role of roora/ mamalo in customary marriages, the female 

participants who were interviewed for the qualitative phase of the study were requested to 

express their views on the question: Roora/mamalo is an important component of a customary 

marriage, what are the expectations that come with the practice of roora/mamalo? This was 

done to answer the research question this study posed: How do customary marriages affect 

young women’s sexual and reproductive health rights? In this study, the participants revealed 

how much the payment of roora/mamalo (bride price) affects the power dynamics in the family. 

The participants highlighted how they were expected to bear children, not to question anything 

in the marriage, being submissive and bearing the unequal brunt in the marriage.  

It is a marriage where mamalo is paid and I as the women I must leave my 

parent’s house and go stay in my husband’s house where I will start a family 

there. I cannot even leave the marriage because my family will say we have 

already spent your bride price as a result do whatever you are told there, 

give them children. They do not care even if it affects my health, I must just 

bear children so that the family name continues (Rendani, 38 years old- 

South Africa). 

Customary marriages involve the payment of the bride-price to the family of 

the woman hence the wife is seen to be bought through the payment of this 

money. Therefore, a woman does not have a say on her sexual and 
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reproductive health since roora has been paid for her (Rudo, 31 years old- 

Zimbabwe). 

In a customary marriage a man pays roora and it also allows him to marry 

another wife as this marriage is not monogamous. Indeed, bride price 

relegates women to ‘an item of trade to be bought or sold’ because in many 

instances it implies that the man has purchased the wife to provide labour, 

he can demand sex at any time and has control over the reproductive 

capacity of his wife among others (Chipo, 27 years old- Zimbabwe). 

 

Due to roora/mamalo, a woman’s position is still regarded to be in the kitchen and at home to 

bear and rear children. Though this is one of the areas where the discrimination against 

women emanates, the payment of the bride price is highly regarded and a customary marriage 

needs to be valid.  Interestingly, women in the study who were employed were the ones who 

stated that their reproductive rights are purchased through bride price payment. One could 

assume that employment equips women and provides them with choices of action, but the 

findings clearly show that employed women are also not immune to negative consequences 

of roora/mamalo. 

 

A possible explanation for this is that in both South Africa and Zimbabwe men are valued more 

than women. Women are seen as inferior to men and are always expected to be passive and 

submissive. This confirms what the literature review in this study puts forward. The literature 

reviewed in this study support the above argument as some scholars state that the payment 

of bride price has been abused by families and used as an avenue from which women are 

oppressed (Kambarami, 2006; United Nations Children’s Fund, 2007; Townsend, 2008; 

Chireshe & Chireshe, 2010). Asiimwe (2013) also opines that bride price payment creates a 

situation where men strive to exert control over women to reinforce their masculinity while at 

the same time women will be trying to fulfil the gendered roles. For example, the payment of 

bride price tends to give men an entitlement to sex (Mugweni, Omar & Pearson, 2015) which 

increases the vulnerability of women because they cannot assert their sexual and reproductive 

health as a consequence of payment of roora/mamalo in Makwarela (South Africa) and 

Concession (Zimbabwe) to sexual violence and a high risk of HIV infection. 

 

The study examined whether roora/mamalo violated the equality and human dignity of women. 

As revealed by the participants, they were not equal to their spouses because bride price has 
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been paid for them and their sexual and reproductive health rights have been forfeited since 

they are now seen as a property which belong to their husband. Relegating women to the 

position of a commodity priced and then bought violates the right to dignity and worth of 

women. Men in customary marriages felt entitled to sex because they have paid the bride 

price (roora/mamalo). This is evidenced from the statement from one of the male participant 

who took part in this study.  

A woman cannot choose to do as she pleases for example, she cannot 

choose to use the pill, condoms or injection. But the moment she starts using 

condoms now we have a big problem. Some of these children we have in 

marriages are as a result of not agreeing on the use of contraceptives hence 

there is no agreement on the spacing of children. They say that they have a 

right to do so and giving birth later in life can cause complications, but I paid 

bride-price for those things (Anesu, 31 years old- Zimbabwe).  

 

As a result, they are neither valued nor respected by their husbands and other family 

members. The right to human dignity is non-derogable. This means that this right cannot be 

suspended even in a state of emergency. Therefore, the right to dignity of women should be 

enjoyed by all women as guaranteed by the constitution. Akolokwu (2017) argues that since 

women are not able to refund this bride price that means that they are technically imprisoned. 

This then amounts to a form of slavery that contravenes all the international instruments 

against slavery and infringes upon the right to human dignity.  In Mifumi (U) Ltd. and Others v 

Attorney General Kenneth Kakuru, (2015) the court in Uganda held that not only does the 

practice of bride price dehumanise women but it likens women to a personal possession that 

is sold and bought in the market. Women find it even hard to get out of abusive marriages 

since they are expected to return the bride price if they were to ask for divorce. Sambe, 

Avanger and Agba (2013) found in their study in Uganda that women have had their rights 

violated because of bride price payment and it affects their freedom.  

 

In the context of the present study and light of radical feminist theory used in this study, one 

can argue that the system of roora/mamalo enforces the differences in reproduction and it 

culminates in gender inequality. It was held in this study that the feminist theory of radical 

feminism will be employed to determine the difference in reproduction which is reinforced by 

the cultural practice of mamalo or roora payment system and the bearing it has on gender 

power dynamics.  
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Conclusions drawn from these findings indicate that roora/mamalo is a key contextual factor 

for gender inequality and violation of the sexual and reproductive health rights of young women 

in marriages. Women are also relegated to the position of a commodity priced and then bought 

which also infringes the right to dignity and worth of women. 

 

7.3 Expectations in marriage 

 
The findings from the qualitative phase of the study established that society and family have 

expectations that have been attached to the role and standing of a woman in a customary 

marriage. This was done in an effort to answer the research question: How do customary 

marriages affect young women’s sexual and reproductive health rights? These expectations 

vary from the role of a homemaker to a child bearer which in the participants’ view is also a 

site where women experience discrimination. Social norms affect how families also perceive 

women in the family. The study established that norms for the marital relations suggest that 

married women are expected to comply with the social and family expectations linked with 

customary marriage.  

A woman’s role is said to be that of a caregiver and bearing children, the 

husband’s role is to provide for the family. Women bear an unequal brunt. 

This expectation that women are supposed to bear all the household burden 

is uncomfortable and unfair on women. Because we are undervalued our 

decisions do not even matter even in cases where our sexual health is at 

stake (Tatenda, 33 years old- Zimbabwe). 

These could even go against safe sex practices and also safe sex discussions with the partner 

for young married women in Makwarela (South Africa) and Concession (Zimbabwe). 

 

The findings of the study confirm the literature reviewed in this study on the societal and family 

expectations from women (Gunga, 2009; Sultrana, 2010; Beek, Dawson & Whelan, 2017). 

The social representations theory used in this study explains that society often places certain 

expectations according to which people have to behave. For example, women may be 

expected to behave in a certain way. In such a case, the society tends to expect women to 

see the significance of not deviating from the expected way of behaviour. According to Mtenga, 

Masanja and Mamdani (2016), social norms as rules are cemented in accordance with the 

social and cultural expectations. While Bicchieri (2006) puts it forward that norms are important 
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for they construct realities in society and imply consequences for disobedience. For this 

reason, they have the capability of shaping health practices and health seeking behaviour. A 

study by Mugweni, Omar and Pearson (2015) revealed that in Zimbabwe, extended family 

members and also the elders of the churches strongly discouraged women to negotiate for 

safe sex with their husbands. While a study conducted in Malawi found that cultural beliefs 

prevented partners from using condoms (Chirwa, Malata & Norr, 2011). Beyond the influence 

on sex norms, a study by Mtenga et al. (2015) in Tanzania found that social norms are also 

influenced by gender outlooks that significantly influence HIV status of married men and 

women in the country. Mtenga, Masanja and Mamdani (2016) argues that in most societies 

the norms that are in society have an influence on the sexual communication which is dictated 

by behavioural guidelines that create the norms about how sex and sexuality are regulated. 

This indicates that women face injustice within their marriages.  

 

The finding also answer the question asked by the social representations’ theory, in what way 

does social representations relate to attitudes? The study found that socialization determines 

the ability or inability of a woman to negotiate condom use.  

…. society has a role to play because when they see certain thing in a 

marriage, they might say akadyiswa (wife used dark/black magic on him to 

make him do as she pleases) and so many things. There is also influence of 

religion on gender equality that the society attaches to it and it is still struggle 

in society. As men, we end up expecting some things from our wives 

because of people in society to a point that some of it is a threat to the health 

and well-being of your wife but we are afraid of what people will say if we do 

not do those things (Anesu, 31 years old- Zimbabwe). 

 

 

To this Dube, Nkomo and Khosa (2017) hold that socialisation is important in order for one to 

understand the ability or inability of women to negotiate for condom use because according to 

the African traditions, men are socialised to be in charge of decision-making in all aspects. 

Through the continuation of these expectations from generation to generation the behaviour 

in society is owed deeply to sexual stereotypes (Galy-Badenas, 2015). Social gender is a 

concept that is related to how women are regarded, viewed, considered and what they are 

expected to do as women by society and families based on the socially ascribed meanings 

and not on biology (Adana et al., 2011). In light of the family life, women are expected to be 

at home rearing and bearing children.  
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Conclusions drawn from the findings indicate that some marital expectations go against health 

practices of young women and customary marriage expectations imply that women must 

comply with the social expectations. 

 

7.4 Challenges impeding the enjoyment of sexual and reproductive health rights in 
marriages 

 
Enjoyment of sexual and reproductive health rights leads to the attainment of the highest 

standard of health. The lack of this results in negative sexual and reproductive health 

outcomes which disproportionately affects women and even the children they give birth to. 

The fourth research question: What are the obstacles to the realisation of young women’s 

sexual and reproductive health rights? To get the views of the participants’ which were 

explored qualitatively, the researcher posed the following question to the young women: What 

are the challenges which impede the enjoyment of your sexual and reproductive health rights 

in your customary marriage? The study revealed that there were various challenges that 

women faced in their customary marriages which impeded the enjoyment of their sexual and 

reproductive health rights.  

Being expected to have sex regardless of your wills and wishes. Forced sex 

injures the woman’s organs (Tariro, 36 years old- Zimbabwe). 

The issue of not being able to have sexual intercourse when I as the woman 

want but when he wants to end up hurting your organs due to dry sex 

because you do not desire any sexual encounter, but you are compelled. 

Traditionally I am not allowed to turn down the advances from my husband 

(Sekai, 33 years old- Zimbabwe). 

Sometimes when your husband dies you are expected not to move on with 

your life and be married again. You are expected to stay loyal and live as a 

widow. This affects the sexual rights of young women as I might have a 

desire to be sexually active but because of this kind of marriage and the 

traditional norms I am expected to remain celibate (Mukondi, 34 years old- 

South Africa). 

 

Being forced to have sex against your desires amounts to spousal rape. Most women are not 

even aware that this is an offence that is punishable by law both in South Africa and Zimbabwe. 

This is the case because none of the participants in this study even raised that although they 
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categorically stated they were often forced by their husbands. The women did not see that 

being forced to have sex by their husbands was tantamount to rape. The husbands thought 

that paying bride price entitled them to sex and their wives were expected to relinquish their 

sexual and reproductive rights.  

 

Spousal rape can be described as any unwanted sexual act committed by a spouse without 

the consent of the other spouse. The sexual act could be forced, induced by threat or 

intimidation and it includes any form of sexual activity that could be degrading, unwanted and 

painful (Kolaide-Faseyi, 2018.) This is flagrant violation of a woman’s right to dignity and other 

human rights of women. It can be understood that marriage creates unlimited rights and sexual 

responsibilities on the part of the wife that can never be coined as rape by the husband. 

Spousal rape is a form of gender-based violence. Women who experience sexual violence 

experience have a high risk of gynaecological problems like vaginal infection, pain during 

intercourse, chronic pelvic pain and urinary tract infections unlike those who do not encounter 

sexual violence (World Health Organization, 2012.)  According to the International Conference 

on Population Development (1994), dry sex, which is a result of forced sex, may leave women 

being more vulnerable to sexual and reproductive diseases. This compromises the health and 

well-being of women. A study conducted by Martina, Taft and Resick (2007) found that women 

with a history of intimate partner physical and sexual violence were at a greater risk of 

developing cervical cancer and cervical dysplasia than women who had experienced only 

physical violence, only psychological violence, and no intimate partner violence.  

 

The study also found that widowhood rites which did not allow women to have sex was a 

flagrant violation of their sexual rights. Women whose husbands have passed on should, 

regardless of the circumstances, be free to engage in sexual relations without any restrictions. 

