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Abstract 

Gender-based violence (GBV) and rape myth acceptance (RMA) have received increasing attention as the 

Human Immunodeficiency Virus / Acquired Immunodeficiency Syndrome (HIV/AIDS) epidemic in 

South Africa continues to engage researchers, health care providers, and human rights activists. South 

Africa has among the highest rates of HIV/AIDS and violence against women worldwide. As such, 

investigations into the HIV/AIDS epidemic in South Africa have shifted from a concern solely with 

biological transmission risks to deconstructing the sociocultural context of HIV/AIDS. The current study 

sought to assess the potential relationship between GBV and RMA, and the impact of alcohol use, age, 

and employment on these issues. Problem drinking and alcohol, marijuana, and other drug use 

significantly increased the likelihood of all types of GBV perpetration but did not moderate the 

relationship between RMA and GBV. Men below the ages of 21 years had increasing levels of sexual 

GBV perpetration with increasing levels of RMA whereas the opposite was true for men over 22 years. 

Results also revealed that while students’ likelihood of psychological GBV perpetration was unaffected 

by RMA, employed males experienced an increasing likelihood of perpetration with increasing levels of 

RMA but unemployed males experienced decreasing likelihood of perpetration with increasing levels of 

RMA. The implications of prevention in the context of substance use and amongst younger boys and 

employed men are explored and have great potential for policy makers and practitioners tailoring current 

programming to slow the HIV/AIDS epidemic in South Africa. 
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Chapter 1 

Introduction 

 Violence against women and the acceptance of rape-endorsing attitudes have received 

increasing attention as the Human Immunodeficiency Virus / Acquired Immunodeficiency 

Syndrome (HIV/AIDS) epidemic in South Africa continues to concern researchers, health care 

providers, and human rights activists. Sub-Saharan Africa has one of the most severe HIV/AIDS 

epidemics worldwide, representing only 12% of the global population but 68% of all people 

living with HIV/AIDS and 70% of new HIV infections in 2010 (Joint United Nations Programme 

on HIV/AIDS [UNAIDS], 2011). Although the HIV/AIDS situation is improving in Sub-Saharan 

Africa with estimated reductions between 2001 and 2012 of 22% in AIDS-related deaths and 40% 

in new HIV infections, South Africa continues to have one of the highest rates of HIV globally at 

a prevalence rate of 12.2% in 2012 (Shisana et al., 2014; UNAIDS, 2013). To address the 

epidemic in South Africa, research focus has shifted from solely biological transmission risks to 

the psychosocial context of HIV/AIDS; particularly, the male-dominated society that 

disempowers women and the links between demographics, alcohol use, sexual behaviour, and 

HIV risk (Ackermann & de Klerk, 2002; Coovadia, Jewkes, Barron, Sanders, & McIntyre, 2009; 

Kalichman, Simbayi, Kaufman, & Jooste, 2007c). A history of colonialism, apartheid, and 

violence, a patriarchal society, and barriers to reporting violence set the stage for certain groups 

in South Africa to be particularly vulnerable to HIV infection.  

1.1 History of South Africa 

 The country of South Africa is situated within Sub-Saharan Africa at the southern-most 

tip of the continent of Africa (SouthAfrica.info, 2012). The country is bordered by Namibia, 
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Botswana, Zimbabwe, Mozambique, and Swaziland, encircles Lesotho, and has approximately 

2500 to 3000 kilometers of coastline (SouthAfrica.info, 2012). South Africa is a multiethnic 

country with an approximate population of 51.77 million as of 2011, 79.2% of which identify as 

indigenous African, 2.5% as Indian/Asian, 8.9% as Coloured (a South African term for mixed 

race), and 8.9% as White (Beck, 2014; SouthAfrica.info, 2012). Historians describe South Africa 

as a country that has become single, but not uniform, following an extensive history of 

colonialism, violence, and a government policy of separating the country’s ethnic groups known 

as apartheid (Beck, 2014; Ross, 2001).    

 Racial segregation in South Africa began with the Dutch invasion from 1488 to 1795 and 

British colonization from 1795 to 1870 (Beck, 2014). Early laws, such as the 1717 Council of 

Policy stating slavery to be an acceptable primary source of labour, repressed Black South 

Africans and made South Africa a colony of slave labour (Beck, 2014). When the National Party 

gained political power in 1948, pre-existing racial segregation policies became lawfully and 

violently enforced under the legislation of apartheid (Beck, 2014). Black South Africans, though 

the majority of the population, were forced to use separate public services, unable to participate in 

the work force or government, own land, and travel throughout their own country without a pass 

card and government approval, and marriage and sexual relations between Whites and non-

Whites was made illegal (Beck, 2014; Ross, 2001). The government started forcibly removing 

Blacks from their homes and selling their land to White farmers in 1961 (Beck, 2014; Ross, 

2001). Black South Africans faced devastating poverty as they were made to live in segregated 

areas in the countryside and were either unemployed or violently forced into migrant work; 

mining for diamond and gold, Blacks were forced to serve economic ends for the White political 

elite under laws of wage discrimination (Beck, 2014). The Indian and Coloured population 
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groups were also disadvantaged by apartheid policies, though not to the same extent as the Black 

population. By the early 1970s, three-quarters of South Africa’s wealth was owned by the 

wealthiest 20% of the population (Ross, 2001).  

 After centuries of oppression under White domination and apartheid, South Africa 

became a democracy in 1994 (Beck, 2014). In the years following the cessation of apartheid, 

South Africa’s social and political climate has witnessed great change. For example, without laws 

mandating Blacks live only in the countryside, South Africa has been described as an urbanizing 

country (Ross, 2001). However, a violent history and years of institutionalized suppression have 

had lasting consequences and South Africa remains heavily shaped by its colonial past. Apartheid 

has caused a great distrust in authority, anger, and injustice, and poverty remains an issue as the 

White population continues to occupy the most urban and fruitful areas and education and 

employment opportunities for Black South Africans remain scarce (Beck, 2014; Ross, 2001). 

Violence continues to be an issue in South Africa and in the words of Graca Machel, Nelson 

Mandela’s last wife, driving force behind the end of apartheid, “South Africa is an angry nation… 

The level of anger and aggression is rising. This is an expression of deeper trouble from the past 

that has not been addressed” (Munusamy, 2013).  

1.2 Patriarchal Society 

 As in many parts of the world, Black South Africans live in a patriarchal society that 

endorses the subordination of women (Coovadia et al., 2009). South Africa’s patriarchal society 

is uniquely rooted in its history of violence and apartheid wherein the Black majority lacked any 

power or control and masculinity became associated with strength, power, courage, and 

acceptance of hierarchical authority (Morrell, 1998; Seedat, Van Niekerk, Jewkes, Suffla, & 

Ratele, 2009). Proponents arguing that the patriarchal society is the root of South Africa’s current 
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public health problems point out that the societal emphasis on masculinity has justified control 

over women by associating being a man with strength and power (Coovadia et al., 2009). The 

emphasis of masculinity has manifested itself in unequal power relations between genders as well 

as norms and myths surrounding rape and violence (Andersson, Cockcroft, & Shea, 2008). These 

norms and myths have disabled women from independence and equity via violence, disparate 

economic positions, and minimal negotiating power in sexual encounters. 

 Violence against women takes many forms in South Africa and is deeply entrenched in 

the norms of its patriarchal society (Ramjee & Daniels, 2013; Seedat et al., 2009). For example, 

being the primary source of financial income for the family, many Black South African men face 

great frustration and stress when dealing with high unemployment rates resulting from centuries 

of suppression and may violently lash out at their female partners (Strebel et al., 2006). Evidence 

suggests that both men and women in South Africa accept physical and sexual forms of violence 

in intimate relationships as commonplace and many believe these acts are not violence at all but 

are signs of love and affection (Ackermann & de Klerk, 2002). Male-dominated norms create 

difficulty for women attempting to protect themselves from violence and HIV, as women may be 

beaten for saying no to sex but also beaten for other reasons and then forced to have sex, and the 

acceptance of women’s submissive role leaves limited resources for victim support (Fox et al., 

2007; Jewkes & Morrell, 2010).  

Even if a woman were to seek support or preventive measures and treatments, or perhaps 

leave her partner, she may be unable to do so due to economic disparity. Women in South Africa 

are often unable to secure financial independence and must rely on their partner for support. 

Women’s financial dependence on male partners is partly a result of lack of time for income-

earning activities, but also a lack of time and access to education and employment opportunities. 
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For example, young girls are responsible for maintenance of the home and adult women are 

responsible for childcare, leaving little time for either age group to pursue employment and/or 

education (Ackermann & de Klerk, 2002). Unskilled and unable to financially support 

themselves, women may turn to sex work as a source of income, particularly divorced mothers 

and migrant women who lack a male partner’s support but must meet the survival needs of their 

children (Ackermann & de Klerk, 2002; Wojcicki, 2002).  

 In addition to little control over financial independence, women also have little control in 

their sexual lives. Numerous difficulties are created by migrant work, an apartheid-era practice 

that continues today. While away from home for extended periods, men might indulge in alcohol 

and substance misuse, sexual relations with multiple partners, or the service of sex workers 

(Coovadia et al., 2009; Moodie & Ndatshe, 1994; Rees, Murray, Nelson, & Sonnenberg, 2009). 

The same cannot be said for female partners who may face severe consequences if unfaithful, 

including violence, resource restrictions, and isolation from friends and family. Furthermore, 

when women inquire about a male partner’s sexual relations with other women, ask for their 

partner to limit his number of sexual partners, or suggest condom use they face allegations of 

mistrust, unfaithfulness, and lack of love that may result in violence (Andersson et al., 2008; Fox 

et al., 2007). Such barriers to protection hamper prevention efforts as violence and threats of 

violence ultimately discourage women from utilizing risk reduction and prevention strategies that 

could decrease their risk of HIV.  

1.3 Reporting Violence Against Women  

 In 1999, South Africa’s President Mbeki sought to answer the question, “how much rape 

is there in South Africa?” but was met with resistance when researchers responded that a true rape 

statistic would be nearly impossible to calculate (Jewkes & Abrahams, 2002). Conflicted between 
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justice and cultural norms, women in South Africa face many barriers to reporting violence. 

Women have little faith in the legal system and fear being accused of lying, unpleasant treatment 

by police, and that the perpetrator will ultimately not be punished (Jewkes & Abrahams, 2002). 

Indeed, research has confirmed that many police officials believe women lie about sexual assault 

and only 7 to 13% of rape cases result in a criminal conviction (Jewkes & Abrahams, 2002). 

Women are also vulnerable to perpetrator retaliation, especially in cases occurring within 

marriages, dating relationships, power imbalances, and families wherein threats of blackmail, 

violence, or isolation from loved ones further discourages reporting (Jewkes & Abrahams, 2002).  

Extending beyond fears associated with reporting violence, women also face institutional 

and legal barriers where violence against women has historically lacked a comprehensive legal 

definition and access to victim support. South Africa has an under-funded and under-resourced 

public health system that does not adequately provide necessary services for victim support 

(Coovadia et al., 2009). Moreover, use of a legal definition that does not capture the extent of 

sexual offences women experience disables women from seeking support and/or reporting such 

incidents as a crime. The South African Law Commission of 1999 defined rape as unintentional 

or unlawful sexual intercourse in a common law relationship without a woman’s consent (Jewkes 

& Abrahams, 2002). Coercive sex, physical force, threats of violence, abuse of authority/power, 

and use of substances/impairment were not included, nor did the definition articulate that 

perpetrators might be dating partners, spouses, family members, acquaintances, or strangers. Age 

of consent and infant/child rape were also excluded, both of which are growing concerns in South 

Africa stemming from the myth that intercourse with a virgin can cure HIV/AIDS and sexually 

transmitted infections (STIs; Ackermann & de Klerk, 2002; Jewkes, Penn-Kekana, & Rose-

Junius, 2005; Pitcher & Bowley, 2002). Perhaps this definition exacerbated underreporting of 
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sexual offences because fewer cases satisfied such a narrow description and lead women to 

believe certain instances were not real cases of violence. For example, in a 2002 study, though 

only 2.8% of women claimed to have reported a “rape” to police, when reworded to “use of 

physical force in sex / forced sex”, the rate rose to 15% (Ackermann & de Klerk, 2002). 

Similarly, another study reported that 72% of pregnant adolescents experienced “forced sex” but 

only 11% experienced “rape” (Jewkes, Vundule, Maforah, & Jordaan, 2001).  