This violates their fundamental human rights such as the right to dignity, the right to equality 

and non-discrimination. This practice is discriminatory, especially that men do not also 

undergo same restrictions when their female spouses pass on. This finding was thought-

provoking because many studies on widowhood rites focus on levirate marriages and not 

usually on the mandated celibacy of widows. Therefore, this study adds literature to the 

existing body of knowledge on widowhood rites.  

 

The literature that was extensively reviewed in this study indicated that in a marriage there is 

unequal power which does not allow women to exercise their sexual and reproductive health 
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rights (Washington & Tallis, 2012; Shefer, Glowes & Vergnani, 2012; Stern, Cooper & Gibbs, 

2015; Iqabal et al., 2017). However, only male decisions prevail in such relationships. This 

means that women’s lack of power does not allow them to exercise their sexual and 

reproductive health rights through taking preventive measures to safeguard their health and 

wellbeing. Married women cannot also assert their sexual and reproductive health rights 

because there is no guaranteed protection against violence in their customary marriages 

(Anderson et al., 2014). This is because married women were sometimes forced to have 

sexual intercourse by their husbands. The finding of the study confirms the above-mentioned 

notions from the literature review and adds onto the existing body of literature on the 

challenges in customary marriages that impede the enjoyment of sexual and reproductive 

health rights of young women in Makwarela (South Africa) and Concession(Zimbabwe) 

(Mukonyora, 2007; Jackson, 2012; Machingura, 2012). The powerlessness of women in 

Makwarela (South Africa) and Concession (Zimbabwe) is rooted in gender inequality as was 

apparent in this study because women occupy an inferior position due to factors like the 

payment of the bride price. Women are subjected to conditions that threaten their health and 

well-being because of men’s entitlement to sex (Madiba & Ngwenya, 2017). The analysis 

above shows that challenges that exist in customary marriages hinder women to assert their 

sexual and reproductive health rights which results in negative health outcomes. 

 

A study by Ezeanolue et al. (2015) is in line with the findings of this study that women who 

cannot assert their sexual rights are less likely to use contraceptives because their spouses 

disapprove. This is also corroborated by Kibira et al. (2014) who contend that women who are 

not empowered have no power over their sexual and reproductive health and rights. As a 

result, such women are not allowed the use of contraceptives to safe-guard and enhance their 

health. This also means that they are not allowed to use contraceptives to control their fertility. 

This makes them to miss an opportunity to decide on the number of children they can have. 

This situation forces them to have more children they can afford. This leaves them with more 

children and stuck in poverty forever. If the family is too big, the family will not be able to afford 

the school necessities of their children. Some of these children may drop out of school very 

early in their lives. Girls are likely to be forced into early marriages which may result in maternal 

and infant mortality. Canning and Schultz (2012) concur with the foregoing argument when 

they state that improvements in reproductive health can benefit the economy through the 

reduction and control of the population. Scholars like Bashir (2017) postulate that an increase 

in education leads to greater exposure of life outside the family and beyond the boundaries of 

marriage. Consequently, most of the children born to parents in customary marriages are likely 

to drop out of school since their parents cannot afford to keep all of their children in school. All 
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this is due to the failure of most parents in customary marriages to practice safe sex and 

control fertility which as highlighted has countless benefits. 

 

As evidenced in this study, the quantitative phase of the study indicated that some women’s 

attempts to insist on condom use may result in spousal violence. The survey asked the 

participants whether they agreed or disagreed that the use of condoms can lead to quarrels 

and in some instances spousal violence. The data showed that 51.9% of women in Zimbabwe 

strongly agreed whilst in South Africa show that 30.9% strongly agreed to this notion. In some 

cases, it results in forced sex which in turn is harmful to the women as one of the women 

stated in the interview.  

Having to ask for the use of contraceptives like condoms and the husband 

refuses. At times I would not be wanting to have any sexual intercourse with 

him. There was a time I was sick, I assumed it was an infection. I asked my 

husband that we use protection until I can go to the clinic to determine the 

cause of the sickness he blatantly refused. You need to be safe we never 

know it might be sexually transmitted diseases (Madhuva, 27 years old- 

South Africa). 

 

This also exposes women to a high possibility of HIV infection (Nyamhanga & Frumence, 

2014). From the above-mentioned conclusions drawn from the findings indicate that sexual 

coercion is crucial to fertility outcome, furthermore there is a correlation between sexual 

coercion and negative sexual reproductive health outcomes. The study links forced sex to 

gender based violence. 

 

7.5 Polygamy 

 
The spread of HIV is minimal in a monogamous marriage as it traps the virus between two 

people. The qualitative phase of the study found that women in polygamous marriages find it 

impossible to assert their sexual and reproductive health rights for example being able to 

negotiate for safe sex.  
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….it poses a threat because if a man brings a disease into the house a 

woman cannot ask for the use of a condom because they are married 

(Mukondi, 34 years old- South Africa). 

 

This study also found that polygamy is responsible for the transmission of STDs like HIV/AIDS. 

The quantitative study revealed an association between polygamous marriages as an agent 

of HIV transmission and the ability of women to freely enjoy their sexual and reproductive 

health rights. This finding concurs with the literature that the researcher reviewed in this study 

on how it is practiced both among Vhavenda and the Shona people and the consequences 

borne from it like transmission of HIV/AIDS and unplanned pregnancies (Mapuranga, 2010; 

Machingaura, 2011; Jonas, 2012; Mubangizi, 2012). McDermott and Cowden (2015) are of 

the view that polygamy is one of the sites where cultural traits tend to exist in particular social 

environments where the empowerment of women is low. As already highlighted in this study, 

the lack of women empowerment limits women’s choices of action. Data that has been 

collected in many countries worldwide clearly show that polygamy is a practice that constitutes 

fundamental abuse of human rights and dignity (Lawson & Mhairi, 2018). This makes the 

practice to be in direct contravention of all international and national legal instruments. Smith-

Greenaway and Trinitapoli (2014) posit that polygamous marriages violates the right to 

equality of women and as such it affects their financial and emotional standing for women and 

their dependents.  

 

In answering the research question: What are the obstacles to the realisation of young 

women’s sexual and reproductive health rights? The study findings that women find it 

impossible to assert their sexual and reproductive health rights in polygamous marriages were 

similar to the findings of the study carried out by Baschieri et al. (2013). That study indicated 

that women in polygamous marriages are at an increased risk of HIV transmission and they 

also experience intimate partner violence. This is due to the gender power dynamics in 

customary marriages. Not only do women in polygamous marriages suffer from physical 

abuse, they also experience emotional, sexual and psychological abuse (Mabaso, Malope & 

Simbayi, 2018).  A study by Yerges et al. (2017) found that women in Malawi who were in 

polygamous marriages view it as an injustice and they also judged the dominating behaviours 

of their husbands negatively. A study in South Africa revealed that the lack of education and 

empowerment among women play a crucial role in polygamous relationships (Mabaso, 

Malope & Simbayi, 2018). This can be because women who are more educated are less likely 

to be in a polygamous marriage, more likely to marry later in life and are highly independent. 
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To further cement this notion, a study in Malawi found that women who are in monogamous 

marriages are more able to use contraceptives than women in polygamous marriages 

(Baschieri et al., 2013). 

Participants in this study highlighted how difficult it is to ascertain whether each person in the 

union is faithful.  

In a polygamous marriage one can never be sure if the partners in the union 

are being faithful and not being sexually active with other people. We seldom 

use condoms therefore it is a very risky arrangement. This also is an agent 

that spreads diseases like HIV (Rendani, 38 years old- South Africa). 

 

Similarly, a study by Mtenga et al. (2016) revealed that it was difficult for women to practice 

safe sex since one cannot be certain about the sexual risk behaviours of co-wives. 

Conclusions that can be drawn from this are that women in polygamous marriages do not 

have autonomy and there is a barrier in polygamous marriages to have conversations on 

reproductive health outcomes.  

 

7.6 Wife inheritance 

 
To answer the research question: What are the obstacles to the realisation of young women’s 

sexual and reproductive health rights? The researcher asked a question: How does the 

practice of wife inheritance pose a threat to a young woman’s sexual and reproductive health 

right? The qualitative phase of the study revealed that wife inheritance is a practice that poses 

a threat to the health and well-being of young women. This is through expecting women to 

bear children and to have sex with the inheritor whose, in most cases, the HIV/AIDS status is 

unknown. A study by Agot et al. (2010) revealed 63% HIV/AIDS infection rate among widows 

in Nyanza Province who were inherited to perform sexual rituals. Furthermore, in this same 

study it was found that there is limited to use of condoms with only 2.7% of the widows reported 

to have used condoms after the death of their husbands. This reveals that the lack of condom 

use among widows aids in the transmission of HIV/AIDS. Perry et al. (2014) reveal that each 

partnership within this marriage increases the potential of being exposed to HIV/AIDS which 

not only puts the widow and inheritor at risk but also the inheritors partner at risk. Brown (2011) 

is of the view that in the face of HIV/AIDS, such practices like wife inheritance are an agent of 

transmission. In African communities, the cause of death is never divulged in the end there is 

now a marital union between a widow who might be infected and a suitor who is not. The virus 
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can now be spread to the brother and possibly future children born out of the union. This 

practice encourages the creation of a sexual web just as polygamy does.  

 

The researcher contends that mandating or giving away the widow to an inheritor is disposing 

her like a property of the deceased. This is a violation of the human rights of women such as 

the rights to equality and dignity. However, Kudo (2017) states that the empowerment of 

women can highly contribute to the disappearance of wife inheritance.  

 

Much is not done to protect women and girls from the cultural practices. The society and 

families turn a blind eye to some of the harms that women and girls face. One could say that 

being quiet on these practices is perpetuating their rate and prevalence. To this Shonayin 

(2012:98) says that: 

Africa does not protect its women. Generation after generation the same old 

mistakes are repeated because atrocities and injustice against women are 

justified by traditional beliefs. 

 

These beliefs create dire health consequences for women as this study revealed and women 

are viewed as available to men for their benefits and it hampers women’s equality. In many 

cultures, a discussion about sexual matters is a taboo hence there is a silence on HIV/AIDS 

therefore it becomes difficult for some groups in society to negotiate and practice safe sex 

(Mkhize & Njawala, 2016).  

 

Conclusions drawn from the findings indicate that condom use is not acceptable in widowhood 

inheritance as it is viewed as placing a barrier between the practice. Women are vulnerable to 

sexual morbidities due to cultural practices.  

 

7.7 Inability to make decisions on family size and sex 

 
The study sought to answer the research question: How is the sexual relationship power in 

customary marriages exercised? The results from the qualitative phase of the study prompted 

the researcher to explore this phenomenon quantitatively. This study revealed that women are 

not able to make decisions on family size as well as decisions on sex due to culture and 
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societal expectations.  As already stated in the previous section, women do not have control 

over their bodies in customary marriages (c.f Section 2.2.1). Some women in this study stated 

how they do not have the power to control the number and spacing of children, but it is entirely 

the decision of their husband.  

No. My husband as the head of the house and the one who earns more 

money in our marriage is the one who decides on the number of children we 

ought to have based on his finances (Fhulu, 35 years old- South Africa). 

 

The findings were further explored quantitatively to determine the extent to which women do 

not have autonomous decision-making abilities. The study revealed that woman alone cannot 

make the decision its either made by the husband or jointly confirming the findings from the 

qualitative study. As stated in the literature review (Khosla et al., 2015; Androff, 2015), social 

determinants of health play a significant role on the health of women. The findings of the study 

depict how the ability to make decisions on family size is determined by employment status in 

Concession (Zimbabwe). The study also found a relationship between joint decision-making 

and polygamy in Makwarela (South Africa).  

 

The results from the Demographic and Health Survey (Zimbabwe National Statistics Agency 

and ICF International, 2016) in Zimbabwe shows that majority of the women can participate in 

decisions concerning their health. One would have expected a higher percentage of women 

to be able to voice out their opinions on their health. The results of the Demographic and 

Health Survey also show that women’s participation in decision making, either alone or jointly 

with their husbands, increases with education and wealth. Women in the wealthiest 

households are more likely to participate in all three decisions than women in the poorest 

households finds the survey. The results of the Demographic and Health Survey in South 

Africa show that 94% of the women can participate in decisions concerning their health (NDoH, 

Stats SA, SAMRC & ICF, 2019.) This could also explain why in this study the percentage of 

women who could make decisions on family size and sex was higher than in Zimbabwe.  