Jewkes and Abrahams’s (2002) call for a new legal definition of rape was answered with 

the Criminal Law Sexual Offences and Related Matters Amendment Act No. 32 in 2007. The 

new act includes all sexual offences under one law. Important features include that the law no 

longer discriminates by gender, a section added for child sexual abuse with age of consent set to 

16 years, clear definitions of the different forms of sexual violence, and a mandate that rape 

victims must receive treatment to prevent HIV infection (Southern African Legal Information 

Institute, 2014). While the female homicide rate declined overall from 1999 to 2009 after 

implementation of the new act, gender-based homicide remains a concern (Abrahams, Mathews, 

Martin, Lombard, & Jewkes, 2013; Abrahams et al., 2014; Abrahams, Jewkes, Martin, Mathews, 

Vetten, & Lombard, 2009). From 1999 to 2009, intimate femicide (i.e., the killing of a woman by 

an intimate partner) decreased slightly while non-intimate femicide (i.e., the killing of a woman 

by someone other than an intimate partner) increased significantly (Abrahams et al., 2013). Of 

great concern is that the number of convictions of non-intimate femicide perpetrators significantly 

decreased despite elevating perpetration rates (Abrahams et al., 2013). Despite the 

implementation of a comprehensive legal definition, research has yet to determine that the new 

act has been effective in improving reporting, convictions, perceptions, and perpetration of 

violence against women.  
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Chapter 2 

Literature Review 

 In recent years, the feminization of HIV has become a growing concern as women 

represent an increasing proportion of HIV cases (UNAIDS, United Nations Population Fund 

[UNFPA], & United Nations Development Fund for Women [UNIFEM], 2004; World Health 

Organization [WHO] Department of Gender, Women and Health, & The Global Coalition on 

Women and AIDS, 2004). Approximately 77% of women with HIV live in Sub-Saharan Africa 

and countries such as South Africa are experiencing the devastating consequences; the 350% 

increase in the mortality rate of women aged 25 to 30 years from 1999 to 2009 in South Africa is 

almost exclusively attributed to AIDS-related deaths (Lindegger & Quayle, 2009; UNAIDS et al., 

2004). As of 2012, females in South Africa had a higher HIV prevalence than men at 14.4% and 

9.9%, respectively (Shisana et al., 2014). Although research-based best practices for HIV 

prevention have been reported in the literature, researchers have been criticized for failing to 

account for the reality women face in South Africa (Ackerman & de Klerk, 2002; Ajuwon et al., 

2002; Campbell, 2000; Whelan, Dickinson, & Murray, 2008). Deconstructing violence against 

women, rape-endorsing attitudes, and the impact of alcohol use and demographics on these issues 

has great potential for policy makers and practitioners tailoring current programming to slow the 

HIV/AIDS epidemic in South Africa. 

2.1 Gender-Based Violence  

 Violence against women is a significant public health challenge in addition to a violation 

of human rights. Researchers and practitioners in the area of violence against women have 
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focused on two main types: gender-based violence (GBV) and intimate partner violence (IPV). 

GBV describes psychological, physical, and sexual violence rooted in power imbalances 

involving men and women wherein women are victimized disproportionately. IPV is a subset of 

GBV and includes physical and sexual violence, threats of violence, controlling behaviour, and 

psychological and financial abuse perpetrated by a current or past dating partner or spouse 

(Andersson et al., 2008; Dunkle et al., 2006; WHO, 2002; WHO, 2012). Although GBV is an 

issue globally, South Africa receives a great deal of attention as it is considered to have one of the 

highest rates of GBV worldwide, inextricably linked to the country’s unique history of violence 

and apartheid (Abrahams et al., 2014; Abrahams et al., 2013). For example, the rate of female 

homicide by intimate partners is six times the global average (Seedat et al., 2009). In reference to 

GBV in South Africa, South African political analyst Eusebius McKaiser (2012) said: 

One contributing factor is history… One of the many shortcomings of this society since 

then has been its failure to think through the psychosocial consequences of that past… 

The scourge of sexual violence is not fundamentally an economic problem. It’s about 

unhealthy conceptions of virility that put irrational pressure on young boys and men. 

Although studies show that HIV risk is associated with both GBV and IPV, research often 

assesses the impact of third variables such as transactional sex and needle sharing instead of 

gaining an understanding of the context underlying GBV and IPV that serve to propagate HIV 

risk in South Africa and South African men specifically (Andersson et al., 2008). Understanding 

GBV and IPV has the potential to deconstruct the public health problem posed by violence 

against women and identify routes for intervention.  

 Although IPV is considered by the World Health Organization (2012) to be one of the 

most common forms of violence against women globally, research has largely focused on GBV 
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likely because it is a broader term encompassing both GBV and IPV. In the context of GBV and 

IPV in South Africa, physical violence may include slaps, punches, kicks, homicide, or violence 

involving a weapon; sexual violence may include rape, gang rape, coercion, use of physical force 

or harassment, unwanted touching, verbal threats, and being forced to participate in pornographic 

films; and psychological abuse may include belittling, intimidation, and isolation from family, 

friends and resources (WHO, 2002; WHO, 2012). IPV also includes financial abuse such as 

withholding resources, preventing workforce participation, and confiscating earnings (WHO, 

2002; WHO, 2012). Women seeking support for relationship violence at the People Opposing 

Women Abuse non-government organization in Johannesburg, South Africa also report being 

soaked with cold water, men bringing home other female partners, being locked out of their 

homes, and being forced to quit their jobs (Fox et al., 2007). 

 GBV and HIV are associated via direct and indirect pathways. Physical and sexual 

violence directly increase risk of HIV transmission biologically through exposure to blood, 

semen, or vaginal fluid during physical injury from an assault, dry sex, and lack of readiness for 

intercourse (Andersson et al., 2008; Canadian AIDS Society, 2004; Johnson et al., 1989; 

Lazzarin, Saracco, Musicco, & Nicolosi, 1991). However, the prominent and enduring HIV 

epidemic in South Africa suggests that solely focusing on the direct biological transmission 

pathway ignores the potentially large contribution of the sociocultural context underlying 

violence against women. In efforts to capture the sociocultural context to better adapt HIV 

prevention efforts, researchers have postulated an indirect relationship between GBV and HIV 

whereby factors associated with GBV perpetration further propagate HIV risk (Andersson et al., 

2008, WHO Department of Gender et al., 2004).  
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 Many women experience violence and accusations of mistrust if they negotiate condom 

use or inquire about a partner’s risk behaviour and sexual coercion amongst women in steady 

relationships has been linked to female partner’s HIV-seropositivity, refusal to have sex, and 

condom negotiation (Van der Straten et al., 1998). However, evidence suggests that discussion of 

HIV risk itself is not the issue leading to violence. For example, in a cross-sectional study in 

South Africa, 1164 women who reported having a husband or boyfriend in the past year were 

interviewed in their homes regarding issues of gender inequality, IPV, and HIV (Jewkes, Levin, 

& Penn-Kekana, 2003). While the 39.2% of women who reported discussing HIV with a partner 

were less likely to have been physically or financially abused in the past year, the 31.2% of 

women who discussed condom use were more likely to have been physically or financially 

abused (Jewkes et al., 2003). Similarly, other researchers note that women who experience sexual 

assault are more likely to have experienced non-sexual IPV and to fear asking a partner to use a 

condom (Kalichman & Simbayi, 2004). Indeed, physical IPV has been significantly related to a 

partner being HIV-positive and conflict about a partner’s infidelity (Abrahams, Jewkes, 

Laubscher, & Margaret, 2006; Van der Straten et al., 1998). Despite increased awareness and 

discussions about HIV that do not result in violence, the same cannot be said for condom 

discussion and men remain resistant to condom use. The lack of such progress in condom use 

discussion again accentuates the pervasive nature of this issue and orients prevention 

programmers toward new approaches that rectify this discrepancy.  

 In addition to difficulty negotiating condom use, women face many issues when 

attempting to protect themselves from HIV because many of the factors increasing their HIV risk 

are often dictated by male partners and are, thus, out of their own personal control. In a study of 

1366 women in four South African antenatal clinics reported IPV and elevated levels of male 
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control were correlated with HIV-seropositivity after controlling for age, current relationship 

status, and female partner’s risk behaviour (Dunkle et al., 2004). These results suggest that 

abusive and controlling relationships play a significant role in HIV risk. Indeed, researchers have 

found a stronger relationship both between IPV and controlling relationships with HIV than 

between other factors related to HIV, such as multiple partners, transactional sex, and substance 

abuse (Dunkle et al., 2004; Kalichman & Simbayi, 2004). Similar findings have been replicated 

in research establishing that HIV incidence is higher in relationships with high levels of power 

imbalance or high levels of male control (Jewkes, Dunkle, Nduna, & Shai, 2010; Jewkes & 

Morrell, 2010). These findings extend Kalichman and Simbayi’s (2004) recommendation for 

combined structural and behavioural interventions rather than behavioural interventions alone by 

quantifying a strong relationship between HIV and the contextual factors stemming from a 

societal emphasis on masculinity (Coovadia et al., 2009; Morrell, 1998; Seedat et al., 2009). This 

has led some researchers and practitioners to label campaigns based on “ABC: Abstain, Be 

Faithful, Use Condoms” (see Hardee, Gribble, Weber, Manchester, & Wood, 2008) as 

reductionistic because they advocate for behavioural change while ignoring the context in which 

the behaviours are occurring (Blum, 2004; Carael & Cleland, 2010). Accounting for the context 

may be more effective in curbing South Africa’s HIV epidemic.  

 Stepping Stones (see Agency for Co-operation and Research in Development [ACORD], 

2007), a cluster randomized controlled trial of a behavioural HIV prevention program in the 

Eastern Cape province of South Africa, enabled researchers to quantify and assess the suspected 

indirect relationship between IPV and HIV in light of its context. In a novel approach to IPV, 

Dunkle et al. (2006) assessed men’s HIV risk behaviour by measuring IPV by type (physical, 

sexual, or both), temporality (never, before 12 months only, within past 12 months only, both 
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before and within past 12 months), and frequency (none, one episode, more than one episode). 

Researchers found a positive correlation between all measures of IPV and past year risky sexual 

behaviour, a relevant finding for future researchers struggling to select an appropriate IPV 

measure. Of the men that admitted to perpetrating physical or sexual violence against their main 

female partner, 71.9% reported only physical violence, 11.3% reported only sexual violence, and 

16.8% reported both physical and sexual violence (Dunkle et al., 2006). Interestingly, men that 

reported perpetration of physical violence were two times more likely to regret participating in 

the program (Jewkes, Sikweyiya, Nduna, Shai, & Dunkle, 2012b). Researchers speculated that 

this is an indication of men’s resistance to behaviour change, highlighting the pervasive nature of 

violence against women and difficulties present when intervening with this population (Jewkes et 

al., 2012b). 

 Recognizing that violence against women in South Africa is deeply entrenched in the 

norms of a male-dominated society, efforts to understand the context of HIV risk in GBV and 

IPV have also sought to assess individual perceptions of violence against women (Ramjee & 

Daniels, 2013; Seedat et al., 2009; Strebel et al., 2006). A qualitative study in the Western Cape 

of South Africa, for example, assessed men and women’s perceptions of GBV and found that 

although patriarchal roles were still endorsed and GBV was viewed as a significant problem, 

participants believed a power shift empowering women was gaining momentum (Strebel et al., 

2006). Men believed the root of the change to be women organizing themselves to “challenge the 

status quo” (Strebel et al., 2006). Some women reported experiencing violence as a result of men 

being undermined by this power shift, causing men to lose self-esteem, become frustrated with 

unemployment, and turn to substance and alcohol abuse. Men also reported that current 

prevention efforts exclude men from seeking support when they themselves experience sexual 
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violence (Strebel et al., 2006). Indeed, 16% of men seeking STI services at a public clinic in Cape 

Town reported at least one victim experience of sexual violence and researchers estimate that 

20.9% of men are victims of IPV (Gass, Stein, Williams, & Seedat, 2011; Kalichman et al., 

2005). Female empowerment efforts may have unintentionally criminalized male behaviour, 

ultimately creating greater difficulty for men seeking support services by labeling them as 

perpetrators (Higgins, Hoffman, & Dworkin, 2010). Moreover, although this study claimed to 

assess the perceptions of both genders, the authors often quoted females when evidencing a 

male’s perception. These unexpected results call for efforts that support and acknowledge the 

needs of both genders. 

 Women’s vulnerability to HIV is further exacerbated by characteristics of perpetrator 

behaviour. Perpetrators of IPV have particularly elevated risk behaviours, including multiple sex 

partners and frequent intercourse, and the more severe the violence and history of perpetration, 

the more elevated the risky behaviour (Andersson et al., 2008; Dunkle et al., 2006). Aside from 

these risky behaviours, IPV perpetrators expose themselves to greater risk of HIV through 

intercourse with women who have been victimized numerous times in the past by other 

perpetrators posing the same elevated risk characteristics. Likewise, perpetrators not only expose 

women to HIV, but also place themselves at greater risk through repeated exposure during rape 

and violence (Andersson et al., 2008; Dunkle et al., 2006). Given the frequency of sexual 

violence against women in South Africa, HIV risk is likely worsened and persistently propagated 

in this way.  

2.2 Rape Myth Acceptance 

 A potential explanation for the relationship between HIV and violence against women 

may be the intersection of GBV with rape myth acceptance (RMA). Rape myths are enduring 
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attitudes and beliefs that condone sexual aggression against women and shift blame from the 

perpetrator to the victim (Lonsway & Fitzgerald, 1994). Rape myths include beliefs that rape is 

justifiable and that women ask for, enjoy, or lie about rape (White, Strube, & Fisher, 1998). RMA 

is the phenomenon by which individuals accept and adopt rape myth attitudes and beliefs. Very 

minimal research has been conducted on RMA in South Africa and instead has largely focused on 

gender relations, gender attitudes, GBV, IPV, and gender roles when exploring factors that 

predispose women to HIV vulnerability and seeking to gain an understanding of motivations for 

men’s behaviour. Given that violence against women continues to persist and many women 

remain unable to protect themselves, report violence, or seek support for preventing HIV, an 

understanding of RMA in men in particular may be the tool absent from current prevention 

efforts.  