 

The point of departure of every health system is the household, and the household 

characteristics are fundamental to issues of health like maternal health. Maternal health and 

household characteristics are strongly related (Amzat & Grandi, 2011). A study found that 

household and financial decision-making were closely related to the health of women, attitude 

to gender roles and the authority to make decisions (Chirowa, Atwood & Van der Putten, 
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2013). Another study conducted in Zimbabwe shows that when men control household 

decisions it means that women are less likely to use any contraceptives and discuss the 

number and spacing of children they desire with their spouses (Abekah-Nkrumah, 2013). This 

means that the lack of input in household decision-making is associated with negative 

reproductive health outcomes. Based on the results of this study, women in Concession 

(Zimbabwe) and Makwarela (South Africa) who are unable to make decisions in the household 

such as deciding on family size are not in a position to propose for safe sex to control the 

number of children they will have.  

 

The findings of the study are consistent with the framework of unequal power in sexual and 

reproductive health that gender relations can have a huge impact on decision-making. These 

usually find footing in marriages especially customary marriages as they are characterised by 

adherence to cultural norms which in effect favour men. The findings also concur with the 

literature reviewed in this study by authors such as Tadele and Kloos (2013) and Stephenson 

et al. (2012) that challenges of women in sexual relations include the traditional role of how 

women are supposed to socialize, social myths as well as women’s lower socio-economic 

position. The traditional role of women places them in an inferior position and it is against 

some societal norms that women voice their opinions on sexually related matters. These 

power balances can limit the ability of women to access sexual and reproductive information 

because of lack of financial resources which also limit the mobility of women. The findings of 

this study therefore extends knowledge in this area and also reinforces current thinking.  

 

Kofi (2015) breaks down the autonomy of women as the power to create and execute 

independent decisions about matters that are of personal importance to their lives and their 

relatives although men may be an obstacle to their wishes. This is means that people become 

autonomous when they can act according to their wills and wishes. Oakley (2015) argues that 

the type of power men possess is given to them because in society they are seen as the head 

of the house and this makes them to feel entitled to everything about their wives. Studies have 

shown that family planning decisions are not made by women alone (Adamczyk & Greif, 2010). 

This signifies how the sexual relationship power is in customary marriages that women wiled 

no power regarding making decisions on sex and family size.  

 

The ability of women to make independent decisions on their own is dependent of their 

economic stability that is to say how much they depend on their husband for financial support. 
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Scholars like Djamba and Kimuna (2015) advocate for the education of women signifying how 

it empowers women and is a health variable. Evidence show that women’s reproductive 

powers are undermined due to their subordinate role (Smith, 2013). In countries like South 

Africa and Zimbabwe as evidenced by this study, men dominate sexual decision-making which 

leads to damaging results for women’s health rights.  

 

The findings of the quantitative study revealed a link between employment of women and 

ability to decide on family size. This could also be related to the fact that over the past two 

decades the economy in Zimbabwe had deteriorated and women are also seeking 

employment to share the burdens of taking care of the family. Based on this it is hard for 

women to have full time employment and to bear more children. As the framework for unequal 

power in sexual and reproductive health that was used in this study states, individual and 

social characteristics like education and occupation is associated with unequal power in sexual 

and reproductive health which influences the ability of women to acquire information, ability to 

decide and ability to act within the reproductive health domains. The findings of the study 

confirm the study by Beguy (2009) who stated that women who are employed generally have 

lower fertility rates than women who are not working in Sub-Saharan Africa, but the context 

differs from country to country. Greater access to resources means that women are more able 

to control their reproductive behaviour. As was also evidenced in this study from the responses 

of some of the male participants, the involvement of women in economic activities is met with 

resentment as they claim that it is against the norm that women must not work and should be 

confined at home doing household activities.  

Like I said, a woman must not work. No right is being challenged this is how 

it should be (Ronewa, 28 years old- South Africa). 

Now because of this equality a woman can go out there and get a better job 

some men feel threatened and the need to provide especially if the man is 

not working it does not make one lesser of a man. The other issue is like 

relatives cause problems about who does this and especially if the man is 

not working……. (Khakhathi, 43 years old- South Africa). 

 

To this Oakley (2015:19) states that “a woman’s economic dependence has shown to be a 

predictor of high perceived relationship power. When a man has more money, he has “power 

over” the woman, but when the woman is financially independent she has the “power to” make 

her own choices and use her resources.” The researcher contends that a woman’s financial 
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independence improves negotiating and bargaining power and decision-making in the 

household.  

 

The findings of the study bring the questions of women’s decision making on family size and 

decisions on sex to the fore through the decision-making dominance results from the 

quantitative study. As revealed in the literature review conducted in this study, an RBA 

approach focuses on human dignity, integrity and protection of the vulnerable.  When this 

approach is applied to the health and well-being of women it is inescapable not to speak about 

the autonomy and control of the body of a woman. The position of women as people with no 

autonomy shows that they are illegitimately oppressed. Azmat and Grandi (2011) put it forward 

that, due to the lack of self-determination it is often difficult for health professionals to advise 

married women on unplanned pregnancies because they are powerless to make such 

decisions. Studies have shown a relationship between the empowerment of women and 

contraceptive use (Do & Kurimoto, 2015). Similarly, a study in Nigeria revealed that women 

who have a say in decision-making are more likely to be able to control their fertility compared 

to those that do not have a say in their homes (OlaOlorun & Hindin, 2014). While a study by 

Farmer et al. (2015) revealed that the attitude that men possess over the use of modern 

contraceptives and the dominance of their power is associated with the low usage of 

contraceptives. 

 

The study found an association between making a joint decision on family size and the state 

of the marriage (p=0.039<0.05). Being in a polygamous or monogamous marriage affects the 

ability of women to decide willingly the number of children they desire. This concurs with the 

findings of Kang’ethe and Munzara (2014) that polygamy affects a woman’s right to 

reproductive autonomy simply because the decision to have sex is determined by the sexual 

activities of the husband with the other women in the marriage. 

A polygamous marriage makes it impossible to choose freely when you want 

to have sex because for example you are compelled to have sex if the 

husband is sleeping in your bedroom that night. There is also a competition 

to give the husband children even after you might have passed your 

reproductive age (Tariro, 36 years old- Zimbabwe). 

 

This study revealed that there is a relationship between age and joint decision-making on sex 

in Makwarela (South Africa) (p=0.001<0.05) unlike in Concession (Zimbabwe). These findings 
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are in line with the finding from a study conducted in Asia. The study in Asia found that the 

age of a woman and family structure are the strongest determinants of women’s decision-

making (Anum, 2017.) Igboin (2011) puts it forward that women are powerless in marriages 

because they are mostly younger than their husbands in Africa and due to this, there is an 

unequal power which culminates in seniority in decision-making. Bearing this in mind, women 

improve their negotiating skills as they age and the desire to fulfil family expectations becomes 

lesser as the woman ages. However joint decision-making improves women’s health too as 

the discussion about this in the household also educates the man on the eminent dangers of 

negative sexual and reproductive health outcomes. Tumlison et al. (2013) concurs and states 

that when a couple communicates and makes decisions together in matters such as 

contraceptive use it creates a platform that encourages sincere conversations about sexual 

and reproductive health, decisions about family size as well as desired contraceptive. Couples 

in turn make better choices on fertility and the health and well-being of a woman and also it 

avoids unplanned pregnancies as well as consequences of maternal morbidity. Joint decision-

making has been held in previous studies to be the best choice for couples especially in terms 

of contraceptive adoption (Opoku, 2017) and thus it is an ideal choice for couples.  

 

Conclusions drawn from the findings indicate that women do not have autonomous decision-

making abilities, gender inequality is a form of discrimination that reflects powerlessness of 

women in aspects of sexual and reproductive health decision-making. Joint decision-making 

improves women’s health and engages the husband in the sexual and reproductive health 

awareness of women’s health. The study extends knowledge on unequal power in sexual 

relations and reinforces current thinking. 

  

7.8 Relationship control 

 
The study sought to determine some factors that control the relationship such as the use of 

condoms, the right of the wife to refuse sex and whether husbands have the right to have sex 

whenever they desire. The researcher endeavoured to answer the research question: How is 

the sexual relationship power in customary marriages exercised? The results from the 

qualitative study revealed how some women are powerless in their marriages and how men 

seek to control every aspect of the relationship hence the study quantitatively explored this 

aspect.   
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In this study, majority of the participants who were surveyed reported that a wife has the right 

to refuse sex in customary marriage in Makwarela (South Africa) 23.9% of the participants 

strongly agreed while in Concession (Zimbabwe) 28.7% concurred. The right to refuse sex is 

considered hostile because of the belief that sex is part of the marriage covenant made by 

spouses (Upadhyay & Karasek, 2012.) Studies have observed that in many societies the 

existence of cultural beliefs deny women the right to refuse sexual advances from their 

husbands (Adinkrah, 2011; Adinkrah, 2017). The ability of a woman to refuse sex in a marriage 

can be used to determine the autonomy of a woman as well as her empowerment. The ability 

of a woman to be able to refuse to have sex is very important to her health because it avoids 

forced and unwanted sexual intercourse, diminishes chances of unwanted pregnancies and 

abortions. In a study conducted by Adebowale and Palamuleni (2014) in Nigeria, it was found 

that the ability of women to refuse sex has positive health consequences especially if the 

husband agrees to use condoms. However, it should also be noted that women who earn an 

income can refuse sex. In this study, the majority of the participants were employed hence 

they have more choices of actions available to them since they are empowered, they can turn 

down sexual advances.  

 

In this study, majority of the participants put it forward that husband should have sex whenever 

they desire (14.7% of participants in South Africa agreed whilst it was 36.2% in Zimbabwe). 

Sex is a right in marriage that is endorsed by the customs. Anyemedu, Tenkorang and Dold 

(2017) explain that it is a cultural belief that sex is a man’s right in a marriage. Sex is a right 

that a husband can claim from his wife at any time he desires (Adodo-Samani, 2015.)  In this 

study, it can be said that due to the payment of the bride-price and the expectations that come 

with it, young women feel that their husbands are entitled to sex whenever they desire. Due 

to this, young women cannot say no to the sexual advances of their men because they still 

want to live up to the expectations of the family and the society.  

 

The literature that was reviewed in this study highlighted how women lacked the power to 

negotiate for condom use in their marriages (Shamu et al., 2012; Perry et al., 2014). The 

quantitative study revealed that the use of condoms can cause spousal violence and also 

disagreements with the husband. The study findings concur with the literature review that 

women lack autonomy and the power to negotiate for safe sex and that the power lies with the 

husband in the marriage who has the power in the relationship. The findings from this study 

alongside other studies reveal that women can experience violence after they bring up the use 

of a condom within the household. According to Coma (2014) on condom use within marriage, 
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HIV prevention programs have managed to send a wrong message across that makes 

condoms conflict with the rules of marriage as they have been promoted as a method for 

preventive risky sexual behaviours and commercial sex exchanges outside marriage. Sharma 

and Nam (2018) are of the view that using condoms is associated with casual sex which is 

outside the borders of a marital union. This has made the practice of condom use seem as if 

it goes against the values of marriage which are trust and fidelity. Use of condoms are 

welcome in short term relationships not long-term relationships such as marriage (Anglewicz 

& Clark, 2013). According to Otjeg (2009), some men are of the view that if they accept 

condom use they are indirectly admitting to infidelity. Researchers like Chimbiri (2007) are 

bold enough to label condoms as ‘intruders’ in the marriage and further state that the use of 

condoms in the house is unwelcome. Chimbiri (2007) further states that the use of condoms 

is like an obstruction of something that is supposed to happen naturally. A suggestion for 

condom use in the household implies that there is no trust and there is a risk of infection of 

diseases like HIV, then it will raise questions about where the risk came from (Ojteg, 2009). 

As the quantitative study revealed about the threat of violence or quarrels once a condom is 

used, a study by Bauni and Obonyo (n.d) concurred that condom use it threatens the trust that 

comes with marriage and the reaction might be violence.  

 

Given the foregoing discussion, married women find negotiation for safer sex and condom use 

for the family planning more difficult than single women (Wellings et al., 2006). A study in 

South Africa found widespread dissatisfaction towards the use of condoms in a marriage 

(Maharaj et al., 2012). While in India a study found that most of the women that are married 

have a pressure from society to prove their fertility through bearing children hence no use for 

contraceptives (Maharaj et al., 2012). The findings of the study indicate that women married 

customarily in Zimbabwe and South Africa found it challenging to negotiate for condom use 

with their husbands. In the continent of Africa married women are discouraged from using 

condoms because they are generally expected to bear children (Ojteg, 2009). Condoms have 

a beneficial effect as a family planning method and its double protection effects are not even 

mentioned but it is very feasible. The improved condom use will bring direct benefits when it 

comes to the reduction of HIV among the couple. Patriarchal ideologies coupled with other 

factors influence the resistance to the use of condoms. Furthermore, cultural norms such as 

the need to have children to stamp your masculinity as a man promotes promiscuity thereby 

and facilitates the lack of condom use (Dube, Nkoma & Khosa, 2017). To add on, the fear of 

losing financial support is also a contributing factor for women in Africa to negotiate safer sex 

because most of the women are not empowered (Amoyaw et al., 2015).  
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Conclusions drawn from the findings indicate that women can refuse sex when they are 

empowered and the ability of a woman to refuse sexual advances from the husband have 

positive sexual and reproductive health outcomes. Cultural expectations make husbands 

entitled to sex whenever they desire, and women adhere to this expectation. Therefore, 

suggestion of condom use may be viewed as bringing out weakness of the relationship base 

and may lead to physical violence. Condoms are seen as preventive measures against 

unwanted pregnancies not as a preventive measure for STIs and HIV/AIDS and customarily 

married women cannot negotiate for condom use due to various reasons. 