 Research examining beliefs that support sexual violence against women has been used to 

understand the social construction of rape myths in South Africa. When asked why they 

perpetrated rape, the most common motivation reported by a randomly selected sample of adult 

men was sexual entitlement (Jewkes, Sikweyiya, Morrell, & Dunkle, 2011). Moreover, 

perpetrators of sexual assault are more likely to support hostile attitudes and violence against 

women (Kalichman et al., 2007a). Kalichman et al. (2005) assessed sexual violence history, 

attitudes toward women, and beliefs endorsing RMA in 415 men and 127 women from an STI 

clinic in Cape Town, South Africa and were surprised to find that a similar, though minor, 

proportion of both men and women endorsed RMA and their attitudes were more alike than 

dissimilar. There was 27% agreement amongst both genders that rape results from something a 

woman says or does, 18% agreement that some rapes arise in situations where women want to 

have sex, and 20% agreement that rape is often the woman’s fault (Kalichman et al., 2005). RMA 
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by both men and women highlights the pervasive nature of a patriarchal society and presents a 

great challenge for intervening in this population. 

 Because both men and women endorse RMA, researchers have questioned if men and 

women also experience the same risk factors for HIV. Researchers have found that many 

behavioural characteristics of men significantly predicted HIV risk, including education, AIDS 

knowledge, alcohol and other drug use, sexual assault perpetration, and RMA (Kalichman et al., 

2005). However, only two of the women’s behavioural factors, education and alcohol use, 

significantly predicted HIV risk though women were overall at a larger risk of contracting STIs 

and/or HIV than men (Kalichman et al., 2005). Although both men and women have been shown 

to endorse RMA in past literature, it is curious that RMA was predictive of HIV for men but not 

women in this study. As such, researchers posited that women’s risk is attributable to male 

partner characteristics more than female behaviour (Kalichman et al., 2005). A possible 

corroboration of this attribution may be the aforementioned research on significantly elevated 

risky behaviour of IPV perpetrators (Andersson et al., 2008; Dunkle et al., 2006). These findings 

pointing to male behaviour necessitate further research in male populations. Furthermore, 

research drawing conclusions about male behaviour is often conducted with female participants 

by inquiring about the characteristics of their partner(s) (e.g., Dunkle et al., 2004; Jewkes et al., 

2003; Kalichman & Simbayi, 2004; Van der Straten et al., 1998). Assessing men specifically may 

help conceptualize the motivations and perpetration of GBV to demonstrate a link between RMA 

and GBV that could yield clinically significant results for decreasing HIV risk.  

2.3 Alcohol Use  

 In exploring the potential link between GBV and RMA, the effect of alcohol use must be 

considered. Alcohol use has been linked to violence against women in many countries across the 
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globe and South Africa is no exception (WHO, 2006). Alcohol poses a risk for violence because 

its consumption causes impairment, lowering of inhibitions, and reduced cognitive functioning 

(WHO, 2014). Amongst the African countries, South Africa has one of the highest rates of 

alcohol consumption (WHO, 2014). In South Africa in 2010, 10% of men had alcohol use 

disorders, as compared to 3.3% for the African region overall, while 73.7% of women abstained 

from alcohol (WHO, 2014). Alcohol use in general in South Africa is correlated with violence, 

sexual coercion, and high risk behaviours including multiple partners, unprotected intercourse, 

transactional sex, HIV non-disclosure, reduced HIV testing, and being unreceptive to HIV 

awareness campaigns (Andersson et al., 2008; Kalichman et al., 2007c; Kalichman, Simbayi, 

Jooste, & Cain, 2007b; Morojele et al., 2006; Van der Straten et al., 1998). Moreover, recent IPV 

has been associated with all forms of substance use, including alcohol, marijuana, cocaine, 

methaqualone, heroin, ecstasy, methamphetamine, LSD, and prescription drug use (Wong, 

Huang, DiGangi, Thompson, & Smith, 2008).  

 The belief that alcohol leads to aggressive behaviour has been reported to result in 

drinking for the premeditated purpose of being violent towards women in a socially acceptable 

and excusable manner (Abrahams, Jewkes, & Laubscher, 1999). Informal and largely unregulated 

alcohol-serving venues, known as shebeens, are common venues for such events to unfold and 

women report that the previous night’s events are “already forgotten” by morning (Watt et al., 

2012). Shebeens have been found to be places where GBV is frequently experienced and 

propagated through aggression, venue owners that tolerate GBV, and venue atmosphere and 

attitudes endorsing violence against women (Watt et al., 2012). Women also describe leaving 

shebeens as a “no win situation”; leaving alone risks being attacked while walking home alone 

but leaving accompanied by someone risks an attack during the walk home or upon arrival at the 
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home (Watt et al., 2012). As such, men and women who meet sexual partners at shebeens have an 

elevated risk of HIV infection (Kalichman, Simbayi, Vermaak, Jooste, & Cain, 2008).   

 In addition to risks posed by single-occasion intoxication, problematic alcohol use also 

poses risks for violence against women. Alcohol, drug, and other substance misuse, problem use, 

and heavy use are defined as improper use or excessive intake such that it might harm self or 

others physically, economically, and/or socially (WHO, 2014). It is estimated that 58% of South 

African men exhibit problem drinking (Wong et al., 2008). Problem drinking is associated with 

physical IPV and research has also found alcohol to be positively correlated to rape perpetration 

and to exacerbate sexual violence (Abrahams et al., 2006; Jewkes et al., 2011; Jewkes et al., 

2012a; Moffett, 2006; Morojele et al., 2006). It is possible that both general and excessive alcohol 

intake may moderate the relationship between GBV and RMA; perhaps, being intoxicated leads 

to higher RMA and predisposes men to perpetrate GBV. Given that alcohol use is found to be a 

significant predictor of HIV risk and is often included as a control variable in the literature, its 

connection to RMA and GBV may provide a more holistic understanding of this phenomenon.   

2.4 Impact of Demographic Characteristics 

 Efforts to establish links between GBV, RMA, and HIV have lead to research into a 

variety of demographic and socioeconomic factors. Female victims of sexual assault do not differ 

by age, employment, marital status, or education from women who have not been victims of 

sexual assault (Kalichman & Simbayi, 2004). However, research regarding demographic 

characteristics and differences amongst male perpetrators and non-perpetrators has demonstrated 

contradictory and perplexing results. 

 A great deal of the discrepancy regarding male perpetrator demographics lies in research 

on education and employment. While some research suggests perpetrators and non-perpetrators 
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do not differ, others have indicated the opposite. For example, Jewkes et al. (2012b) reported that 

perpetrators are more highly educated than non-perpetrators but that they do not differ by age or 

socioeconomic status. Kalichman et al. (2007a) also reported no difference by age but, in contrast 

to Jewkes et al. (2012b), noted no difference by education or employment. To further delineate 

from both of the aforementioned, Gass et al. (2011) reported that perpetrators have lower income 

than non-perpetrators and Abrahams et al. (2009) reported physical IPV to be associated with no 

post-school training. It remains a challenge to develop a cohesive understanding of the impact of 

demographic characteristics from such mixed findings. Although Jewkes et al. (2006b) have 

posited that perpetrators might be more likely to be educated or employed because these 

individuals have larger social and sexual networks and/or may use their higher social status (e.g., 

wealth) to attain sexual partners, research remains inconclusive.  

 Efforts to corroborate the puzzling findings in education and employment can be seen in 

inquiry regarding age. In line with the age of men who have completed education and/or have 

entered the workforce, evidence indicates men aged 20 to 40 years are more likely to have 

perpetrated rape (Jewkes, Sikweyiya, Morrell, & Dunkle, 2009). However, it is concerning that 

age of first perpetration of violence against women tends to be fairly young. For example, of the 

18.9% of a sample of 15 to 26 year old males that reported rape perpetration during a 24-month 

follow-up period, 61.3% were first-time perpetrators (Jewkes et al., 2012a). Evidence suggests 

that age at first rape perpetration is at the lower end of the 15 to 26 year age range with other 

researchers reporting nearly 50% of first rape perpetration occurring between the ages of 15 and 

19 years (Jewkes et al., 2009). Young ages of first perpetration highlight the importance of 

prevention amongst young men and boys and prompt further inquiry into their attitudes, 

perceptions, behaviours, and motivations as they pertain to violence against women and HIV.  
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 The fight against HIV/AIDS has made use of education and counseling approaches to 

promote awareness of prevention and risk reduction techniques in schools to target younger 

populations. Although awareness has increased and reported attitudes align more with key 

preventive strategies, knowledge has not necessarily translated into behaviour, especially amongst 

younger populations. For example, in a cross-sectional study of 1113 grade 11 students in 10 

randomly allocated secondary schools in the Midlands district of KwaZulu-Natal, South Africa, 

85% of students across both genders agreed condom use is important for every occasion of 

intercourse, yet 18.2% of females reported failed attempts at suggesting condom use (James, 

Reddy, Taylor, & Jinabhai, 2004). Furthermore, despite an accurate knowledge of how certain 

risky behaviours lead to STIs and HIV, students did not perceive the same risks in their own 

behaviours (James et al., 2004). This highlights the very pervasive nature of the patriarchal 

society women live in and suggests that raising awareness may only be half the battle. Perhaps 

the process of translating knowledge and attitudes into behaviour in one’s personal life, which is a 

complex interaction of cultural norms, traditions, and gender roles even at a young age, is a 

significant challenge that has been underestimated in the South Africa HIV/AIDS epidemic. 

 Although there is a discrepancy amongst the mechanism by which education and 

employment impact HIV risk, it will be important to both control for and examine these 

background characteristics when establishing a link between GBV, RMA, and HIV. Though 

education and employment require further research for their contribution to violence and HIV to 

be fully understood, young ages of first perpetration of violence against women and research 

showing perpetration continues into adult life necessitates further inquiry. Moreover, findings 

pointing out that perpetrators often witnessed parental violence as a child highlight the 

intergenerational cycle of IPV and further pronounce the relevance of targeting young 
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populations (Abrahams et al., 2009; Gass et al., 2011). Further research is necessary to 

deconstruct the impact of demographic factors to inform future efforts to challenge male violence.  

2.5 Need for Current Study 

 Although identifying risk factors for HIV and GBV and establishing relationships among 

these factors has been an essential focus for past literature and prevention programming, few 

studies have investigated the relationship between RMA on GBV, nor have studies investigated 

the potential for alcohol use, age, and employment to moderate this relationship. Due to the 

difficult nature of obtaining participants willing to disclose such private and personal information, 

sampling is often from convenience samples in school populations (Jewkes et al., 2006b; Jewkes 

et al., 2006c). Research is often conducted with men from STI clinics or women in antenatal 

clinics and, as previously mentioned, conclusions about men’s perceptions and behaviours are 

sometimes deduced from women’s accounts rather than men’s (Dunkle et al., 2004; Kalichman et 

al., 2005; Strebel et al., 2006). Evidence is needed to address this gap in the literature and to 

substantiate the potential relationship between GBV and RMA, with consideration of the effects 

of alcohol, age, and employment, in a sample of South African men.  

 The possibility that RMA contributes to GBV perpetration remains a critical research 

target. Altering a man’s RMA may lead to different negotiations of sexual encounters that could 

decrease the risk of violence and, by association, HIV. Given the similarity of the suppressive 

attitudes supporting GBV to the attitudes underlying RMA, perhaps there is an intersection 

between RMA and GBV that serves to further worsen HIV risk. Conformity to RMA may place 

men in a position to excuse rape and other violence against women, serving to continually 

propagate violence against women and, by association, HIV. Moreover, researchers in a 

prospective study of rape perpetration concluded that 13% of rape cases could have been 
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prevented if physical IPV were prevented (Jewkes et al., 2012a). Future research must address 

this potential phenomenon to tailor prevention programming appropriately.  

2.6 Research Question and Hypotheses  

 The main research question of the current study was, “What is the relationship between 

RMA and GBV perpetration amongst Zulu men and boys in the rural Sisonke District 

Municipality of South Africa?” Two sub-questions that were explored were, “Is the relationship 

between RMA and GBV perpetration amongst Zulu men and boys in the rural Sisonke District 

Municipality of South Africa moderated by alcohol use?” and “Is the relationship between RMA 

and GBV perpetration amongst Zulu men and boys in the rural Sisonke District Municipality of 

South Africa moderated by demographic characteristics such as age and employment?”  

 The present study included several hypotheses. Firstly, it was hypothesized that the 

relationship between RMA and GBV would be low for psychological GBV perpetration, 

moderate for physical GBV perpetration, and high for sexual GBV perpetration. Secondly, 

alcohol use was expected to moderate the relationship between RMA and GBV such that higher 

levels of annual alcohol use and problem drinking compound RMA and result in higher levels of 

GBV perpetration. Marijuana and other drug use were also explored for moderating effects on the 

relationship between RMA and GBV as they have both been shown in past literature to be related 

to GBV in a similar fashion as alcohol use (Wong et al., 2008). Lastly, it was hypothesized that 

the relationship between RMA and GBV would differ by age and employment, though an 

expected difference was not hypothesized.  
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Chapter 3 

Methods 

3.1 Project Description 

 Queen’s University and local South African partners conducted the Canada-South Africa 

Men and Boys Project in the Sisonke District Municipality of South Africa between 2007 and 

2011 (co-principal investigators: Rosemary Jolly and Stevenson Fergus). The Sisonke District 

Municipality is one of the 10 district municipalities located in the province of KwaZulu-Natal. 