 

7.3 Expectations in marriage 

 
The findings from the qualitative phase of the study established that society and family have 

expectations that have been attached to the role and standing of a woman in a customary 

marriage. This was done to answer the research question: How do customary marriages affect 

young women’s sexual and reproductive health rights? These expectations vary from the role 

of a homemaker to a child bearer which in the participants view is also a site where women 

experience discrimination. Social norms affect how families also perceive women in the family. 

The study established that norms for the marital relations suggest that married women are 

expected to comply with the social and family expectations linked with customary marriage.  

A woman’s role is said to be that of a caregiver and bearing children, the 

husband’s role is to provide for the family. Women bear an unequal brunt. 

This expectation that women are supposed to bear all the household burden 

is uncomfortable and unfair on women. Because we are undervalued our 

decisions do not even matter even in cases where our sexual health is at 

stake (Tatenda, 33 years old- Zimbabwe). 

These could even go against safe sex practices and also safe sex discussions with the partner 

for young married women in Makwarela (South Africa) and Concession (Zimbabwe). 

 

The findings of the study confirm the literature reviewed in this study on the societal and family 

expectations from women (Gunga, 2009; Sultrana, 2010; Beek, Dawson & Whelan, 2017). 

The social representations theory used in this study explains that society often places certain 

expectations according to which people have to behave. For example, women may be 

expected to behave in a certain way. In such a case, the society tends to expect women to 
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see the significance of not deviating from the expected way of behaviour. According to Mtenga 

et al. (2016), social norms as rules are cemented by the social and cultural expectations. While 

Bicchieri (2006) puts it forward that norms are important for they construct realities in society 

and imply consequences for disobedience. For this reason, they have the capability of shaping 

health practices and health seeking behaviour. A study by Mugweni, Omar and Pearson 

(2015) revealed that in Zimbabwe extended family members and also the elders of the 

churches strongly discouraged women to negotiate for safe sex with their husbands. While a 

study conducted in Malawi found that cultural beliefs prevented partners from using condoms 

(Chirwa, Malata & Norr, 2011). Beyond the influence on sex norms, a study by Mtenga et al. 

(2015) in Tanzania found that social norms are also influenced by gender expectations that 

significantly influence HIV status of married men and women in the country. Mtenga et al. 

(2016) argues that in most societies the norms that are in society influence the sexual 

communication which is dictated by behavioural guidelines that create the norms about how 

sex and sexuality are regulated. This indicates that women face injustice within their 

marriages.  

 

The finding also answer the question asked by the social representations’ theory, in what way 

does social representations relate to attitudes? The study found that socialization determines 

the ability or inability of a woman to negotiate condom use.  

…. society has a role to play because when they see certain things in a 

marriage, they might say akadyiswa (wife used dark black magic on him to 

make him do as she pleases) and so many things. There is also influence of 

religion on gender equality that the society attaches to it and it is still struggle 

in society. As men we end up expecting some things from our wives because 

of people in society to a point that some of it is a threat to the health and 

well-being of your wife but we are afraid of what people will say if we do not 

do those things (Anesu, 31 years old- Zimbabwe). 

 

To this Dube, Nkomo and Khosa (2017) hold that socialisation is important for one to 

understand the ability or inability of women to negotiate for condom use because according to 

the African traditions men are socialised to be in charge of decision-making in all aspects. 

Through the continuation of these expectations from generation to generation the behaviour 

in society is owed deeply to sexual stereotypes (Galy-Badenas, 2015). Social gender is a 

concept that is related to how women are regarded, viewed, considered and what they are 

expected to do as women by society and families based on the socially ascribed meanings 
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and not on biology (Adana et al., 2011). In light of the family life, women are expected to be 

at home rearing and bearing children.  

 

Conclusions drawn from the findings indicate that some marital expectations go against health 

practices of young women and customary marriage expectations imply that women must 

comply with the social expectations. 

 

7.9 Patriarchy 

 
To answer the research question: What is the relationship between customary marriages and 

gender equality? The study revealed that patriarchy has detrimental effects on the health and 

well-being of young women in customary marriages. This was evidenced by one of the 

participants who stated that: 

Customary marriages tend to be patriarchal and men are dominant while 

women are expected to be passive and submissive (Tatenda, 33 years old- 

Zimbabwe). 

 

The study has revealed through the literature review as well as the findings of this study how 

the patriarchal norms have a role to play on the power dynamics in customary marriages 

(Ngubane, 2010; Mlambo-Ngcuka, 2017). According to the participants, men were the ones 

that hold enormous power. The literature reviewed in this study states that patriarchy in most 

African countries socialises women into believing that they are subordinate to men (Ngubane, 

2010; Mapuranga, 2012; Kruger et al., 2014).  Thobejane (2017) concurs with what was stated 

by the participants in this study that the role of a woman in patriarchal societies is reduced to 

being sexual objects. Women in Makwarela (South Africa) and Concession (Zimbabwe) 

indicated how they are subjugated by men within their marriages. The study also found that 

expectations ranked because of patriarchy provide a structure in society that gives man 

unquestionable authority. According to Johnson (2014:28), “the roots of a tree represent 

patriarchy they demonstrate a deep-rooted male control that is tangled and difficult to 

disentangle.” Patriarchy is a social norm that is deeply rooted in culture therefore its woven 

into the attitudes and behaviours of young men.   

  



167 
 

This study revealed that women are controlled by men in every sphere of life including in the 

area of reproduction by dictating the number of children they must bear. 

My husband has a say in everything the number of children we have and 

when and if to have children (Rudo, 31 years old- Zimbabwe). 

 

According to Stromquist (2014), women in South Africa suffer due to patriarchy which seeks 

to control female sexuality and fertility. When women depend entirely on men it implies their 

involvement in family decision-making and reproductive health decision-making (Nwokocha, 

n.d). A study conducted in Nigeria revealed that how a man defines his position in the family 

determines his perception towards the use of family planning (Eborka, Oyefara & Oyekanmi, 

2017).  

 

A study by Shoola (2014) found that the gender divide in Sub-Saharan Africa which is 

influenced by patriarchy directly affects the ability of women to protect themselves from STIs 

and HIV/AIDS. Patriarchy leaves women vulnerable to HIV/AIDS as it creates a way for 

women to be powerless. Patriarchy also diminishes women’s decision-making ability and it 

affects their sexual life (Kang’ethe & Munzara, 2014). When women do not have the power to 

negotiate sexual relations it makes it easier for them to be prey to STIs and HIV/AIDS. The 

study further held that lack of adequate healthcare offered to women contributes significantly 

to high maternal mortality rate. In some Sub-Saharan African countries, maternal mortality 

rates are higher than elsewhere in the world with women dying either in childbirth or from 

complications in pregnancy (Banque, 2012). Based on this study, complications can be 

experienced by women due to the inability to assert their sexual and reproductive health rights 

within their marriages. Shoola (2014) argues that women suffer from the lack of good health 

and reproductive rights and this disadvantages women and it is harmful to their mortality and 

influences the number of years they live.  

 

The theory of radical feminism which was used in this study contends that the culturally 

symbolic and accepted roles of reproduction that the society assigns to women contributes to 

their subordination by restricting women to certain roles. This study concurred with the 

literature reviewed and found that the differences in the roles of men and women have 

developed a meaning that reflect a hierarchy based on gender which results in male 

domination and female insubordination. This finding is similar to Ademiluka (2018) who 
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revealed that patriarchy in the household is also defined by the roles that women play usually 

which are domestic.  

 

In this study, the researcher used the concept of hegemonic masculinity which is embedded 

in the sex role theory. Connell’s concept allowed the researcher to examine how socially 

prescribed sexual relations between men and women may aid to unequal power in the domain 

of sexual reproductive health. The sex role theory refers to different aims namely: 

1) Analysing and differentiating the person and the societal position attained.  Men and women 

have different roles assigned to them by society. The study links this to the social position 

assigned to women as that of being a wife and a mother. 

2) The actions allocated to the position. As highlighted in this study, the wife has a primary 

role of taking care of the house which involves cooking, cleaning and rearing children. 

Therefore, women tend to be very dependent on their husbands which might have implications 

on their health seeking behaviours as they will be financially incapacitated. As a result, the 

sexual and reproductive health of young women is comprised.  

3) The proper and anticipated behaviour accepted by society. Based on this study and the 

literature reviewed, the proper behaviour accepted by the society is that of fulfilling the tasks 

mentioned above. Moreover, the wife is highly expected to bear children. 

4) Involving people set in contrast. In this case, the people in contrast are the male and the 

female in the context of this study are husband and wife. The wife is usually younger than the 

husband and this creates an imbalance when deciding on sexual health matters as seniority 

will always apply. 

5) Resulting in advantages and disadvantages depending on one’s action. It was revealed in 

this study that becoming a wife traditionally usually has no perks. The power dynamics 

disadvantage women as they cannot live a life that is desirable to them and assert their sexual 

and reproductive rights without being controlled by their husbands.  

 

From the male participants, this study found that men do not believe in gender equality as 

most of them maintain that the men are always the heads of their families.  

I think is a good stance for equality among men and women in other ways. 

But in other ways it is not a right thing. Because it gives women a lot of 
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powers to the point that she will be taking the male duties and making them 

her own (Mulalo, 36 years old- South Africa). 

 

The researcher maintains that patriarchy should be replaced by something that has equality 

at the core with no one in the marriage holding power, but everyone is equal.  

 

Conclusions drawn from the findings indicate that attitudes and expectations ranked through 

superiority of one sex over the other provides an unquestionable authority of men. Additionally, 

gender ideology negatively impacts women’s ability to access healthcare and their 

understanding and knowledge of good health practices. Differences in the roles of men and 

women have developed a meaning that reflect a hierarchy based on gender which results in 

male domination and female subordination. Furthermore, socially prescribed sexual relations 

between men and women may aid to unequal power in the domain of sexual reproductive 

health. 

 

7.10 Understanding gender equality 

 
The qualitative phase of the study found that there is adequate knowledge by the men in this 

study on the meaning of gender equality. This was to answer the research question: What is 

the relationship between customary marriages and gender equality? The men stated how to 

them it means men and women are equal, they deserve the same opportunities but however 

they stated that there should be no equality in marriage but in other spheres of life. The study 

revealed that it is important to examine the relationship between young men’s understanding 

of gender equality as it helps one to ascertain the value that they assign to sexual and 

reproductive health of young women and how this in turn affects the health seeking behaviour 

of young women.  

 

The findings from the study are in line with Levtov et al. (2014) who states that men’s 

understanding of gender equality is an important component in understanding the studies for 

men and women. To this Connell (2005b:1802) is of the view that “widespread social support, 

including significant support from men and boys” is required in reducing gender hierarchies. 

In addressing this, it is very important to educate men about the importance of gender equality 

and women’s rights (Waxman et al., 2016). The researcher contends that when there is an 
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understanding of what equality means men are able comprehend this concept women are 

asserting their rights. Concerning the study, the way men construe gender equality hinders 

women the ability to stand on an equal footing with men especially in the reproductive arena.  

 

Conclusions drawn from the findings indicate that the relationship between the way men 

perceive gender equality helps to ascertain the value men place on sexual and reproductive 

health of women. 

  

7.11 Men’s attitude towards equality in customary marriages 

 
The study found that the men are against gender equality in marriages and it negatively affects 

women in answering the research question: What is the relationship between customary 

marriages and gender equality? The majority of the men stated how a woman is supposed to 

be under the authority of a man. This is evidenced by one of the excerpts below: 

If I would like to bring this concept of gender equality my wife would like to 

put it into effect in our marriage because she will think that we are equal 

whereas I fend for the family and she stays at home how can we be equal, 

we can never be equal one has to be superior and one inferior (Danai, 29 

years old- Zimbabwe). 

 

When women work and they can empower themselves and men fear that their positions will 

be challenged. This study has already revealed the importance and the consequences of 

women empowerment especially within the domain of sexual and reproductive health. When 

women are empowered they disregard some of the gender norms and this can facilitate 

women in acquiring positive health outcomes. Gender norms affect the health seeking 

behaviour of women within the sexual and reproductive health ambit. This concurs with the 

literature reviewed in this study that gender is a strong determinant of health (The Women’s 

Health Council 2007; Ravindran & Kelkar-Khambete, 2008; Piang et al., 2010; Magar, 2015). 

 

Restrictive gender norms and inequalities in the health system affect the interaction of the 

women with the health system (Gender Equality Steering Committee, 2019). Gender norms 

also create a situation where men are unquestioned and the sexual subordination by women 

exposes them to higher risks of reproductive health challenges and like maternal mortality, 
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STIs and HIV/AIDS (Pruss-Ustun, 2013; Ramjee & Daniels, 2013). Gender inequality and 

power imbalances also affects interpersonal relationships. A survey conducted in 2018 from 

fifty-four countries indicate that four in five women do not have power in important aspects of 

the family relationships (Heyman et al., 2019). Previous studies have found that men outlive 

women and girls and women have the higher burden of disabilities and morbidities (Cullen et 

al., 2016; Hesse, Greene & Opper, 2019). The differences of this cannot be shown by sex 

alone but by other factors related to gender as shown by the Global Burden of Disease data 

(Institute of Health Metrics and Evaluation, 2018). These gender norms violate the principles 

of RBA. Every individual has the right to determine their own choices. Gender inequality 

depicts powerlessness, vulnerability and makes women susceptible to pain in many aspects 

of their lives.  

 

The study also found that perceptions of greater access to financial independence of women 

may lead to the reduction of interpersonal independence if their male partner feels threatened. 

Now because of this equality a woman can go out there and get a better job 

some men feel threatened and the need to provide especially if the man is 

not working it does not make one lesser of a man. The other issue is like 

relatives cause problems about who does this and especially if the man is 

not working……. (Khakhathi, 43 years old- South Africa). 

 

Men are very sensitive to threats of masculinity more reluctant to diverge from masculine 

norms and motivated to restore threatened status to their manhood or masculinity. Gendered 

behaviours and traits are an important part of the identity of people while threatening them 

motivates people to act in ways that they try to restore their status within the group by strongly 

adhering to strong group norms (Kosakowska et al., 2016). Previous studies have shown that 

when men feel like their manhood has been threatened they incorporate compensatory 

behaviour which includes increased aggression (Bosson et al., 2009; Macmillan & Gartner, 

2009). This is done for the sole purpose of maintaining the status quo that is embedded in 

society (Kosakowska et al., 2016). In support of this notion, Laurin, Kay and Shepherd (2011) 

put it forward that the stereotype of men as born to lead and rule and women as the followers 

is seen as a set of complementary labels which acts as tools for the maintenance of status 

quo.  
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A previous study in Bangladesh revealed that about 80% of the men subscribe to traditional 

gender ideologies that expect men to fulfil family obligations through being a breadwinner and 

providing financially for the family while women are at home taking care of the household 

(Karim & Law, 2013; Karim et al., 2018). On the other hand, a study in Honduras found similar 

traits of masculine enforcement wherein the men hindered women from participating in 

development related initiatives (Vonderlack & Navarro, 2010). Therefore, young women in 

Makwarela (South Africa) and Concession (Zimbabwe) experience restrictive gender norms 

which negatively affect the interaction of women with the health system. 

 

Conclusions drawn from the findings indicate that the autonomy of women is viewed as a 

threat to the status quo hence the need by men to reduce it.  

 

7.12 Discrimination against women 

  
The study endeavoured to answer the question: What is the relationship between customary 

marriages and gender equality? The study found that women face a lot of discrimination in the 

family life such as being confined to household activities which means their mobility is 

restricted due to gender-related socialisation processes and power relations. Women are also 

expected not to be part of decision-making process in terms of childbirth while they are also 

expected to adhere to traditional practices however discriminatory. The extensive literature 

reviewed in this study highlighted how women face discrimination because there is no equality 

in both the private and public life.  

 

This finding is in line with other studies carried out that revealed that the discrimination of 

women creates barriers in the participation of women in the family life (Shastri, 2014). 

According to Adana et al. (2011), discrimination of women has negative effects on women’s 

social life.  Dickson and Louis (2018) found in their study that women in Zimbabwe experience 

discrimination especially on the issues of masculinity considerations which rank men superior 

than women in the rural areas. A study conducted by Dharagi (2007) revealed that 

discrimination has different angles, some men are not open to the idea of women educating 

themselves because according to them, educated women think that they must not do  

household chores. This study revealed the thoughts of some men in Makwarela (South Africa) 

and Concession (Zimbabwe) on how they view their wives within their marriages and how 
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gender inequality is a form of discrimination against women and it is revealed in the way that 

women are powerless in decision-making within the marriage. 

A woman is expected to do household chores. So people subscribe to this 

norm because it has always been like that and it is generally accepted. As a 

man you cannot be under the wife, so you must make sure that she knows 

her place and as result she must stay at home and take care of the children 

(Rophiwa, 32 years old- South Africa). 

 

The African feminist theory was used in this study to shape the argument around African 

women’s sexuality which also encompasses sexual and reproductive health rights. According 

to the advocates of the theory, African women possess little or no power over their lives in the 

same way as men do. This theory was suitable in critiquing the position of women within an 

African context and how some of the unquestioned gender related practices discriminate 

against women as well as affecting how they are perceived by men within the customary 

marriage. Therefore, it is clear that both countries despite the advanced legal protections in 

South Africa and Zimbabwe women still suffer discrimination at the hands of men in marriages. 

Conclusions drawn from the finding indicate that patriarchy exacerbates discrimination. 

 

 7.13 Intervention strategies 

 
The study sought to answer the final research question: Which intervention can support and 

promote gender equality and young women’s sexual and reproductive health rights in 

customary marriages? The participants were asked to provide an opinion on what could be 

done to facilitate the promotion, protection and support for the sexual and reproductive health 

rights of young women in customary marriages. This was deemed befitting as the young 

women through their own experiences in their everyday lives possibly acquired the knowledge 

of what can be possibly lacking. The researcher felt that an insider view will possibly assist 

with what works best and what does not work and why. The participants stated the importance 

of education and went on to explain the results that ensue from educating young people both 

at school and at home. They also stated the importance and strict laws, women organisations 

promoting sexual and reproductive health rights as well as using the media as a positive 

influencer as some of the strategies.  
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The United Nations Educational, Scientific and Cultural Organization (2009) defines sex 

education as an approach that involves teaching about sex and relationships at an appropriate 

age providing information that is scientific and realistic. The researcher posits that it is 

important to teach young people about sex at an age at which their minds can fully 

comprehend and grasp the information. To this the World Health Organisation (2019) sexual 

health requires an approach that is constructive and portrays the respect for a pleasurable 

sexual life free from coercion and discrimination. This is what some of the young women had 

in mind, education about sexual health and gender that will diminish oppression. Not only does 

sex education empower young people, but it also nurtures their minds so that they can 

synthesize appropriate sexual health content as well as the model of adult relationships that 

they desire which ultimately increases the quality of life. It was apparent in this study that when 

young people suffer from negative sexual and reproductive health outcomes, it not only 

undermines their well-being, but their future as well to become productive citizens. As already 

stated in the literature review, positive sexual and reproductive health outcomes leads to 

optimum health and ultimately human development.  

 

According to Moghadam and Ganji (2019), sexual beliefs originate from early years in 

adolescence and adulthood with direct and significant effects on sexual behaviours in life. Sex 

education must centre around cultural infrastructure, social attitudes, age, sex and every 

person’s needs (Yousefzadeh, 2017). For sex education to be effective, it must also be 

informed by empirical evidence (Adofoli, 2018) therefore it must be informed by what works 

best and why. A study by Strasburger and Brown (2014) found that sex education in the early 

years have a positive impact on sexual attitudes. Teachings at home especially from the 

parents is one of the most important environments that affect the way children assimilate 

information (Khu & Lee, 2015). Previous studies have revealed that nurturing and sexuality 

education can charter sexual behaviours in the right place (Ganji et al., 2017). 

 

Education on gender equips young people, both girls and boys, with critical thinking skills, 

decision making and empower them with the ability to claim their rights and at the same time 

making decisions that are informed on sexuality matters and reproduction that are respectful 

to others (International Planned Parenthood Federation, 2016). Studies also reveal that the 

educational attainment of men as well is associated with an increase in the use of 

contraceptives like condoms (Adamczyk & Greif, 2010). This is a foundation of healthy 

relationships and positive sexual and reproductive health outcomes concurring with what has 
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been held by the literature review that results in negative sexual and reproductive outcomes 

through gender inequality and patriarchy.  

 

Furthermore, young girls should stay in school and acquire adequate education that will equip 

them with the knowledge, skills and confidence to be able to assert their sexual and 

reproductive rights. Sonfield et al. (2013) posits that education makes women independent 

socially and economically which enables them to command respect in the family. There is a 

relationship between the number of years that a woman is in school and maternal mortality as 

well as the number of children they have. Girls who go to school have a lower chance of getting 

pregnant and marrying early compared to those who are not attending school (World Health 

Organisation Regional Office for Europe and BZgA, 2010.) When young women attain a 

decent education, they are more informed about the different family planning options available 

and they can gain employment and be able to stand up and challenge when their rights are 

being trampled upon. One cannot say the same about young people who have not attained a 

decent education, they in turn do not value what education brings hence they create an 

intergenerational cycle of women who do not have a high regard of their sexual and 

reproductive health rights.   

 

The study also indicated that there is need to enforce strict laws for the protection and 

promotion of sexual and reproductive health rights. Currently in both countries there is no one 

stop piece of legislation that addresses sexual and reproductive health of young women 

specifically, but it is scattered in different pieces of legislation and policies that are to be read 

together. This at times poses a challenge because there is nothing comprehensive. Failure to 

enforce strict laws enables some gross injustices committed against women to go unpunished. 

Lack of punishment means that there is no deterrence. Harmful cultural practices are being 

practiced as evidenced by this study the perpetuation of this is a stark revelation that there is 

lack of enforcement of the international, regional and domestic laws that specifically prohibit 

certain traditional practices because they are discriminatory against women (Pearson & 

Makadzange 2008; Mugweni & Pearson, 2012; Machingura, 2012.) In light of the liberal 

feminist theory used in this study that proposes change through demanding equality before 

the law one can understand how this strategy is in alignment with this theoretical underpinning. 

Awarding equality through the enforcement of the law will provide men and women with 

equality in both society and the family. 
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The study also found that media is a positive tool to raise awareness on the issues of sexual 

and reproductive health rights. There is so much social media presence among young people 

globally hence it will be the right platform through different forms like dramas, movies or 

advertisements. The main goal of health promotion is to allow people to improve and further 

control over their health. Veale et al. (2015) posits that media, especially social networking 

platforms such as Facebook and Twitter, have grown rapidly in popularity, there are a lot of 

opportunities for interaction with people from all walks of life enhancing their health promotion 

potential. Such platforms are being used for sexual health promotion but with varying success 

in reaching and engaging users.  

 

7.14 Development of a strategy 

 
Based on knowledge and also the results of the study, the researcher needed to come up with 

a strategic approach for the strengthening, promotion and protection of sexual and 

reproductive health rights of young women. Many strategic approaches hinge on HIV/AIDS 

and fail to interlink strategies that depend on each other and some strategies lack well 

informed baseline data such as this study before strategies are formulated and implemented 

for specific communities. The researcher developed an intervention strategy named A Multi-

Level Approach to Strengthen, Protect and Promote Sexual and Reproductive Rights of 

Women.   

 

A Multi-Level Approach to Strengthen, Protect and Promote Sexual and Reproductive 
Rights of Women 

 

The approach identifies six key domains in which action must take place if the sexual and 

reproductive health of women is to be promoted: sex education, engendering sexual and 

reproductive health rights, healthy relationships, interpersonal communication, sexual 

decision-making and contraceptives and unintended pregnancies. Various obstacles impede 

women to enjoy their sexual and reproductive health rights. To add on, the family and society 

are also stakeholders in the promotion and protection of the sexual and reproductive health of 

women. There is lack of knowledge on sexuality, contraceptives and lack of adequate 

knowledge on sexual and reproductive health rights from the community and family members. 

Women are one of the most important stakeholders for their sexual and reproductive health. 

There are various obstacles apart from those that this study highlighted. Amongst these 
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obstacles are gender roles, gender inequality, marriages, unmet need for contraception, lack 

of reproductive health care, lack of access to information and the use of reproductive services. 

Promotion of sexual and reproductive health requires co-ordinated action on different areas. 

Education alone will not produce the benefits needed but coordinated action and intervention. 