Along with high rates of poverty and unemployment, as of 2012, KwaZulu-Natal has the highest 

HIV prevalence of all provinces in South Africa, with a provincial prevalence of 17.4% compared 

to the country’s national average of 12.6% (Shisana et al., 2014). The project was a research 

study that sought to understand GBV and sexual risk behaviour amongst rural Zulu men and boys 

and gain an understanding of available community support services. In December 2008 and 

January 2009, 451 men and boys completed a quantitative questionnaire on a range of topics. In 

July and August 2010, qualitative interviews were held with 22 female victim survivors of GBV 

and 23 male community members and two Forum Theatres workshops (with follow-up interviews 

and focus groups of 12 male and 12 female participants) were held with 16 male and 16 female 

participants. An intervention is presently being conducted and evaluated based on these data. This 

study uses data from the quantitative survey of men and boys. 

 The Canada-South Africa Men and Boys Project was approved by the General Research 

Ethics Board at Queen’s University, the University of Kwazulu-Natal’s Biomedical Research 

Ethics Committee, and the Province of KwaZulu-Natal’s Field Management Research Office. 

Funding was provided by the Canadian Institutes of Health Research.  
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3.2 Sampling 

 Quasi-random sampling was utilized to obtain project participants. Two municipalities in 

the Sisonke District Municipality, Ingwe and Umzimkhulu, were chosen to be representative of 

Sisonke. Within each municipality, participants were selected from settlements within randomly 

selected wards as in Figure 1. A total of 451 men and boys participated in the study.  

 Current or former students of the University of Kwa-Zulu Natal were hired as data 

collectors and received one week of training on topics such as obtaining informed consent, 

administering the questionnaire, HIV knowledge, and debriefing participants upon questionnaire 

completion. When the research team arrived in a settlement, the data collectors were dropped off 

in evenly spaced intervals throughout the settlement and instructed to conduct one interview each. 

Participants were selected using area-based convenience sampling; data collectors were to 

approach the first male they encountered, whether that male be outdoors or in a dwelling, and ask 

if they would be interested in participating. Data collectors obtained informed consent before 

administering the questionnaire. Participants were provided the incentive of a food package worth 

approximately $10 that included staple items such as cooking oil, corn meal, dried beans, 

powdered milk, and a package of cookies. 

3.3 Participants 

 Participants were men and boys selected from 45 rural settlements in the Sisonke District 

Municipality of South Africa. Although a total of 451 participants completed the questionnaire, 

six participants were excluded from data analysis due to response irregularities. Thus, the analysis 

was conducted on 445 participants. The average age of participants was 21.84 years (SD = 8.06), 

ranging from 14 to 67 years. Just over a fifth (20.9%) of participants had a grade 12 education, 

2.5% had a college diploma, and 0.7% had obtained a Bachelor’s degree, while 46.3% had  
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Figure 1. Sampling design. 
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between a grade nine and 11 education and 29.5% had a grade eight education or less. Over half 

(56.4%) of the sample was students, 32.4% were unemployed, 5.8% had full-time employment, 

4.9% had part-time employment, and 0.4% were volunteering full-time. Majority of participants 

(91.5%) listed their marital status as single and never married, while 8.1% were married to one 

wife, 0.2% were married to more than one wife, and another 0.2% were divorced. Nearly half 

(45.4%) of the participants reported having a long-term partner at the time of the questionnaire. 

3.4 Data Collection 

 Questionnaires were self-administered using the audio computer-assisted self-interview 

(ACASI) software QDS by NOVA Research Company of Silver Spring, Maryland, US. The 

software displayed the text of each questionnaire item and its responses on a laptop computer 

while a Zulu recording read the text aloud. Participants listened through headphones and used the 

laptop to select a response. ACASI software was chosen because of its relative advantages over 

other data collection methods at maintaining privacy, ensuring standardized questionnaire 

administration, decreasing literacy issues with text questionnaires, decreasing the burden of 

training researchers for data collection, and increasing data quality (Gribble, Miller, Rogers, & 

Turner, 1999; Tufts University, 2014). Researchers have found ACASI to be a reliable tool that 

reduces response bias for questionnaires and interviews regarding sexual behaviour and other 

sensitive behaviours such as alcohol and drug use (Gribble et al., 1999).  

 Participants completed a mock questionnaire asking trivial questions such as favourite 

colour with the data collector to ensure participants were comfortable using the ACASI software 

before completing the questionnaire (Gribble et al., 1999). Upon indicating they felt comfortable 

with the software and ready to proceed, participants were given privacy to complete the 
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questionnaire. Data collectors were equipped with a stool and foldable table for participants to 

use while completing the questionnaire. 

 On average, the questionnaire took an hour (60.39 minutes) to complete. Upon 

completion of the questionnaire, participants were thanked for their participation and given their 

food parcel. Participants were debriefed on the answers to the HIV knowledge questions in the 

questionnaire; data collectors had a list of all the HIV knowledge questions and were trained on 

their answers. If a need for services was identified, the research team had contracted with a local 

non-government organization to follow up with those participants. The data collectors were 

trained to appropriately deal with any routine questions that arose and to refer more complicated 

questions to project staff.   

3.5 Measures 

 The current analysis used the GBV, modified RMA, and substance use scales as well as 

demographic information from the Canada-South Africa Men and Boys questionnaire. The GBV 

scale is a 34-item scale adapted from Marshall (1992)’s work on the development of GBV 

severity scales (Appendix A). Marshall (1992) identified nine factors representing the severity, 

aggression, abuse, violence, or threat that female American college students and community 

women perceive in particular acts carried out by men against women, including threats of 

violence, physical violence, and sexual violence. Participants in the present study rated the 

frequency of perpetration of specific acts of three subscales of GBV: psychological, physical, and 

sexual. The psychological violence subscale includes items such as insulting, shouting, and 

threatening with a weapon; the physical violence subscale includes items such as hitting and 

choking; and the sexual violence subscale includes items such as physical force during sex. 

Responses were chosen from five multiple choice options: I did not do this in the last year, I did 
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this once in the last year, I did this a few times in the last year, I did this many times in the last 

year, and refuse to answer. GBV acted as the categorical outcome variable and was broken down 

into three measures: psychological GBV (items O1 through O16), physical GBV (items O17 

through O28), and sexual GBV (items O29 through O34). Participants were categorized in each 

of these three measures as “yes” if they had said yes to perpetrating any of the items within that 

category regardless of perpetration frequency and “no” if not. For the psychological, physical, 

and sexual GBV measures, 22, 21, and 23 participants refused to answer all of the underlying 

items. Those responses were treated as missing in the analysis.  

 The modified RMA scale was developed for a Zulu population from Burt (1980)’s 

American model of rape myths (Appendix B). In this seminal work, Burt (1980) identified rape 

myths as strongly related to sex role stereotyping, adversarial sexual beliefs of the opposite sex 

(e.g., distrust), and acceptance of GBV. The present scale was developed with cultural experts for 

cultural relevance and language experts translated the final survey into Zulu. Cognitive 

interviewing via focus group and pilot testing assessed participants’ thought processes while 

completing the questionnaire to identify and amend items that were confusing, difficult to answer, 

or did not make sense to participants. The final scale included 18 items supporting or refuting 

rape myths, each with five multiple choice response options including strongly agree, agree, 

disagree, strongly disagree, and refuse to answer. Example items include “Women often falsely 

report rape”, “Women who get raped while hitchhiking deserve what they get”, and “It is not 

okay for a man to take a woman and force her to have sex with him without permission”. Before 

conducting any analysis on RMA, items D2, D17, and D18 were reverse coded. RMA was a 

continuous predictor variable and measured as an average score of the questionnaire items 

approved by confirmatory factor analysis, discussed in the data analysis section below. Items that 
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did not load in the confirmatory factor analysis were excluded from the final RMA measure. 

There was no missing data for the RMA measure.  

 The substance use scale is an eight-item scale assessing alcohol and drug use adapted 

from the Monitoring the Future Study, a national survey conducted annually since 1975 with 

American high school seniors followed into young and middle adulthood (Appendix C; Bachman, 

Johnston, O’Malley, & Schulenberg, 2011). The Monitoring the Future Study contains measures 

for drug behaviours and attitudes, social values, attitudes, and behaviours, and high school and 

post-high school experiences, role behaviours, and satisfaction (Bachman et al., 2011). The 

substance use scale in the present study contained an item (K1) assessing the frequency of past 

year alcohol use, including packaged beer, wine, liquor, and homebrewed or distilled alcoholic 

beverages, an item (K5) assessing past year marijuana use, and an item (K7) assessing past year 

use of drugs other than marijuana, including cocaine, crystal meth, methaqualone, and heroin. 

Response options included 0 times, 1-2 times, 3-5 times, 6-9 times, 10-19 times, 20-39 times, 40+ 

times, and refuse to answer. An alcohol use measure was created as a categorical predictor 

variable using the past year alcohol use item wherein past year alcohol use was coded as a “yes” 

if the participant indicated any use of alcohol at all within the past year on item K1 and “no” if 

the participant indicated zero use in the past year on item K1. In the same manner, past year 

marijuana use and past year other drug use measures were also created from items K5 and K7, 

respectively. Although the scale obtained information on past month use, past year use was 

chosen over past month use because the GBV scale was measured on a past year scale and 

maintaining the same temporality aided in interpretation of results. For the alcohol, marijuana, 

and other drug use measures, 10, 6, and 9 participants refused to answer the corresponding scale 

item. Those responses were treated as missing in the analysis. 
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 The substance use scale also assessed hallmarks of problem drinking, including 

consumption of five or more drinks in a row (item K3) and frequency of drinking to get drunk 

(item K4) in the past two weeks. Response options for the latter included 0 times, 1-2 times, 3-5 

times, 6-9 times, 10+ times and refuse to answer while response options for the former included 

very infrequently or never, less than half of the time, about half of the time, more than half of the 

time, very frequently or always, and refuse to answer. If the participant reported no past year 

alcohol use on item K1, the ACASI software skipped items K3 and K4 and coded them as 

missing. For this reason, items K3 and K4 were recoded such that if the participant reported no 

alcohol consumption in the past year, they were coded as binge drinking “0 times” for item K3 

and drinking to get drunk “very infrequently or never” for item K4. A problem drinking measure 

was obtained by averaging participants’ scores on items K3 and K4 because these items measured 

the same underlying construct. For item K3, 7 participants refused to answer and 1 participant 

had missing data. For item K4, 6 participants refused to answer. Both refuse to answer responses 

and missing data were treated as missing in the analysis. The problem drinking measure had 9 

missing responses.  

 Although the questionnaire obtained detailed information on the frequency of GBV 

perpetration and substance use, participants were categorized as “yes” or “no” regardless of 

frequency because few participants reported GBV perpetration and alcohol use. Thus, if used in 

its original form, the distribution would have been non-normal and skewed with the majority of 

participants scoring at one category. When calculating measures from the multi-item scales, 

missing or “refuse to answer” responses were not included and the measure was calculated based 

on the participant’s remaining responses.  
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 In addition to the measures above, interviewers collected demographic information on 

each participant. This information included age, education, employment, marital status, current 

long-term partner, current household inhabitants, and length of time they had lived in their house 

or compound (not including time away for migrant labour). A dichotomous age variable was 

created where participants were categorized as either “21 or younger” or “22 or older”. The age 

of 21 years was chosen as a cut-off because it was the legal age of adulthood in South Africa at 

the time the study was designed (Govender & Masango, 2007). There were 296 men aged 21 or 

younger and 149 men aged 22 or older. A categorical employment variable was also created 

where participants were categorized as “employed” if they reported full-time or part-time 

employment or volunteering, “unemployed” if they reported unemployment, or “student” if they 

reported being a student. There were 50 employed men, 144 unemployed men, and 251 students.  

3.6 Data Analysis 

 The analysis involved three phases. In the first phase, the modified RMA scale was 

analyzed using confirmatory factor analysis, and in the second phase the relationship between 

RMA and GBV and the potential moderating effect of alcohol use, marijuana use, and other drug 

use on a relationship between RMA and GBV was assessed using binary logistic regression. In 

the third phase, potential moderating effects of age and employment on any relationship between 

RMA and GBV were investigated. For all logistic regressions, continuous variables were centered 

and dichotomous variables were coded as a “0” for the absence of a phenomenon or “1” for the 

presence of a phenomenon (e.g., “0” for no perpetration and “1” for perpetration). 

 The modified RMA scale was assessed using confirmatory factor analysis because it was 

modified from its original format for a Zulu-speaking population and, to our knowledge, is the 

first time the scale has been used with a Zulu population. Although the language and cultural 
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experts who confirmed cultural relevance were able to assess the validity of the modified scale, 

the reliability of the scale cannot be assessed in this manner. Reliability refers to the 

intercorrelations of items intended to measure a common underlying latent construct; if an item 

does not correlate with other items, it can be considered a poor indicator for the construct it was 

intended to measure. Items found to be poor indicators for the RMA construct were not included 

in data analyses for the relationship between RMA and GBV. These items were investigated to 

inquire about the theoretical and conceptual reasons underpinning their lack of connection to 

RMA in our sample.  

 Three binary logistic regression analyses were conducted with each of the three GBV 

perpetration measures (psychological, physical, and sexual) as outcome variables. For each of the 

three GBV outcome variables, the model was first run with RMA as the only predictor and then a 

second time with alcohol use as the only predictor variable. A third model was assessed with both 

alcohol use and RMA predicting the outcome. Lastly, a fourth model was run with RMA, alcohol 

use, and an interaction term between RMA and alcohol use to determine if there is an interaction 

between these factors in predicting GBV. Age, education, and employment were included as 

control variables, as these factors have shown to be correlated with violence against women and 

HIV in past literature (Jewkes et al., 2006b; Kalichman & Simbayi, 2004). This analysis was 

repeated for marijuana use and other drug use.  

 Lastly, binary logistic regression analyses were conducted with each of the three GBV 

perpetration measures (psychological, physical, and sexual) as outcome variables to assess the 

potential moderating effects of age and employment on any relationship between RMA and GBV. 

For each of the three GBV outcome variables, the model was first run with RMA as the only 

predictor and then a second time with age as the only predictor variable. A third model was 
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assessed with both age and RMA predicting the outcome. Lastly, a fourth model was run with 

age, RMA, and an interaction term between RMA and age to determine if there is an interaction 

between these factors in predicting GBV. This analysis was repeated with employment wherein 

for each of the three GBV outcome variables, the model was first run with RMA as the only 

predictor, secondly with employment as the only predictor, thirdly with both employment and 

RMA predicting the outcome, and lastly with employment, RMA, and an interaction term 

between RMA and employment. In the age analysis, employment and education were included as 

control variables and in the employment analysis, age and education were included as control 

variables.  

 For all logistic regression analyses, control variables are not included in the logistic 

regression tables as none of their coefficients were significant. Additionally, missing data was 

excluded in all analyses. Participants with missing data were excluded list-wise; participants 

missing a score for one or more of the measures in the analysis were not included in that 

particular analysis. 
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Chapter 4 

Results  

4.1 Perpetration Frequency 

 Descriptive statistics were carried out to determine the frequency of each subscale of 

GBV perpetration. As shown in Table 1, psychological GBV perpetration was reported most 

often, followed by physical and then sexual. Table 2 shows percentages of perpetration versus 

non-perpetration within each age and employment category for each subscale of GBV (see Table 

2). Across both age groups, rates of psychological and physical GBV perpetration were very 

similar. Amongst those 21 or younger, 17.9% were perpetrators of sexual GBV and 82.1% were 

not perpetrators while amongst those 22 or older, 22.4% were perpetrators of sexual GBV and 

77.6% were not perpetrators. Students reported the highest rates of psychological GBV 

perpetration while unemployed men reported the highest rates of physical and sexual GBV 

perpetration. Lastly, as shown in table 3, past year use of alcohol was most commonly reported, 

followed by past year marijuana and other drug use.   

4.2 Analysis of the Modified RMA Scale 

 A principal axis confirmatory factor analysis was carried out to determine if all 18 items 

in the RMA scale were good indicators of the RMA construct. The Kaiser-Meyer-Olkin measure 

verified the sampling adequacy for the analysis, KMO = 0.861 (Hutcheson & Sofroniou, 1999). 

All KMO values for individual items were greater than the acceptable limit of 0.5 (Field, 2013). 

The eigenvalue for a one-factor solution was 4.952, well over Kaiser’s criterion of 1 and 

explained 27.51% of the variance (Field, 2013). Items with factor loadings greater than 0.3 were 

retained for the RMA measure. Three items did not load onto a one-factor RMA solution, item 2,  
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Table 1  

Perpetration of violence against women in the past year. 

 Perpetration n % 

Psychological Yes 276 62.0 

No 147 33.0 

Refused to answer 22 4.9 

 Total 445 100.0 

Physical  Yes 107 24.0 

No 317 71.2 

Refused to answer 21 4.70 

 Total 445 100.0 

Sexual Yes 82 18.4 

No 340 76.4 

Refused to answer 23 5.20 

 Total 445 100.0 

 

 



 

 

 

Table 2  

Perpetration of violence against women in the past year within age and employment categories. 

Violence Perpetration 

Age Employment 

21 or younger 22 or older Unemployed Employed Student 

Psychological Yes  183 (65.4)  93 (65.0) 88 (63.7) 30 (62.5) 158 (66.7) 

No 97 (34.6)  50 (35.0) 50 (36.2) 18 (37.5) 79 (33.3) 

 Total 280 (100.0) 143 (100.0) 138 (100.0) 48 (100.0) 237 (100.0) 

Physical  Yes  70 (25.1) 37  (25.5) 39 (27.9) 12 (24.0) 56 (23.9) 

No 209 (74.9) 108 (74.5) 101 (72.1) 38 (76.0) 178 (76.1) 

 Total 279 (100.0) 145 (100.0) 140 (100.0) 50 (100.0) 234 (100.0) 

Sexual Yes  50 (17.9) 32 (22.4) 33 (23.7) 10 (20.4) 39 (16.7) 

No 229 (82.1) 111 (77.6) 106 (76.3) 39 (76.3) 195 (83.3) 

  Total 279 (100.0) 143 (100.0) 139 (100.0) 49 (100.0) 234 (100.0) 

Note. Percentage is noted in brackets beside the reported frequency. 

 

3
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Table 3 

 

Use of alcohol, marijuana, and other drugs in the past year.  

 Past year use n % 

Alcohol Yes 206 46.3 

No 229 51.5 

Refused to answer 10 2.2 

 Total 445 100.0 

Marijuana Yes 67 15.1 

No 372 83.6 

Refused to answer 6 1.3 

 Total 445 100.0 

Other drugs Yes 22 4.9 

No 414 93.0 

Refused to answer 9 2.0 

 Total 445 100.0 
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17, and 18, all of which were the only items requiring reverse coding. No discernable theoretical 

pattern is evident to explain why these three items did not load onto the RMA construct, although 

they all happen to be the only reverse coded items on the scale. A new RMA measure was created 

that excluded these three items.  

 Cronbach’s alphas for the original RMA scale and the RMA scale reduced by 

confirmatory factor analysis were 0.77 and 0.85, respectively, both indicating good internal 

consistency within each of these measures. The increased Cronbach’s alpha for the reduced RMA 

scale demonstrates the improvement in the scale without the three questions that did not factor 

load in confirmatory factor analysis. The mean RMA score was 2.29 (SD = 0.65), ranging from a 

minimum of 1 (strongly agree) to a maximum of 4 (strongly disagree).  

4.3 RMA, GBV, and Alcohol Use 

 Three logistic regressions were conducted to assess the association between 

psychological, physical, and sexual GBV perpetration and RMA, alcohol use, and the interaction 

between RMA and alcohol use (see Table 3, Table 4, and Table 5, respectively). RMA and the 

interaction between RMA and alcohol use was not significant for any model. For all models in 

which alcohol was included as a predictor, alcohol was a significant predictor of GBV 

perpetration.  

4.4 RMA, GBV, and Marijuana Use 

 Three logistic regressions were conducted to assess the association between 

psychological, physical, and sexual GBV perpetration and RMA, marijuana use, and the 

interaction between RMA and marijuana use (see Table 6, Table 7, and Table 8, respectively). 

RMA and the interaction between RMA and marijuana use was not significant for any model. For 

all models in which marijuana was included as a predictor, marijuana was a significant predictor 
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Table 4 

Psychological GBV perpetration regressed on RMA and alcohol use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.20 (19843.05) 

    

  RMA -0.29 (0.18) 0.75 (0.53, 1.06) 2.68 1 0.101 

Step 2 

     

  Constant -21.46 (19517.72) 

    

  Alcohol 0.78 (0.22) 2.18 (1.40, 3.38) 12.02 1 0.001 

Step 3 

     

  Constant -21.46 (19517.72) 

    

  RMA -0.31 (0.18) 0.73 (0.52, 1.04) 3.08 1 0.079 

  Alcohol 0.79 (0.23) 2.21 (1.42, 3.44) 12.39 1 < 0.001 

Step 4 

     

  Constant -21.46 (19510.39) 

    

  RMA -0.30 (0.23) 0.74 (0.48, 1.15) 1.77 1 0.184 

  Alcohol 0.80 (0.23) 2.21 (1.42, 3.45) 12.36 1 < 0.001 

  RMA by Alcohol -0.03 (0.34) 0.97 (0.49, 1.91) 0.01 1 0.931 

Note. All models controlled for age, employment, and education. n = 416.  
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Table 5 

Physical GBV perpetration regressed on RMA and alcohol use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.08 (19993.74) 

    

  RMA -0.09 (0.19) 0.91 (0.63, 1.32) 0.23 1 0.629 

Step 2 

     

  Constant -21.36 (19654.97) 

    

  Alcohol 0.85 (0.25) 2.35 (1.45, 3.80) 12.07 1 0.001 

Step 3 

     

  Constant -21.36 (19654.92) 

    

  RMA -0.12 (0.19) 0.89 (0.61, 1.30) 0.38 1 0.540 

  Alcohol 0.86 (0.25) 2.36 (1.46, 3.82) 12.20 1 < 0.001 

Step 4 

     

  Constant -21.34 (19593.74) 

    

  RMA -0.23 (0.29) 0.79 (0.45, 1.40) 0.63 1 0.427 

  Alcohol 0.87 (0.25) 2.38 (1.47, 3.86) 12.27 1 < 0.001 

  RMA by Alcohol 0.20 (0.38) 1.22 (0.58, 2.55) 0.27 1 0.602 

Note. All models controlled for age, employment, and education. n = 417.  
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Table 6 

Sexual GBV perpetration regressed on RMA and alcohol use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -20.87 (19999.61) 

    

  RMA 0.20 (0.21) 1.22 (0.81, 1.84) 0.91 1 0.340 

Step 2 

     

  Constant -21.45 (19085.39) 

    

  Alcohol 1.38 (0.29) 3.98 (2.24, 7.07) 22.24 1 < 0.001 

Step 3 

     

  Constant -21.45 (19085.39) 

    

  RMA 0.21 (0.22) 1.23 (0.80, 1.89) 0.87 1 0.351 

  Alcohol 1.38 (0.29) 3.98 (2.24, 7.07) 22.20 1 < 0.001 

Step 4 

     

  Constant -21.44 (19059.81) 

    

  RMA 0.15 (0.37) 1.16 (0.57, 2.37) 0.16 1 0.689 

  Alcohol 1.38 (0.29) 3.98 (2.24, 7.06) 22.15 1 < 0.001 

  RMA by Alcohol 0.09 (0.44) 1.09 (0.46, 2.61) 0.04 1 0.839 

Note. All models controlled for age, employment, and education. n = 414.  
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Table 7 

Psychological GBV perpetration regressed on RMA and marijuana use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.17 (19869.17) 

    

  RMA -0.26 (0.17) 0.77 (0.55, 1.08) 2.31 1 0.129 

Step 2 

     

  Constant -21.23 (19916.14) 

    

  Marijuana 0.79 (0.34) 2.20 (1.12, 4.31) 5.29 1 0.021 

Step 3 

     

  Constant -21.23 (19916.14) 

    

  RMA -0.25 (0.18) 0.78 (0.55, 1.09) 2.10 1 0.147 

  Marijuana 0.78 (0.34) 2.17 (1.11, 4.26) 5.11 1 0.024 

Step 4 

     

  Constant -21.25 (19991.20) 

    

  RMA -0.14 (0.18) 0.87 (0.61, 1.25) 0.58 1 0.447 

  Marijuana 0.83 (0.36) 2.28 (1.13, 4.60) 5.32 1 0.021 

  RMA by Marijuana -1.05 (0.55) 0.35 (0.12, 1.04) 3.60 1 0.058 

Note. All models controlled for age, employment, and education. n = 418.  
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Table 8 

Physical GBV perpetration regressed on RMA and marijuana use. 

  Β (SE) 

Odds Ratio (eβ)  

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.04 (19979.87) 

    

  RMA -0.08 (0.19) 0.92 (0.64, 1.33) 0.20 1 0.659 

Step 2 

     

  Constant -21.16 (20010.72) 

    

  Marijuana 1.51 (0.30) 4.51 (2.48, 8.18) 24.54 1 < 0.001 

Step 3 

     

  Constant -21.16 (20010.72) 

    

  RMA -0.08 (0.20) 0.92 (0.63, 1.35) 0.19 1 0.667 

  Marijuana 1.51 (0.30) 4.51 (2.48, 8.18) 24.53 1 < 0.001 

Step 4 

     

  Constant -21.15 (20010.72) 

    

  RMA -0.09 (0.22) 0.91 (0.59, 1.40) 0.18 1 0.675 

  Marijuana 1.51 (0.30) 4.51 (2.49, 8.19) 24.53 1 < 0.001 

  RMA by Marijuana 0.04 (0.46) 1.04 (0.42, 2.55) 0.01 1 0.935 

Note. All models controlled for age, employment, and education. n = 420.  
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Table 9 

Sexual GBV perpetration regressed on RMA and marijuana use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1 

     

  Constant -20.84 (19979.73) 

    

  RMA 0.21 (0.21) 1.23 (0.82, 1.85) 0.99 1 0.317 

Step 2 

     

  Constant -20.98 (20004.83) 

    

  Marijuana 1.87 (0.32) 6.49 (3.47, 12.12) 34.39 1 < 0.001 

Step 3 

     

  Constant -20.98 (20004.83) 

    

  RMA 0.25 (0.22) 1.28 (0.83, 1.91) 1.23 1 0.268 

  Marijuana 1.88 (0.32) 6.57 (3.51, 12.30) 34.54 1 < 0.001 

Step 4 

     

  Constant -20.95 (20009.77) 

    

  RMA 0.10 (0.26) 1.10 (0.66, 1.83) 0.14 1 0.710 

  Marijuana 1.91 (0.32) 6.72 (3.56, 12.68) 34.60 1 < 0.001 

  RMA by  

  Marijuana 

0.62 (0.51) 1.86 (0.69, 5.01) 1.49 1 0.223 

Note. All models controlled for age, employment, and education. n = 418.  
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of GBV perpetration. 