This strategy aims to strengthen, promote and protect the sexual and reproductive health 

rights of young women through pushing the health of women past societal and cultural norms.  

 

Stakeholders 

Young married women 

 

Young married women are important stakeholders in their sexual and reproductive health. 

They must be able to take charge of their own lives and be equipped with knowledge to assert 

their rights with wits and freedom. Young married women must possess adequate information 

on matters such as consent in a sexual relationship as well as the consequences and dangers 

of unwanted pregnancies hence the knowledge and use of contraceptives is important. 

Women must be able to pass down and instil positive values in their girl children. It cannot be 

emphasised enough how women’s attainment of optimum health reaps beneficial effects for a 

country as a whole due to it being a key element in human development.  

 

Young married men 

 

Men possess distorted meanings of sexuality and gender roles and they also lack ideal models 

on healthy relationships because societal and cultural norms create intergenerational effects 

such that men inherit patriarchal attitudes and exhibit gendered behaviours. Therefore, men 

are important stakeholders if a strategy is to be implemented that protects and promotes the 

sexual health of women. 

 

Family and community members 

 

Children relate more teachings from home especially from the parents and it affects the way 

children process information. Parents serve as role models for their children’s specific 
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development hence studies have revealed that it is very effective when parents and children 

discuss sex related matters with their children. However, a study by Jin (2011) found that 

parents find it very difficult to discuss sexual related matters with their children due to lack of 

knowledge as well as just being uncomfortable about the matter. Sex is a word rarely spoken 

in African homes. It is considered as something embarrassing, a taboo to talk about and a 

conversation never to be had because it might instigate unwarranted sexual activities. Based 

on this, parents are not comfortable to have ‘the talk” with their children. This it is therefore 

important to develop resources that equip parents with the knowledge to improve parent’s 

education. Given that behaviour is also influenced by what they observe in sexual behaviours 

in their surroundings which is the family whose behaviours is also influenced by cultural, 

religious and social beliefs (Hagan, Shaw & Duncan, 2008). The family is the primary 

socialising agent; children exhibit to the world what they would have learnt from the family. 

The social learning theory by Bandura specifically highlights the link between socialising and 

the behaviour that people reveal in society.  

 

It therefore starts with the family to instil positive ideas about sex in a young person before the 

community. The community members are also part of the family unit and it is imperative that 

they also instil positive values within their families. Communities give people a sense of 

belonging and one therefore finds it difficult to survive on their own without a community. 

Equipping young people with the right knowledge on sexuality helps to avoid the distorted and 

wrong meanings about sexuality from their peers which results in negative sexual health 

outcomes. Having positive societal norms about sexual health, gender and equality will 

facilitate young women in attaining positive sexual and reproductive health outcomes. It helps 

to strip male and female societal expectations. In childhood, socialisation begins by treating 

children by genders and awarding them specific treatments according to genders, if the society 

could treat a boy and a girl equally the values will go a long way in achieving positive sexual 

outcomes.  

 

Obstacles  

 

The way the African society views gender roles signify inequality due the patriarchy and the 

cultural position within an African society. Gender roles place women in an inferior position 

wherein they are expected to be at home bearing and rearing children while men are working. 

Theses expected roles result in inequality among men and women. These gender roles and 
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inequality place women’s sexual and reproductive health rights at risk because when women 

are confined at home to household functions they might not be economically empowered 

therefore their choices of action are limited.  

 

Marriages can be viewed as a site wherein women are oppressed. In a marriage there are 

expected roles and responsibilities that women play that place them at a disadvantage. In 

marriage women can find it hard to negotiate for safe sex, that is the use of condoms and also 

to determine the number and spacing of their children. In some marriages these terms are 

decided on by the husband and in some marriages these decisions are made jointly which 

has beneficial effects for women. Being unable to assert sexual and reproductive health rights 

especially for women who has bride price paid for them is detrimental to their health and well-

being.  

 

Furthermore, unmet need for contraceptives results in women not being able to take charge 

of their fertility. Women who do not use any contraceptives end up bearing more children than 

they can afford which results in increased poverty. If this cycle of poverty continues it creates 

an intergenerational cycle of women who bear their children in poverty stricken conditions and 

are unable to afford basics such as education, food and health care. Therefore, women 

contraceptives should be accessible so that women can assert their reproductive rights.  

 

Lack of access to information results in lack of awareness on sexuality, lack of knowledge on 

contraceptives and lack of adequate knowledge on sexual and reproductive health rights. For 

a person to be able to act positively they must first of all have the necessary information to 

inform their behaviour. When women are confined at home and unable to access information 

they cannot act within reproductive health domains.  
 

Intervention strategies 

Sex education 

 

Sex education is very important during the childhood years. It is important because it 

establishes the proper values and attitudes towards sex, this is because formative years are 

a potential turning point in terms of reasonable decision-making and through the fast-going 
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changes in physical development (Kar, Choudhury & Singh, 2015). Sex education must centre 

around the themes that every child will require when they become adults such as social 

attitude, sex and culture. For sex education to be effective it must be informed by practical 

evidence from previous studies.  

 

The goals of the International Conference on Population Development (ICPD) are to be 

achieved by states so that all citizens achieve the highest standard of health attainable. One 

of the goals set by the conference (principle 8) was that governments create policies that 

provide adequate access to reproductive and sexual health especially for young adults (United 

Nations Population Fund, 1994). The ICPD further emphasises that education must take place 

in schools and the community delivering age appropriate education. In 2009 and 2012, the 

Commission on Population Development reaffirmed this through provisions that called upon 

governments to provide people who are young with comprehensive sexual health and 

sexuality education, human rights and gender equality which will enable them to deal positively 

with sexual related matters (United Nations, 2009; United Nations, 2012). Approaches that 

also work are those that cover human rights, to advocate for the sexual and reproductive 

health rights of women.  

 

An approach to strengthen and protect sexual and reproductive health of vulnerable groups in 

society (i.e. women and children) should include a comprehensive sexuality education in 

young people. Investing in young people will create intergenerational benefits as they will grow 

up with a model of positive attitude and behaviour and respect for the rights of others. There 

must be comprehensive education imparted to the family, community members, young men 

and women as well as health care providers. The researcher relied on the findings of this study 

as a baseline for what could be an ideal strategic approach to sexual and reproductive health 

of women. It is also the view of the researcher that the interventions that work are those that 

seek to change the knowledge, perception, skills and attitudes of people in tackling the broader 

societal issues that can hinder the attainment of positive sexual and reproductive health for 

vulnerable groups in society.  
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Engender sexual and reproductive health rights 

 

What it means to incorporate gender in sexual and reproductive health rights is to engender 

all sexual and reproductive health aspects. It requires interventions to be gender engineered 

to achieve optimum potential for women and girls. Previous studies have revealed that 

programmes and interventions that incorporate the effects of gender and power have more 

positive effects than the programmes that do not (Haberland, 2010). The gender power 

dynamics in Africa often undermine the human rights principles. Every individual has a moral 

right to choices in their lives that they determine. The area of sexual and reproductive health 

rights includes numerous things such as health, education and family planning.  

 

Engendering sexual and reproductive health rights is also premised on challenging traditional 

norms about gender roles and attitudes about “what makes a man.” Societal gender norms 

have it that being a man is all about exerting power and influence over the other sex. This 

results in men trying exceedingly and abundantly to stamp their masculinity in both the public 

and the family life. Challenging traditional norms will go a long way in ripping benefits for 

women and girls in the area of sexual and reproductive health rights. Traditions can be 

changed and passed down from generation to generation thereby being a culture. It is not a 

hurdle that cannot be passed for change is constant, but it requires appropriate education of 

both men and women as mothers, fathers, wives, husbands, daughters and sons on the 

importance of equality in all aspects of life. For sexual and reproductive health strategies to 

work, they must be culturally sensitive addressing the needs and fundamental values of the 

community. As even traditionally culturally conservative societies are experiencing rapid 

changes in attitudes and practices towards sexual lifestyles, the challenge is to ensure that 

sexual health strategies combine evidence informed by empirical studies, measures and good 

practices with culturally appropriate communication and implementation approaches. 

 

Enhancing men’s awareness of and support for their partner’s reproductive health is also part 

of engendering sexual and reproductive health rights. It is of paramount importance that men 

support their partners in decisions related to seeking medical care, family planning methods 

as well as other requirements for women to achieve optimum reproductive and sexual health. 

It is believed that when men are aware and actively involved in their partner’s reproductive 

health decisions, for example, family planning decisions taken together, it allows an open and 

honest discussion of which family planning method is ideal for both partners and why. 
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Participation by men includes positive and supportive attitude that men express to their 

spouses with regards to the use of contraceptives.  

 

Finally, to engender sexual and reproductive health requires the mobilisation of men to 

participate actively in the promotion of gender equality and breaking the culture of gender-

based violence. Violence against women also results in negative sexual and reproductive 

health outcomes. Women who suffer from gender-based violence in most cases experience 

spousal rape and forced sexual intercourse which results in unwanted pregnancies and also 

complications in childbirth which leads to maternal mortality and morbidity. When men fully 

grasp the importance of gender equality, it leads to the promotion and protection of women’s 

rights and also it has beneficial effects on men educating each other and fathers being role 

models to their children in the family.  

 

Contraceptives and unintended pregnancies 

 

Based on the findings of the study, the researcher is of the view that education about the 

different types of contraceptives is important. There is a dire need to educate both men and 

women on the available types of contraceptives. As the study has already noted there is a 

misconception on the use of condoms within marriages therefore education on how condoms 

can prevent unwanted pregnancies too will go a long way rather than the notion that it is for 

the prevention of STIs and HIV. Education will equip women with the negotiating power to 

negotiate for the use of contraceptives to control child spacing and frequent births. Adequately 

spacing children gives a woman more time to recover physically before they give birth again. 

This also helps with the reduction of possible maternal mortality and morbidity due to 

complications in childbirth. Negative health consequences will most likely also affect the infant. 

There is a plethora of literature on how the improved health of mothers and children is the 

rationale of family planning. The logic is that improved family planning leads to improved health 

status which ultimately results in human development which aids in improved economic 

growth. Unwanted pregnancies can result in unsafe abortions which has an association with 

heightened risk of maternal mortality (Stover et al., 2016). 

 

Given the risks that are existing in the world from STDs, it is important to advance the 

knowledge of young people on other aspects such as unwanted pregnancies and sexual 
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violence which can affect healthy relationships. Young people need to understand the risks 

and consequences of unplanned pregnancies and unsafe abortions. The rate and prevalence 

of abortions and unplanned pregnancies can be significantly reduced through appropriate 

knowledge. Young people need to grow up with the appropriate knowledge about the 

consequences of their sexual activities and what it means to have sex.   

 

Interpersonal communication 

 

Interpersonal communication is the ability of being able to communicate with other people on 

a personal level. Once a person speaks a word you cannot take it back hence it is important 

to utter words that do not harm others. Knowledge of interpersonal communication equips one 

with the ability of being mindful towards others, showing empathy and being thoughtful when 

speaking with other people (Galvin, Byland & Brommel, 2018). Therefore, educating people 

on the importance and benefits of interpersonal communication is important.  

 

Sarwatay and Divatia (2016) defines interpersonal communication as an important part of 

family planning discussions because it allows partners to discuss openly their preferred 

method of family planning as well as the number and spacing of children. Interpersonal 

communication is very important because it increases men’s participation in the use of 

contraceptives which results in every pregnancy being wanted.  This is mainly because being 

able to communicate effectively about childbirth and family planning is related to the ability to 

use contraceptives. Effective communication among spouses enables them to raise their 

concerns on sexual and reproductive health issues like unplanned pregnancies and STDs. 

Interpersonal communication leads to joint decision-making in the household.  

 

Healthy relationships 

 

Healthy relationships are as a result of being able to communicate effectively and being 

equipped with the adequate knowledge on sexual and reproductive health. Healthy 

relationships and positive communication have resulted in improved sexual and reproductive 

health. When couples communicate they make healthy decisions about the use of 
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contraceptives, the prevention of STDs and HIV/AIDS and avoidance of unwanted 

pregnancies.  

 

Healthy relationships also result in women being able to give their consent or not to sexual 

intercourse. When a wife does not give consent, it results in marital rape which is seen as non-

existent in marriages by many African communities because according to them the marriage 

itself implies consent. There are so many health consequences of forced sexual intercourse. 

Therefore, the knowledge and importance of consent cannot be overemphasised in 

relationships.  

 

Sexual decision-making 

 

The influence of knowledge on sexual decision-making on HIV/AIDS may help to reduce the 

risk of contraction and transmission of the disease. Women being able to assert their rights 

within the sexual and reproductive domain results in reduction of unwanted pregnancies, 

unsafe abortions and STIs. The rationale of a woman’s ability to make decisions on 

reproductive and sexual matters is to be able to control fertility.  In most cases power dynamics 

hinder women from being able to make bold decisions about their health. Positive sexual 

health outcomes are as a result of women being at the helm of decision-making in the 

household.  