4.5 RMA, GBV, and Other Drug Use 

 Three logistic regressions were conducted to assess the association between 

psychological, physical, and sexual GBV perpetration and RMA, other drug use, and the 

interaction between RMA and other drug use (see Table 9, Table 10, and Table 11, respectively). 

RMA and the interaction between RMA and other drug use was not significant for any model. 

For all models in which other drug use was included as a predictor, other drug use was a 

significant predictor of GBV perpetration. 

4.6 RMA, GBV, and Problem Drinking 

 Three logistic regressions were conducted to assess the association between 

psychological, physical, and sexual GBV perpetration and RMA, problem drinking, and the 

interaction between RMA and problem drinking (see Table 12, Table 13, and Table 14, 

respectively). RMA and the interaction between RMA and problem drinking was not significant 

for any model. For all models in which problem drinking was included as a predictor, other drug 

use was a significant predictor of GBV perpetration. 

4.7 RMA, GBV, and Age 

 Three logistic regressions were conducted to assess the association between 

psychological, physical, and sexual GBV perpetration and RMA, age, and the interaction between 

RMA and age (see Table 15, Table 16, and Table 17, respectively). For all models within the 

psychological and physical GBV perpetration analyses, no predictors were significant. However, 

when RMA, age, and the RMA by age interaction were included in the model, RMA and the   
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Table 10 

Psychological GBV perpetration regressed on RMA and other drug use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.17 (19866.49) 

    

  RMA -0.27 (0.18) 0.76 (0.54, 1.07) 2.42 1 0.120 

Step 2 

     

  Constant -21.15 (19861.50) 

    

  Other 2.14 (1.05) 8.47 (1.09, 65.69) 4.18 1 0.041 

Step 3 

     

  Constant -21.15 (19861.50) 

    

  RMA -0.31 (0.18) 0.74 (0.52, 1.04) 3.04 1 0.081 

  Other 2.21 (1.05) 9.12 (1.17, 70.89) 4.47 1 0.035 

Step 4 

     

  Constant -21.15 (19867.89) 

    

  RMA -0.30 (0.18) 0.74 (0.52, 1.05) 2.87 1 0.090 

  Other 2.39 (1.22) 10.96 (1.00, 119.74) 3.85 1 0.050 

  RMA by Other -0.73 (1.75) 0.48 (0.02, 14.74) 0.18 1 0.676 

Note. All models controlled for age, employment, and education. n = 415.  
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Table 11 

Physical GBV perpetration regressed on RMA and other drug use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.03 (19960.25) 

    

  RMA -0.10 (0.19) 0.90 (0.62, 1.31) 0.28 1 0.595 

Step 2 

     

  Constant -21.01 (19832.58) 

    

  Other 1.61 (0.49) 5.01 (1.91, 13.17) 10.68 1 0.001 

Step 3 

     

  Constant -21.01 (19832.58) 

    

  RMA -0.19 (0.20) 0.83 (0.56, 1.22) 0.93 1 0.334 

  Other 1.67 (0.50) 5.30 (2.01, 13.92) 11.34 1 0.001 

Step 4 

     

  Constant -21.02 (19831.66) 

    

  RMA -0.20 (0.20) 0.82 (0.55, 1.21) 1.01 1 0.315 

  Other 1.64 (0.51) 5.13 (1.90, 13.88) 10.38 1 0.001 

  RMA by Other 0.24 (0.86) 1.27 (0.24, 6.82) 0.08 1 0.780 

Note. All models controlled for age, employment, and education. n = 417.  
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Table 12 

Sexual GBV perpetration regressed on RMA and other drug use. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -20.83 (19972.33) 

    

  RMA 0.19 (0.21) 1.21 (0.80, 1.83) 0.83 1 0.361 

Step 2 

     

  Constant -20.81 (19832.82) 

    

  Other 1.96 (0.51) 7.10 (2.63, 19.17) 14.97 1 < 0.001 

Step 3 

     

  Constant -20.81 (19832.82) 

    

  RMA 0.08 (0.22) 1.08 (0.71, 1.66) 0.13 1 0.722 

  Other 1.94 (0.51) 6.95 (2.55, 18.93) 14.36 1 < 0.001 

Step 4 

     

  Constant -20.81 (19832.45) 

    

  RMA 0.07 (0.23) 1.07 (0.69, 1.68) 0.10 1 0.754 

  Other 1.93 (0.52) 6.87 (2.46, 19.18) 13.53 1 < 0.001 

  RMA by Other 0.09 (0.88) 1.09 (0.20, 6.11) 0.01 1 0.919 

Note. All models controlled for age, employment, and education. n = 416.  
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Table 13 

Psychological GBV perpetration regressed on RMA and problem drinking. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.18 (19877.07) 

    

  RMA -0.25 (0.17) 0.78 (0.55, 1.10) 2.07 1 0.151 

Step 2 

     

  Constant -21.06 (20005.28) 

    

  Problem Drinking 0.17 (0.07) 1.19 (1.04, 1.35) 6.78 1 0.009 

Step 3 

     

  Constant -21.06 (19848.20) 

    

  RMA -0.25 (0.18) 0.78 (0.55, 1.10) 1.96 1 0.161 

  Problem Drinking 0.17 (0.07) 1.19 (1.04, 1.35) 6.69 1 0.010 

Step 4 

     

  Constant -21.05 (19759.24) 

    

  RMA -0.21 (0.18) 0.81 (0.57, 1.15) 1.40 1 0.237 

  Problem Drinking 0.18 (0.07) 1.20 (1.05, 1.37) 6.95 1 0.008 

  RMA by Problem Drinking         0.12 (0.10) 1.13 (0.93, 1.37) 1.53 1 0.216 

Note. All models controlled for age, employment, and education. n = 417.  
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Table 14 

Physical GBV perpetration regressed on RMA and problem drinking. 

  Β (SE) 

Odds Ratio (eβ)  

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.06 (19980.31) 

    

  RMA -0.07 (0.19) 0.93 (0.64, 1.34) 0.16 1 0.694 

Step 2 

     

  Constant -20.93 (19889.01) 

    

  Problem Drinking 0.15 (0.05) 1.16 (1.05, 1.28) 8.80 1 0.003 

Step 3 

     

  Constant -20.93 (19872.94) 

    

  RMA -0.07 (0.19) 0.93 (0.64, 1.36) 0.13 1 0.720 

  Problem Drinking 0.15 (0.05) 1.16 (1.05, 1.28) 8.79 1 0.003 

Step 4 

     

  Constant -20.93 (19873.93) 

    

  RMA -0.04 (0.19) 0.96 (0.66, 1.40) 0.04 1 0.843 

  Problem Drinking 0.15 (0.05) 1.16 (1.52, 1.28) 8.89 1 0.003 

  RMA by Problem Drinking     -0.06 (0.06) 0.94 (0.84, 1.06) 0.92 1 0.336 

Note. All models controlled for age, employment, and education. n = 418.   
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Table 15 

Sexual GBV perpetration regressed on RMA and problem drinking. 

  Β (SE) 

Odds Ratio (eβ)  

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -20.85 (19986.06) 

    

  RMA 0.21 (0.21) 1.24 (0.82, 1.86) 1.05 1 0.305 

Step 2 

     

  Constant -20.67 (19695.613) 

    

  Problem Drinking 0.19 (0.05) 1.20 (1.08, 1.34) 11.84 1 0.001 

Step 3 

     

  Constant -20.67 (19803.54) 

    

  RMA 0.24 (0.22) 1.27 (0.83, 1.94) 1.24 1 0.265 

  Problem Drinking 0.19 (0.06) 1.21 (1.09, 1.34) 11.90 1 0.001 

Step 4 

     

  Constant -20.71 (19796.75) 

    

  RMA 0.28 (0.22) 1.32 (0.86, 2.03) 1.65 1 0.199 

  Problem Drinking 0.19 (0.06) 1.21 (1.09, 1.35) 12.22 1 < 0.001 

  RMA by Problem Drinking       -0.06 (0.06) 0.94 (0.83, 1.06) 1.04 1 0.309 

Note. All models controlled for age, employment, and education. n = 415.  

 

  



 

52 

 

Table 16 

Psychological GBV perpetration regressed on RMA and age. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.09 (19863.57) 

    

  RMA -0.27 (0.17) 0.77 (0.55, 1.07) 2.38 1 0.123 

Step 2 

     

  Constant -21.53 (19799.19) 

    

  Age 0.43 (0.34) 1.54 (0.79, 3.00) 1.63 1 0.201 

Step 3 

     

  Constant -21.53 (19799.19) 

    

  RMA -0.27 (0.17) 0.76 (0.54, 1.07) 2.51 1 0.113 

  Age 0.45 (0.34) 1.57 (0.81, 3.07) 1.76 1 0.185 

Step 4 

     

  Constant -21.54 (19590.15) 

    

  RMA -0.19 (0.21) 0.83 (0.55, 1.25) 0.78 1 0.378 

  Age 0.46 (0.34) 1.58 (0.81, 3.09) 1.80 1 0.180 

  RMA by Age -0.26 (0.35) 0.78 (0.39, 1.54) 0.53 1 0.465 

Note. All models controlled for education and employment. n = 423. 
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Table 17 

Physical GBV perpetration regressed on RMA and age. 

  Β (SE) 

Odds Ratio (eβ)  

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.18 (20071.73) 

    

  RMA -0.13 (0.19) 0.88 (0.61, 1.26) 0.53 1 0.468 

Step 2 

     

  Constant -21.08 (20074.18) 

    

  Age -0.11 (0.36) 0.90 (0.45, 1.81) 0.09 1 0.764 

Step 3 

     

  Constant -21.08 (20074.18) 

    

  RMA -0.13 (0.19) 0.88 (0.61, 1.26) 0.53 1 0.469 

  Age -0.11 (0.36) 0.90 (0.45, 1.81) 0.09 1 0.768 

Step 4 

     

  Constant -21.05 (19881.78) 

    

  RMA 0.01 (0.22) 1.01 (0.65, 1.56) 0.01 1 0.965 

  Age -0.13 (0.36) 0.88 (0.43, 1.78) 0.13 1 0.719 

  RMA by Age -0.44 (0.39) 0.65 (0.30, 1.38) 1.26 1 0.261 

Note. All models controlled for education and employment. n = 424. 
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Table 18 

Sexual GBV perpetration regressed on RMA and age. 

  Β (SE) 

Odds Ratio (eβ) 

(95% CI) 

Wald’s 

𝜒2 

df p 

Step 1           

  Constant -21.12 (20040.92) 

    

  RMA 0.19 (0.21) 1.21 (0.81, 1.81) 0.86 1 0.353 

Step 2 

     

  Constant -21.19 (20037.68) 

    

  Age 0.08 (0.39) 1.08 (0.50, 2.34) 0.04 1 0.837 

Step 3 

     

  Constant -21.19 (20037.68) 

    

  RMA 0.19 (0.21) 1.21 (0.81, 1.81) 0.86 1 0.354 

  Age 0.08 (0.39) 1.08 (0.50, 2.33) 0.04 1 0.844 

Step 4 

     

  Constant -21.12 (19748.80) 

    

  RMA 0.51 (0.26) 1.66 (1.00, 2.73) 3.92 1 0.048 

  Age 0.04 (0.40) 1.04 (0.48, 2.28) 0.01 1 0.917 

  RMA by Age -0.87 (0.42) 0.42 (0.18, 0.95) 4.30 1 0.038 

Note. All models controlled for education and employment. n = 422. 
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interaction between RMA and age were significant predictors of sexual GBV perpetration. To 

further examine this model, predicted probability plots were generated (see Figure 2). As shown 

in Figure 2, the likelihood of sexual GBV perpetration increased with increasing levels of RMA 

for those 21 or younger, but the opposite was true for those 22 or older where their likelihood of 

sexual GBV perpetration decreased with increasing levels of RMA.  

4.8 RMA, GBV, and Employment 

 Three logistic regressions were conducted to assess the association between 

psychological, physical, and sexual GBV perpetration and RMA, employment, and the interaction 

between RMA and employment (see Table 18, Table 19, and Table 20, respectively). For the 

"Employment" variable, unemployed was the reference category, "Employment (1)" refers to 

employed or volunteering, and "Employment (2)" refers to students. There was no significance 

for any of the models predicting physical GBV perpetration. For psychological GBV perpetration, 

when RMA, employment, and the RMA by employment interaction were included in the model, 

RMA and the RMA by employment interaction were significant. Within the RMA by 

employment interaction, the RMA by employed category interaction was not significant but the 

RMA by student category interaction was significant. To further examine this model, predicted 

probability plots were generated (see Figure 3). As shown in Figure 3, students’ likelihood of 

psychological GBV perpetration remained relatively unaffected by RMA whereas those in the 

employed category experienced an increasing likelihood of perpetration with increasing levels of 

RMA but those in the unemployed category experienced decreasing likelihood of perpetration 

with increasing levels of RMA. For sexual GBV perpetration, the student category was 

significant in every model in which it was included, including its interaction term with RMA. 
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Figure 2. Predicted probability plot of the likelihood of sexual GBV perpetration showing the 

interaction between RMA and age. 
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Table 19 

Psychological GBV perpetration regressed on RMA and employment. 

  Β (SE) 
Odds Ratio (eβ)  

(95% CI) 

Wald’s 

𝜒2 
df p 

Step 1           

  Constant -21.20 (20000.19) 
    

  RMA -0.26 (0.17) 0.77 (0.55, 1.07) 2.38 1 0.123 

Step 2 
     

  Constant -21.26 (20007.70) 
    

  Employment 
  

0.12 2 0.942 

  Employment (1) 0.04 (0.37) 1.04 (0.50, 2.15) 0.01 1 0.920 

  Employment (2) 0.10 (0.29) 1.10 (0.63, 1.94) 0.12 1 0.730 

Step 3 
     

  Constant -21.26 (20007.70) 
    

  RMA -0.28 (0.17) 0.76 (0.54, 1.06) 2.56 1 0.110 

  Employment 
  

0.30 2 0.862 

  Employment (1) 0.02 (0.37) 1.02 (0.49, 2.12) 0.01 1 0.949 

  Employment (2) 0.16 (0.29) 1.17 (0.66, 2.07) 0.29 1 0.590 

Step 4 
     

  Constant -21.55 (19622.87) 
    

  RMA -0.89 (0.31) 0.41 (0.23, 0.76) 8.17 1 0.004 

  Employment 
  

0.32 2 0.853 

  Employment (1) 0.05 (0.38) 1.05 (0.50, 2.20) 0.02 1 0.904 

  Employment (2) 0.17 (0.30) 1.18 (0.66, 2.11) 0.32 1 0.574 

  RMA by Employment 
  

6.23 2 0.044 

  RMA by Employment (1)       1.11 (0.61) 3.03 (0.92, 9.99) 3.30 1 0.069 

  RMA by Employment (2)       0.87 (0.38) 2.38 (1.47, 4.98) 5.29 1 0.021 

Note. All models controlled for age and education. n = 423. 
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Table 20 

Physical GBV perpetration regressed on RMA and employment. 

  Β (SE) 
Odds Ratio (eβ)  

(95% CI) 

Wald’s 

𝜒2 
df p 

Step 1           

  Constant -21.19 (20069.54) 
    

  RMA -0.15 (0.18) 0.86 (0.60, 1.24) 0.64 1 0.424 

Step 2 
     

  Constant -21.05  (19993.47) 
    

  Employment 
  

1.67 2 0.433 

  Employment (1) -0.06 (0.40) 0.95 (0.43, 2.07) 0.02 1 0.885 

  Employment (2) -0.40 (0.32) 0.67 (0.36, 1.24) 1.63 1 0.202 

Step 3 
     

  Constant -21.05 (19993.47) 
    

  RMA -0.12 (0.19) 0.88 (0.61, 1.27) 0.45 1 0.503 

  Employment 
  

1.48 2 0.477 

  Employment (1) -0.05 (0.40) 0.95 (0.43, 2.09) 0.02 1 0.902 

  Employment (2) -0.38 (0.32) 0.68 (0.37, 1.27) 1.44 1 0.231 

Step 4 
     

  Constant -20.97 (19759.11) 
    

  RMA -0.30 (0.32) 0.74 (0.40, 1.37) 0.91 1 0.340 

  Employment 
  

1.32 2 0.517 

  Employment (1) -0.05 (0.41) 0.96 (0.43, 2.12) 0.01 1 0.911 

  Employment (2) -0.36 (0.32) 0.696 (0.37, 1.31) 1.28 1 0.259 

  RMA by Employment 
  

1.41 2 0.495 

  RMA by Employment (1)           -0.34 (0.75) 0.72 (0.17, 3.09) 0.20 1 0.653 

  RMA by Employment (2)            0.34 (0.39) 1.41 (0.66, 3.02) 0.77 1 0.379 

Note. All models controlled for age and education. n = 424. 
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Table 21 

Sexual GBV perpetration regressed on RMA and employment. 

  Β (SE) 
Odds Ratio (eβ)  

(95% CI) 

Wald’s 

𝜒2 
df p 

Step 1           

  Constant -21.29 (20048.47) 
    

  RMA 0.16 (0.20) 1.17 (0.78, 1.74) 0.58 1 0.446 

Step 2 
     

  Constant -20.95 (19993.37) 
    

  Employment 
  

5.43 2 0.066 

  Employment (1) -0.22 (0.44) 0.80 (0.34, 1.89) 0.26 1 0.614 

  Employment (2) -0.81 (0.35) 0.44 (0.22, 0.88) 5.40 1 0.020 

Step 3 
     

  Constant -20.95 (19993.37) 
    

  RMA 0.21 (0.21) 1.24 (0.82, 1.86) 1.04 1 0.308 

  Employment 
  

5.87 2 0.053 

  Employment (1) -0.24 (0.44) 0.79 (0.33, 1.86) 0.29 1 0.588 

  Employment (2) -0.86 (0.35) 0.43 (0.21, 0.85) 5.84 1 0.016 

Step 4 
     

  Constant -20.75 (19566.84) 
    

  RMA -0.14 (0.34) 0.87 (0.45, 1.71) 0.16 1 0.692 

  Employment 
  

5.94 2 0.051 

  Employment (1) -0.27 (0.45) 0.77 (0.32, 1.86) 0.35 1 0.557 

  Employment (2) -0.87 (0.36) 0.42 (0.21) 5.92 1 0.015 

  RMA by Employment 
  

5.72 2 0.057 

  RMA by Employment (1)       -0.80 (0.79) 0.45 (0.10, 2.12) 1.02 1 0.312 

  RMA by Employment (2)        0.74 (0.43) 2.09 (0.90, 4.85) 2.91 1 0.088 

Note. All models controlled for age and education. n = 422.  
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Figure 3. Predicted probability plot of the likelihood of psychological GBV perpetration showing 

the interaction between RMA and employment. 
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Chapter 5 

Discussion 

5.1 Interpretation of Findings 

 The frequencies of psychological, physical, and sexual GBV perpetration reported in the 

present study are consistent with past research with estimates of psychological violence around 

68%, physical violence ranging broadly from 20 to 70%, and sexual violence ranging from 5 to 

27% (Andersson et al., 2008; Decker, Miller, Illangasekare, & Silverman, 2013; Dunkle et al., 

2006; Seedat et al., 2009). Although a relationship between RMA and GBV was not found, even 

when alcohol was considered and the effects of education, employment, and age were controlled, 

results are indicative of a complex phenomenon in the context in which substance use and GBV 

occur. Overall, problem drinking and alcohol, marijuana, and other drug use significantly 

increased the likelihood of all types of GBV perpetration but did not moderate any proposed 

relationship between RMA and GBV. In addition, men below the ages of 21 years had increasing 

levels of sexual GBV perpetration with increasing levels of RMA whereas the opposite was true 

for men over 22 years. Results also revealed that while students’ likelihood of psychological 

GBV perpetration is unaffected by RMA, employed males experience an increasing likelihood of 

perpetration with increasing levels of RMA but those who are unemployed experience a 

decreasing likelihood of perpetration over increasing levels of RMA. However, the age and 

employment findings are exploratory results and if multiple comparisons were controlled for, it is 

possible the relationship may no longer be significant. Future researchers should seek to 

understand this phenomenon in young men and replicate the present findings. 
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 Problem drinking and alcohol, marijuana, and other drug use increased the likelihood of 

psychological, physical, and sexual GBV perpetration in the present study. These findings are 

consistent with previous findings and highlight the importance of considering alcohol and drug 

use when targeting violence against women. Past research has found that 43% of violent crime 

and sexual assault and 43% of spousal assault in South Africa are alcohol-involved (Perry & 

Dewing, 2006). Amongst all crimes reported, the odds of the suspect being intoxicated compared 

to being a victim are 4.3:1, with the odds being 4.9:1 for spousal assault and 2.9:1 for violent 

crime and sexual assault (Perry & Dewing, 2006). Other research supports these findings in rape 

perpetration where rape perpetrators consumed larger amounts of drugs and alcohol than non-

perpetrators (Jewkes et al., 2012b).  

 Although the present study found no interaction between RMA and alcohol, marijuana, or 

other drug use in predicting the likelihood of GBV perpetration, the implications of the strong 

effect of substance use on GBV perpetration remain a key finding and point of interest for 

researchers and practitioners in this area. Alcohol affects violence via societal and cultural norms 

and expectations, personal predispositions, pharmacological effects, drinking context, and the 

interaction of all the aforementioned (Perry & Dewing 2006; WHO, 2014). Perry and Dewing 

(2006) argue that when alcohol or drugs are involved, they alone cannot be solely blamed for the 

perpetration of crime as they are but one factor in a complex interaction of social, psychological, 

and other influences. In the context of RMA not interacting with alcohol, marijuana, or other drug 

use in any way to moderate GBV perpetration, perhaps social, psychological, and other factors 

play a larger role and RMA does not contributing anything unique in this context.  

 In the current study, age had an opposite effect on men and boys where the likelihood 

that young men would perpetrate sexual GBV increased with increasing RMA but the opposite 
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was true for older men. Additionally, students also experienced higher likelihoods of sexual GBV 

with increasing levels of RMA. Students were, on average, younger than employed or 

unemployed participants and there is potentially a degree of overlap with the age findings. Past 

research can help explain these results. A great deal of media and research attention in South 

Africa has been focused on youth peer pressure and masculinity in the context of sexual violence. 

When youth peer pressure occurs, especially in the context of delinquent peers, it can lead to 

antisocial behaviours, violence, and pressure to commit GBV and accept rape myths to 

demonstrate or legitimize a young boy’s masculinity or sense of sexual entitlement (Jewkes & 

Abrahams, 2002; Jewkes et al., 2012b). For example, Jewkes et al. (2012b) found that 

perpetrators of rape were more susceptible to peer pressure and, conversely, those resistant to 

peer pressure had a lower incidence of rape perpetration. Perhaps this explains why an association 

was found with age, RMA, and sexual GBV but not physical or psychological GBV; to express 

masculinity and sexual entitlement, an act of sexual violence is committed.  

 Extending past peer pressure, social norms may also lead young boys to perpetrate sexual 

GBV and accept rape myths. Social norms and pressures dictating that sexual encounters are a 

sign of masculinity have been implicated as a strong influence on whether or not young boys who 

do not have partners will perpetrate rape (Petersen, Bhana, & McKay, 2005). Research also 

suggests that young boys are being socialized to accept rape myths, leading to an overall distrust 

and lower respect for women (Petersen et al., 2005). These social norms and pressure also extend 

into the home, causing a weakening of the traditional role of brothers as protectors of female 

siblings (Petersen et al., 2005). Together, this has manifested in an increasing concern over gang 

rape in South Africa (Wood, 2005). In a study of young rural South African men aged 15 to 26 

years, non-partner rape occurred most often among those who reported gang membership and 
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peer pressure to have sex, for example, “I have to have sex because all my friends are doing it” 

(Jewkes et al., 2006a). As such, the primary form of rape reported by the men in the study was 

gang rape (Jewkes et al., 2006a). Specifically, researchers noted streamlining, a form of gang rape 

perpetrated by two or more men against the girlfriend of one of the men as a form of punishment 

and/or sexual entitlement, to be predominant in their sample (Jewkes et al., 2006a; Wood, 2005).  

 Perhaps increasing levels of RMA do not increase the likelihood of sexual GBV 

perpetration amongst older men because cultural norms and attitudes have already been instilled 

by that age and older men are less swayed by the drive to show peers their dominance. It may be 

the case that older men partake less in rape myths and gang rapes because they seek out 

masculinity legitimization in other ways. Furthermore, older women are less likely to report GBV 

and are more likely to accept patriarchal norms and violence (Jewkes & Abrahams, 2002). 

Further research is necessary to determine motivations for rape and other sexual GBV amongst 

older South African men.  

 Although students’ likelihood of psychological GBV was unaffected by RMA, employed 

men experienced an increasing likelihood of perpetration with increasing levels of RMA while 

unemployed men experienced decreasing likelihood of perpetration with increasing levels of 

RMA. Indeed, past research has demonstrated that women in poorer households, often where 

either the male partner or both partners are unemployed, experience less IPV (Jewkes, Levin, 

Penn-Kekana, 2002; Jewkes et al., 2006a). Although this seems counterintuitive, Jewkes et al. 

(2002) posited that under extreme poverty, amount of conflict is reduced overall because there are 

fewer conflicts about finances. Although not psychological GBV, researchers have also found 

that sexual GBV occurs often amongst wealthy and socially-advantaged men (Jewkes et al., 

2006a). Perhaps this connects to previous research suggesting that men of higher social-status use 
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their status to gain more sexual partners, possibly through verbal communications or 

psychological manipulation (Jewkes et al., 2006b). Such findings have lead researchers to 

conclude that violence against women is largely the result of the subordination of women in 

South Africa and the emphasis on masculinity (Gqola, 2007; Jewkes, 2002; Jewkes et al., 2002). 

Perhaps psychological GBV perpetration amongst the unemployed has less to do with RMA, 

which is more tied to sexual violence and rapes, and more to do with frustrations of not fulfilling 

culturally prescribed “manly” duties of providing for the family (Gqola, 2007; Jewkes, 2002). 

Further research should explore the similarities and differences between rape myths accepted by 

groups of employed and unemployed men and how their RMA contributes, if at all, to 

perpetration of violence against women.  