 

Empowerment of women and communities as well as strengthening health services to make 

positive progress to improve sexual health and well-being will require knowledge of 

appropriate legislation, policies and channels to take once their rights are infringed upon.  

There must be human rights education at grassroots level. For people to be able to realize 

their human rights they must first appreciate and acknowledge the existence of those rights to 

them. 

 



185 
 

FIGURE 13: A MULTI-LEVEL APPROACH TO STRENGTHEN, PROTECT AND PROMOTE SEXUAL AND REPRODUCTIVE HEALTH 
RIGHTS OF YOUNG WOMEN 
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7.15 Conclusion 

 
This section of the study discussed the findings of this study. The study found that payment of 

roora/mamalo affects the power dynamics in the family which subordinates women to men 

and makes it difficult for women to assert their sexual and reproductive health rights. The study 

revealed that there are various challenges that women face in their customary marriages 

which impede the enjoyment of their sexual and reproductive health rights. The study revealed 

challenges like the effects of dry sex, being unable to practise safe sex and widowhood rites 

of being celibate. This study revealed that women are not able to make decisions on family 

size as well as decisions on sex due to culture and societal expectations. The study also found 

that relationship control factors make it difficult for wives to refuse sexual advances from their 

husbands as well as to negotiate for condom use. Furthermore, the study revealed how 

cultural practices such as widowhood inheritance and polygamy affect women’s sexual and 

reproductive health rights through transmitting HIV/AIDS as well as other STIs. Due to all this, 

women find themselves facing discrimination in the family life. The study also revealed the 

intervention strategies that were used by the researcher to develop strategies for the 

promotion and protection of sexual and reproductive health rights of women.  
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CHAPTER 8 OVERVIEW, CONTRIBUTIONS AND RECOMMENDATIONS OF 
THE STUDY 
8.1 Introduction 

 
This study aimed to use the key human rights principles of non-discrimination and gender 

equality to promote women’s rights and emancipation, through the abolition of primordial 

cultural practices in customary marriages which infringe on the rights and dignity of young 

women. This chapter provides an overview of the study by giving a summary of the findings 

of the study, contributions of the study, recommendations of the study, areas for future 

research and limitations of the study as well as the general conclusion on the entire study. 

 

8.2 Overview 

 
The triangulation of theories in this study enabled the researcher to use different theoretical 

keys to unlock different problems. In the end, the researcher was able to use the theories for 

the choice of a research design, formulation of the research instruments and to arrive at well-

reasoned conclusions through being able to broaden the understanding of the problem under 

investigation.  

 

The literature that this study reviewed revealed a gap on the role of customary marriages on 

the sexual and reproductive health rights of women. The literature went further to highlight the 

importance of human rights approaches to health, mainstreaming gender in health and it also 

disintegrated the concept of sexual and reproductive health rights. The literature also revealed 

the position of women within an African context and how patriarchal notions of masculinity find 

footing in both Shona and Venda customary marriages.  

 

Compared to some previous studies on sexual and reproductive health rights of women, this 

mixed method study represents one of the few studies to empirically investigate the effects of 

customary marriages on young women’s sexual and reproductive health rights. A study that 

was not comparative study of two countries would not have allowed this insightful exploration 

that the researcher undertook. This is the case because a single case study would not have 

allowed the researcher to draw a general conclusion such as the one provided by this study.  
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The study sought to answer the following research questions: 

• What is the relationship between customary marriages and gender equality? 

• How do customary marriages affect young women’s sexual and reproductive health 

rights? 

• What are the obstacles to the realisation of young women’s sexual and reproductive 

health rights? 

• How is the sexual relationship power in customary marriage exercised? 

• Which interventions can support and promote gender equality and young women’s 

sexual and reproductive health rights in customary marriages? 

 

To generate empirical answers for the above-mentioned questions, this study employed a 

mixed method research design wherein both qualitative and quantitative data was used. The 

researcher placed more weight on the qualitative data and used the results to develop the 

survey instrument. A semi-structured interview guide was deployed to capture the views of 

young men and women in customary marriages with questions on gender equality, women’s 

sexual and reproductive health to determine the relationship between these and customary 

marriages. The results of the qualitative phase were further explored with a survey that sought 

to determine sexual relationship power in customary marriages. The quantitative phase 

explored decision dominance and relationship control in customary marriages. The 

overarching discussion was on the experiences of young men and women in customary 

marriages followed by their thoughts and views. The researcher conducted an initial coding of 

the data which helped to define patterns and what was happening in the data. In other words, 

what does the data show? By using this method, the researcher avoided imposing ideas that 

were preconceived on the categories of data. Instead, patterns were created based on what 

the data was saying. Patterns facilitated the reduction of the data to come up with relationships 

within the data from which short phrases were used to symbolize a portion of the data. The 

researcher opted for the use of narrative analysis method because of its ability to stay close 

to the words of the participants in light of the objectives of this study. The findings of this study 

are presented in a narrative form wherein the participants described their experiences in 

customary marriages. 
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8.3 Contribution of the study 

 
8.3.1 Empirical contribution 

 
8.3.1.1 What is the relationship between customary marriages and gender equality? 
 
The study established that there are restrictive gender norms which negatively affect the 

interaction of women with the health system thereby impacting gender equality. Gender 

inequality is a form of discrimination against women and it is revealed in the way that women 

are powerless in decision-making especially within the customary marriage as this study has 

revealed. This shows that the relationship between the way men perceive gender equality 

helps to ascertain the value men place on sexual and reproductive health of women. The study 

discovered that patriarchy has detrimental effects on the health and well-being of young 

women in customary marriages. In this study, it was found that expectations that are 

predicated on patriarchy provide a structure in society that gives men unquestionable 

authority. This was revealed through how male participants in this study stamped their 

authority over women even in the reproductive arena. From the interviews, young women who 

took part in this study from both countries had a consensus on the dominating power exercised 

by men and the unequal nature of their roles within the customary marriage. The study 

revealed that there is no gender equality in customary marriages. This has implications on the 

sexual and reproductive health of women. This is the case because it results in lack of 

autonomy and lower levels of decision-making regarding sexual and reproductive health rights 

of young women in Makwarela (South Africa) and Concession (Zimbabwe).  

 

8.3.1.2 How do customary marriages affect young women’s sexual and reproductive health rights? 
 
While striving to answer the above research question, the study also sought to examine 

whether mamalo/roora violates the equality and human dignity of women. The participants 

highlighted how they were expected to bear children, not to question anything in the marriage, 

being submissive and bearing the unequal brunt in the marriage. The study found that 

customary marriages enforces the differences in reproduction which culminates in gender 

inequality. The findings of the study revealed that customary marriages affect the sexual and 

reproductive health rights of young women. This is as a result of the fact that women are 

expected to adhere to norms that affect their health. Such norms also relegate women to 

positions of inferiority and women are also treated as property purchased through the payment 

of the bride-price. The young women in South Africa and Zimbabwe revealed how the societal 
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and family norms go against safe sex practices and also safe sex discussions with their 

partners.  

 

8.3.1.3 What are the obstacles to the realisation of young women’s sexual and reproductive health 
rights? 
 
To answer this research question, the study explored qualitatively and quantitatively obstacles 

women in Makwarela (South Africa) and Concession (Zimbabwe) face in realising their sexual 

and reproductive health rights. The study revealed that there were various challenges that 

women are faced with in their customary marriages which impedes the enjoyment of their 

sexual and reproductive health rights. The study revealed challenges like the effects of dry 

sex, being unable to practise safe sex and widowhood rites of being celibate. This study also 

found that polygamy and wife inheritance are responsible for the transmission of STDs like 

HIV/AIDS. The quantitative data revealed an association between polygamous marriages as 

an agent of HIV transmission and the ability of women to freely enjoy their sexual and 

reproductive health rights. The study revealed the above-mentioned cultural practices as a 

hindrance to the realisation of the sexual and reproductive health rights of women in both 

South Africa and Zimbabwe.  

 

8.3.1.4 How is the sexual relationship power in customary marriage exercised? 
 
The study found that women lack autonomy and the power to negotiate for safe sex. The study 

showed that in customary marriages, the power lies with the husband. The relationship is 

structured in favour of the husbands since interests of wives are not entertained at all. This 

study exposed how women are not able to make decisions on family size as well as decisions 

on sex due to culture and societal expectations that place men in positions of authority. The 

study revealed that there was also a significant relationship between sexual relationship power 

and forced sex and condom use in both Makwarela (South Africa) and Concession 

(Zimbabwe). The study did so by revealing how the lack of sexual relationship power 

(relationship control and decision dominance) hinders the ability to avoid unplanned 

pregnancies, intimate partner violence and consistent condom use which all point to 

relationship power which is an important component of sexual decision-making. Despite legal 

instruments in both countries to protect women against discrimination, women still experience 

lack of autonomy at the hands of men.  
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8.3.1.5 Which interventions can support and promote gender equality and young women’s sexual and 
reproductive health rights in customary marriages? 
 
To answer the above research question, the researcher asked the young women what in their 

opinion would be ideal strategies to promote gender equality and support sexual and 

reproductive health rights of women. The participants stated the importance of education and 

went on to explain the results that ensue from educating young people both at school and at 

home. They also stated the importance of strict laws, women organisations promoting sexual 

and reproductive health rights as well as using the media as a tool to raise awareness about 

women’s sexual and reproductive health rights. From the findings of this study, the researcher 

developed a strategy named A Multi-Level Approach to Strengthen, Protect and Promote 

Sexual and Reproductive Health Rights of Women. This strategy identifies six key domains in 

which action can be taken if the sexual and reproductive health of women is to be promoted. 

These are sex education, engendering sexual and reproductive health rights, healthy 

relationships, interpersonal communication, sexual decision-making, contraceptives and 

unintended pregnancies. 

 

8.3.2 Knowledge and policy contribution 

 
The study adds to the existing body of literature particularly about customary marriages 

concerning women’s sexual and reproductive health rights. The study also adds to knowledge 

on the health seeking behaviours of women within customary marriages and the impact that 

this has on the health and well-being of women and the children they give birth to. Therefore, 

it then becomes apparent that a research on sexual and reproductive health rights and 

customary marriages is imperative as it aids the achievements of some of the SDGs which 

emphasise on equity and health care. To add on, the literature that was reviewed 

demonstrated that there were still many unexplored cultural issues which affect women’s 

sexual and reproductive health, especially concerning traditional practices such as customary 

marriages. Therefore, this research has addressed the unknowns to provide information which 

can be used to form a knowledge base on and for women’s sexual and reproductive health 

rights. Furthermore, the study reinforces current thinking on the demand for principles of 

egalitarianism in marriages and advances the existing literature because it adds to the body 

of knowledge relating to effects of certain cultural practices on the sexual and reproductive 

health rights of young women in customary marriages.  
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As the study has revealed, the sexual and reproductive health rights of women is an area that 

requires attention therefore policies must be put in place to address this challenge. This study 

has contributed to policy formulation since the researcher has developed a strategy called 

Multi-Level Approach to Strengthen, Protect and Promote Sexual and Reproductive Rights of 

Women. The strategy will be beneficial when formulating policies as an option or alternative 

course of action for addressing the impediments to the realisation of young women’s sexual 

and reproductive health rights. 

 

8.4 Recommendations 

 
Findings of this study have implications for both research and policy making. The study shows 

the significant associations between customary marriages and the inability of women to assert 

their sexual and reproductive health rights in Makwarela (South Africa) and Concession 

(Zimbabwe). Therefore, recommendations were made against this backdrop. 

 

The study recommends that the Multi-Level Approach to Strengthen, Protect and Promote 

Sexual and Reproductive Rights of Women be adopted to facilitate women’s enjoyment of 

their sexual and reproductive health rights.  

 

It was evident from the study that young women do not have autonomous decision-making 

abilities. Women must be empowered educationally, politically and financially so that they can 

be able to make their own decisions regarding their health and well-being. There is a need for 

community initiatives that empower and equip women who do not have higher educational 

attainments, they can be empowered through life skills trainings. Empowering women in this 

regard can bring about huge benefits for the entire family.  

 

Impediments to women emancipation which are brought about by patriarchal culture need to 

be decisively dealt with at family and community levels to promote gender equality in sexual 

and reproductive health rights.  

 

As a part of promotion of gender equality, men must be included as part of the programmes 

highlighting the range of benefits that improvement of gender equality has for men too. 
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Commitment and involvement of men in such programmes is likely to also bring about healthy 

relationships and improved communication among spouses.  

 

Governments of both countries, in conjunction with relevant stakeholders, should formulate a 

comprehensive sexuality education strategy which is targeted at young boys and girls and 

ensure that it is infused into the school curriculum. The school curriculum should include 

issues such as human rights, safe sex, gender equality, unwanted pregnancies and HIV/AIDS. 

This will ensure that boys and girls are equipped with the relevant knowledge about sexuality 

and gender and equality at a younger age. These children will grow up with the correct notions 

of this not learning it from their peers which may result in distorted meanings on sex, sexuality 

and gender equality. Teachers will also need a special training for this as many are not able 

to handle sex, sexuality and gender equality issues.  

 

It was found that women in customary marriages were relegated often to the position of a 

commodity priced and then bought, which contravenes the right to dignity and worth of women. 

Thus, it is also necessary to educate elderly members of the community on the essence of 

gender equality and the negative consequences of bride-price payment. The rationale is not 

to do away with the payment of a bride price but to realign that practice with human rights 

principles. Contributions must be made on both sides by members of communities through 

consultative meetings with relevant stakeholders. Therefore, it would be ideal for the relevant 

government departments in both countries to take a lead on these legislative and educational 

initiatives.  

 

The quality of sexual and reproductive health services should be improved. The health care 

professionals should be trained and able to offer psycho-social support to young women 

seeking services.  

 

The study recommends strict enforcement of laws such as those that deal with sex without 

consent as the study showed that many women in customary marriages experience coerced 

sex at the hands of their spouses. Such offences are never dealt with accordingly by the law 

enforcement agencies and the statistics cannot be determined since many cases go 

unreported. This will serve as a deterrence to sexual abuse and women will also not shy away 

from reporting crimes of abuse within their families. Abuse of women and femicide is one of 
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the crimes on the rise in South Africa therefore enforcement would help thwart intimate partner 

violence which in many cases leads to murder.  

 

Condoms serve as a preventive measure against unwanted pregnancies not only as a 

preventive measure for STIs and HIV/AIDS. Thus, the study recommends that religious 

organizations should educate their congregants especially the married couples on the benefits 

of condom as fertility control measures. Faith plays a huge role on people’s everyday lives 

and many religious sects command huge following. It would have a huge impact on how 

people perceive condoms if it also comes from their religious leaders. 

 

Young women should be involved in policy formulation on family matters to address their 

health needs and rights. A participatory approach will instil a sense of ownership in women 

hence they can demand change and assert their rights.  

 

There is also a need for strong systems to be put in place for monitoring and evaluation of 

projects that promote and protect sexual and reproductive health rights.  Within the evaluation 

component it would be beneficial to conduct control trials a period after which a programme 

has been implemented to evaluate whether or not the intervention is working, if not, why.  

 

Seeing that the culture in Africa creates a close knitted relationship between the community, 

and individual’s rights, rights need to be exercised in a manner that is meaningful when this is 

exercised with the community interests and values at the core. It might be challenging to 

engage cultural gatekeepers in initiatives that might seem alter the status quo. It is therefore 

important to have stakeholder meetings to engage, integrate attitudes, values, standards and 

the opinions of cultural gatekeepers to enhance and protect the health and well-being of 

women without refuting culture. 

 

Based on the findings of this study, it is recommended that further research should be carried 

out on: 

1. Association between contraceptive use and culture. 

2. Investigation on coercive sex among married couples and its effects on maternal 

mortality and morbidity. 
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3. A critique on marital expectations and health seeking behaviour of women. 

4. Spousal communication on contraceptive use needs more exploration.  

5. Longitudinal study on sexual and reproductive health rights of women in customary 

marriages with a control group for women in civil marriages on a specified time frame.  

 

8.5 Limitations of the study 

 
This study encountered several limitations. One of the limitations was that the study was 

carried out only in Makwarela (South Africa) and Concession (Zimbabwe) which ideally are 

smaller towns. The sample was restricted to young women married customarily and did not 

cater for civil marriages. Therefore, the findings are limited in terms of generalisation. The 

results thus can only be applied to women married customarily. However, transferability may 

be done by one doing the generalizing when the context is similar.   

 

8.6 General conclusion 

 
This study aimed to use the key human rights principles of non-discrimination and gender 

equality to promote women’s rights and emancipation, through the abolition of primordial 

cultural practices in customary marriages which infringe on the rights and dignity of young 

women. The literature that this study reviewed unequivocally highlights a gap on customary 

marriages and the effects it has on sexual and reproductive health rights of young women. 

Therefore, this study became a knowledge base on and for women’s sexual and reproductive 

health rights in customary marriages.  

 

The study relied on the strengths of mixed method research approach. Doing so facilitated in 

triangulation of theories in this study on which the assumptions of the theories informed the 

researcher. The study revealed that sexual relationship power is wielded by men leaving 

women in customary marriages without autonomous decision-making abilities. This means 

that young women in customary marriages in Makwarela (South Africa) and Concession 

(Zimbabwe) cannot control their fertility outcomes due to factors such as patriarchy and also 

the cultural position of women. The study also found that women face discrimination both in 

social and family life with expectations attached to marriages placed on women due to the 

differences in reproduction between men and women. It was also found that men fully 

comprehend the aspect of gender equality but they do not welcome the concept to be applied 

within marriages. 
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The interventions that can be deployed to promote and protect sexual and reproductive health 

rights of young women must involve young men, family and community members and young 

women. The study developed a Multi-Level Approach to Strengthen, Protect and Promote 

Sexual and Reproductive Rights of Women. This strategy seeks to address obstacles such as 

distorted meanings of sexuality and gender, lack of knowledge on sexual and reproductive 

health rights, gender roles and gender inequality. It provides interventions that can be used to 

achieve positive sexual and reproductive health outcomes for women which facilitates the 

attainment of the highest standard of health leading to ultimate human development.  
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APPENDICES 
Appendix A: Letter of informed consent 
I am Leah Gwatimba, currently doing Ph.D. in Gender Studies at the University of Venda. 

The research topic is “Customary Marriages and Young Women’s Sexual and 

Reproductive Health Rights in Makwarela (South Africa) and Concession (Zimbabwe).” 

 

I would like you to participate in my research. Any information obtained from you will be 

confidential and your names will remain anonymous. Several steps will be taken to protect 

your anonymity and identity.  Interviews will not mention of your name, and any identifying 

information will be removed. Your participation in this study is voluntary and you are free to 

pull out of this project at any time. Your decision to participate in this study will have no 

negative impact on your life or health. A tape recorder will be used to record this interview. 

  

This interview will require about 45minutes to 2 hours of your time.  During this time, you will 

be interviewed about your experiences within your marriage.  It will be conducted wherever 

and whenever you are comfortable.  

 There are no anticipated risks, harm or discomfort related to this research.  By participating 

in this research, you may assist others to better understand the effects of customary marriages 

on young women’s sexual and reproductive health rights.  

The results from this study will be used to write up my PhD thesis and also to publish journal 

articles. The policy recommendations will be disseminated to relevant institutions through a 

policy brief. However at all these stages, names of the study participants will not be mentioned.   

Researcher signature…………………………….. Date……………………….. 

 

I have read through the content of this form and hereby voluntarily consent to participate in 

this study. 

………………………………………………………………...(Printed Name)  
 
…………………………………………………………….…..(Signature)  
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………………………………………………………………….(Date and time) 
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Appendix B: Interview guide for young married women 

 
1. Please tell us your knowledge and understanding about customary marriage. 
2. In your culture, what are your thoughts about men and women’s position with regards 

to how they interact within customary marriages. 

3. In your own opinion, which roles are generally performed by men and women in 

Zimbabwe and South Africa. Do you think these roles played by men and women 

promote or undermine gender equality within customary marriages? Explain.  

4. In your own opinion, how are the relations between men and women towards each 

other in South Africa / Zimbabwe. 

5. Roora/mamalo is an important component of a customary marriage, what are the 

expectations that come with the practice of roora/mamalo? 

6. What are your thoughts regarding the way families and society value customary 

marriage?  

7. Are you able to negotiate safe sex in your marriage? Why? Please explain.  

8. Are you allowed to determine the number and spacing of your children? Elaborate. 

9. Do cultural practices conducted (wife inheritance, polygamy) in customary marriages 

benefit or disadvantage women? Elaborate. 

10. Are there challenges which impede the enjoyment of your sexual and reproductive 

health rights in your customary marriage?  

11. In what ways does polygamy threaten women’s sexual and reproductive health rights? 

Please explain. 

12. In what ways does wife inheritance threaten women’s sexual and reproductive health 

rights? 

13. Are there any other practices or expectations of women in customary marriages that 

we have not already discussed that can affect women’s sexual and reproductive health 

rights? 

14. In your own opinion what do you think can be done to support  and promote gender 

equality and young women’s sexual and reproductive health rights? 
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Appendix C: Interview guide for young married men 
1. Can you please provide me with your personal feeling about gender equality. 

2. How do you express your understanding of gender equality in your marriage? 

3. How does this concept of gender equality affect the way society functions especially 

the change it brings to women who for the longest time been limited to household 

functions? 

4. Are there any customary laws that you know of discriminate against women in  family 

life? 

5. In your own opinion is there equality in marriages regarding choosing 

a) number of children 

b) use of contraceptives 

c) spacing of children 
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Appendix D: Questionnaire 
My name is Leah Gwatimba I am PhD candidate at the University of Venda studying towards 

a doctoral degree in Gender Studies. I am interested in your knowledge and perception on 

sexual and reproductive health rights of young women in customary marriages. My thesis is 

entitled “Customary Marriages and Young Women’s Sexual and Reproductive Health 
Rights in Makwarela (South Africa) and Concession (Zimbabwe).” I would like you to 

answer a few questions and would be very grateful if you could spend a little time going 

through the questionnaire and try to answer as honestly as you can. Your name will not be 

written down and your answers will be kept strictly confidential. Your participation is voluntary, 

you can withdraw if you are not comfortable, and you are also not obliged to answer any 

questions you do not want to.  

Instructions 

Please tick the box with the appropriate answer. 

Questionnaire number 

 
 

 

 

1. Nationality  

        1         2 
South African Zimbabwean 

 
 

  

2. How old are you  

   1    2    3 4 
14-20 21-27 28-35 35-40 

 

 

3. Age of partner 

 
   1    2    3 
25-35 36-45 46-55 
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4. State of marriage 

        1         2 
Polygamous  Monogamous 

 
 

 

5. Duration of marriage 

   1    2    3 
0-5 6-10 10-15 

 
6. Employment status 

        1         2 
Employed Unemployed 

 
 

 

7.  Number of children 

   1    2 
0-3 4-6 

 

8. I chose my partner 

1 2 

Yes No 
 
 

  

 
 

 Strongly 
Agree 

Agree Neutral Strongly 
Disagree 

Disagree 

9. In a marriage men and women are regarded 
as equal partners therefore there is equality 

     

10. Quality and satisfaction in a marriage is 
also determined by factors like gender and 
marital roles. 

     

11. There must not be different treatment 
between a husband and her wife in a 
customary marriage. 

     

12. Inequality between the wife and husband in 
customary marriage affect/shape relations 
between husband and wife. 

     

13. Women are powerful at work and amongst 
their friends but they are powerless in their 
marriages. 

     

14. Payment of roora/mamalo renders women 
incapable and inferior in marriage and society. 

     

15. The roles that society assigns to women 
affect their sexual and reproductive health.  
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 Husband Woman                      Jointly 
16. Who decides 
when to have sex 

   

17. Who decides 
on the family size 

   

 

 

 
 

Strongly 
Agree 

Agree Neutral Strongly 
Disagree 

Disagree 

18. In a marriage the wife has a right to refuse 
sex. 

     

19. A woman does not have the right to 
determine the family size according to her 
wishes and desires without agreeing with her 
husband. 

     

20. Women have autonomous reproductive 
decision-making.  

     

21. All women should freely enjoy their sexual 
and reproductive rights. 

     

22. Husbands must have sex whenever they 
desire despite the wishes of their wives. 

     

23. Use of condoms in the house within a 
marriage leads to quarrels and in some cases 
spousal violence. 

     

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Strongly 

Agree 

Agree Neutral Strongly 

Disagree 

Disagree 
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24. Culture plays a vital role on the sexual and 

reproductive health of young women. 
     

25. The practice of wife inheritance places 

young widows at the risk of contracting 

HIV/AIDS and other sexually transmitted 

diseases. 

     

26. The practice of wife inheritance is indeed a 

harmful practice for women. 
     

27. Polygamous marriages are an agent that 

transmits HIV/AIDS. 
     

28. Women in a polygamous marriage find it 

impossible to assert their sexual and 

reproductive rights. 
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Appendix E: Ethical clearance letter 
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