5.2 Study Limitations 

 Although problem drinking and alcohol, marijuana, and other drug use significantly 

predicted GBV perpetration, they did not interact with RMA in predicting GBV perpetration. It is 

possible that the precision of the alcohol use measure was not strong enough to identify any 

interaction with alcohol use. Past research has suggested that it is not alcohol use alone that 

increases HIV and violence risks, but it is the sensation seeking in the context of alcohol use 

either prior to or during a sexual encounter (Kalichman, Simbayi, Jooste, Cain, & Cherry, 2006). 

With the limited information obtained from the alcohol survey administered, past year and past 

month use were provided but the response options or questions were not chosen from validated 

measures for assessing problematic substance use. In addition, the alcohol measures contained 

numerous missing responses, which might have skewed the results. Future researchers are 

encouraged to use the Alcohol Use Disorders Identification Test (AUDIT) scale, a 10-item self-

report questionnaire that identifies individuals at-risk or experiencing alcohol-related problems 
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(Saunders, Aasland, Babor, De La Fuente, & Grant, 1993). The AUDIT scale is well-documented 

and validated in developing countries, including South Africa, and assesses frequency and 

quantity of harmful drinking, dependence symptoms, and other negative effects such as injuries, 

guilt, blackouts, and others concerned about drinking (Jewkes et al., 2006a; Jewkes et al., 2012b; 

Kalichman et al., 2006; Myer et al., 2008). When researching a new area of investigation, such as 

RMA and GBV amongst young men in rural South Africa, perhaps the AUDIT scale may provide 

more information by which to draw an association and gain a holistic understanding of the 

phenomenon. 

 Contrary to expectations, RMA was not found to significantly predict GBV perpetration. 

It is possible that this particular measure of RMA was not suitable for this population. The RMA 

measure was modified from an American model of RMA constructed based on American college 

students and used for the first time in this population of Zulu South African men and boys. 

Cronbach’s alpha was high for the RMA scale, indicating that the participants scored consistently 

on the questionnaire. Thus, it is not likely that the results were affected by inconsistent scoring of 

particular items on the questionnaire; the scale has good reliability (Field, 2013). However, 

although the reliability of the scale is good, reliability is not indicative of validity. It is possible 

that this measure did not capture the RMA construct and perhaps different questions would be 

more likely to be associated with GBV perpetration. Given that RMA has not been studied in this 

particular population of Zulu South African men and boys, perhaps qualitative research into the 

experiences and perceptions of RMA in this population are necessary before developing 

quantitative questionnaires to measure RMA. In addition, the three reverse-coded items on the 

scale did not load onto the RMA construct. It is possible that while some participants understood 
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the double negative, others did not. Further research is necessary to investigate how participants 

understand and respond to survey items with a double negative. 

 In contrast to the majority of GBV research in South Africa, the present study employed a 

quasi-random sampling approach. Past research has utilized convenience sampling by recruiting 

school-aged children or community members in antenatal or STI clinics (Dunkle et al., 2004; 

Kalichman et al., 2006; Kalichman et al., 2007b; Jewkes et al., 2008). The present study’s method 

of recruitment was more scientifically rigorous but not without challenges. Despite the quasi-

random sampling approach, the sample of men in the current study was primarily young men. 

Although unintended, this may have caused a skew in the results. The university-aged data 

collectors were instructed to approach the nearest male regardless of any characteristic of that 

male but it is suspected that data collectors preferentially approached men of their same peer 

group. Additionally, data collectors noted that the laptop and ACASI system generated interest 

amongst locals, especially younger men, and suspected some participants were eager to 

participate because of the opportunity to use a laptop computer. Thus, the sample culminated with 

a large amount of young men. Although the intended sample size was still reached, future 

researchers may wish to address this issue when training their data collectors.  

 A recognized limitation of the present study is the use of self-report measures. Although 

the ACASI system was self-administered and ensured confidentiality and anonymity, allowing 

participants to complete the entire survey in privacy, it is possible that GBV and RMA are such 

sensitive issues that participants underreported situations of GBV perpetration, substance use, and 

their acceptance of rape myths. Indeed, Jewkes and Abrahams (2002) report that though sexual 

IPV is very common in South Africa, it is poorly reported in surveys. It is possible that the 

ACASI system instilled enough confidence for willingness to participate but not enough for 
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complete disclosure. Future research may seek to use the ACASI software to explore new ways to 

measure or administer inquiries pertaining to RMA and GBV.  

5.3 Implications  

 Policy makers and practitioners working towards reducing GBV as a means of targeting 

the HIV/AIDS epidemic should consider the implications of the current study. Researchers have 

posited that it is not the use of substance alone that increases risk of violence, but rather, it is 

partly a result of the lowering of inhibitions. Researchers have found that women who report 

alcohol or marijuana use before or during sexual encounters also report an increase in risk-related 

communication about sexual encounters and HIV with their partner, and subsequently, report 

higher rates of violence and believe this to be the result of a lowering of inhibitions that leads 

women to feel more comfortable engaging in risk-related communications (Wechsberg et al., 

2008). While past research and intervention work, such as Stepping Stones, have used 

assertiveness training to reduce violence against women, perhaps there needs to be mention of 

this in the context of alcohol and drug consumption. The strong relationships present between all 

four of the substance use measures and all three forms of GBV perpetration indicate this is a 

critical area for future health promotion and HIV prevention efforts and further research is 

necessary to assess effective interventions in this area. 

 Given that young men and boys have an increased likelihood of sexual violence against 

women with increasing levels of RMA, young men and boys are a critical intervention target. 

Some researchers have posited that a part of young men and boys’ susceptibility to peer pressure 

stems from a lack of both parental supervision and role modeling of non-violent relationships 

with women (Abrahams et al., 1999). Indeed, estimates suggest that 33% of perpetrators of rape 

are school teachers, which is disappointing for prevention efforts given that it is counterexample 
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to education and awareness raising in school systems (Jewkes, Levin, Mbananga, & Bradshaw, 

2002).  

 Despite research on correlates, epidemiology, and context, South Africa continues to 

struggle with HIV/AIDS. Many unsuccessful intervention programs have been implemented and 

criticized for failing to capture the context women face (Maman, Campbell, Sweat, & Gielen, 

2000). A recent intervention heralded for its success may be able to be modified with knowledge 

from the current study to help address RMA and sexual violence against women from young men 

(Jewkes et al., 2008). Stepping Stones (see Agency for Co-operation and Research in 

Development [ACORD], 2007), a behavioural intervention program for HIV prevention assessed 

as a cluster randomized controlled trial in the Eastern Cape province of South Africa from 2002 

to 2006, sought to prevent HIV infection and promote sexual health by enhancing gender equity. 

Stepping Stones involved 2276 participants aged 15 to 26 years, 1360 of which were men and 

1416 were women (Jewkes et al., 2006b; Jewkes et al., 2008). A total of 1409 participants 

received 13 three-hour same-sex sessions on assertiveness training and a range of HIV, IPV, and 

gender topics and dialogue between genders was promoted as men and women joined together in 

an additional series of three meetings to present their experiences in the intervention (ACORD, 

2007; Jewkes et al., 2006b; Jewkes et al., 2008). The program concluded with a community 

meeting wherein each gender group presented their findings and requests for behaviour change to 

their community (ACORD, 2007; Jewkes et al., 2006b).  

 Although Stepping Stones did not decrease HIV incidence over the 24-month follow-up 

period, men reported decreases in risk behaviours and perpetration of IPV at the 24-month 

follow-up and decreases in transactional sex and problem drinking at the 12-month follow-up 

(Jewkes et al., 2008). In the current study, young men and students exhibited increased sexual 
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violence against women with increasing levels of RMA. Given the sample of Stepping Stones, 

which was young men primarily recruited from schools and its success in decreasing IPV, risk 

behaviours, and problem drinking, perhaps future practitioners implementing programs like 

Stepping Stones may wish to include an information session on RMA.  

 Research has suggested that social and economic interventions can reduce IPV. For 

example, the Intervention with Microfinance for AIDS and Gender Equity (IMAGE) for poor 

women found the direct program recipients of a microfinance and gender and HIV program to 

experience a 55% reduction in IPV (Pronyk et al., 2006; Pronyk et al., 2008). Participants also 

reported a shift in the household environment wherein family members were more accepting of 

discussing HIV and sexuality (Pronyk et al., 2008). Perhaps there is less conflict and less violence 

when women also take part in the workforce and men are no longer the sole income-source for 

the family. Given the success of IMAGE and the findings of the present study, the potential for 

workplace or economic interventions to reduce RMA, and subsequently psychological GBV, 

amongst employed men is worth pursuing. Future research may also seek to understand the 

psychological violence employed men perpetrate against women to adapt awareness, prevention, 

and research efforts accordingly.  

 There is a great complexity and interconnectedness between risk factors for HIV because 

of the many direct and indirect pathways relating GBV, IPV, and HIV through both behavioural- 

and societal-level factors. Given the high prevalence of both violence and HIV, reducing HIV 

incidence remains challenging if the issue of violence against women cannot be adequately 

addressed. Many of the factors related to violence against women and HIV stem from gender 

inequity and as such, efforts to promote gender equality and reduce the acceptance of rape myths 

may reduce sexual GBV and continue to be of great relevance to HIV prevention. South Africa’s 
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history of legal and legislative oppression has undoubtedly had lasting effects. In the words of 

Pumla Gqola (2007), associate professor at the University of Witwatersrand in Johannesburg, 

South Africa, “…we need to confront violent masculinities. We need to confront and reject 

violent men and the patriarchal men and women who protect and enable them.”   
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Appendix A 

Gender-Based Violence Scale 

READ:  Kulonyaka owedlule, kungenzeka ukuthi uke wathukuthelela okanye waxabana 

nenkosikazi noma intombi yakho okanye omunye umuntu wesifazane. Ngizokufundela uhla 

lwezinto okungenzeka ukuba uzenzile kulonyaka owedlule ngoba ubuthukuthelele unkosikazi 

wakho, intombi yakho, noma omunye owesifazane. Emva kokuba ngifunde isenzo ngasinye, 

cindezela ibhokisi elitshengisa ukuthi ungabe usenze kangaki lesosenzo kulonyaka owedlule. 

Khetha impendulo eyodwa kulezi ezilandelayo: angikwenzanga lokhu kulo nyaka owedlule, 

ngikwenze kanye lokhu kulo nyaka owedlule, ngikwenze izikhathi ezimbalwa lokhu kulo nyaka 

owedlule, noma ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule.  

  (During the past year, you have probably experienced anger or conflict with your girlfriend 

or wife, or with other females. I am going to read you a list of things you may have done 

during the last 12 months because you were angry with your girlfriend, wife, or another 

female. After I read each statement, please click on the box that indicates how often, in the past 

year, you have done the act. Please choose one of the following: never, once in the past year, a 

few times in the past year, or many times in the past year.) 

O1. Ngamphoxa noma ngamethuka ngenhlamba.  (I insulted or swore at her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the 

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O2. Ngathi mubi.  (I called her ugly.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the 

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O3. Ngephula into yakhe.  (I destroyed something belonging to her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 
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 8 Refuse to Answer 

O4. Ngammemeza noma ngamthethisa.  (I shouted at or yelled at her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O5. Ngaphuma ngokuthukuthela ekameleni, endlini, noma egcekeni, ngesikhathi sixabana.  (I 

stomped out of the room or house or yard during a disagreement.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O6. Ngathi akamnandi ngokocansi.  (I accused her of being a bad lover.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O7. Ngenze okuthile ukumkhombisa.  (I did something to spite her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O8. Washaya noma wakhahlela udonga, umnyango, noma ifanisha.  (Hit or kicked a wall, 

door, or furniture.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 
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 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O9. Wajikijela noma wephula into ethile.  (Threw or broke an object)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O10. Wamujikijela ngento ethile.  (Threw an object at her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O11. Wamkhomba ngomunwe, noma wenza okuthile kokumesabisa noma futhi wambuka 

ngamehlo esabisayo.  (Shook a finger, or made threatening gestures or faces at her.)  

(Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O12. Wamkhombisa isibhakela.  (Shook a fist at her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O13. Wasongela umuntu amkhonzile.  (Threatened someone she cares about.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 
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 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O14. Wamesabisa ngokuthi uzomlimaza.  (Threatened to hurt her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O15. Wamesabisa ngokuthi uzozibulala.  (Threatened to kill yourself.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O16. Wamesabisa ngesikhali.  (Threatened her with a weapon.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O17. Wambambela phansi, wamcindezelela ndawonye ukuthi angakwazi ukunyakaza.  (Held 

her down, pinning her in place, so she couldn't move.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O18. Wamphusha noma wamshova.  (Pushed or shoved her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 
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 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O19. Wambamba ngenkani noma ngokodlame.  (Grabbed her suddenly or forcefully.)  (Choose 

one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O20. Wamnyakazisa ngesidlozana, wambamba kabi, wamklwebha noma wamdonsa 

izinwele.  (Shook or roughly handled her, scratched her, or pulled her hair.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O21. Wasonta ingalo yakhe, wamshaya ngesandla noma wamluma.  (Twisted her arm, spanked 

her, or bit her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O22. Wamshaya ngempama, ngesibhakela, noma wamkhahlela.  (Slapped her, punched her, or 

kicked her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  
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  last year) 

 8 Refuse to Answer 

O23. Wamshaya ngento ethile.  (Hit her with an object.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O24. Wamgxoba ngonyawo.  (Stomped on her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O25. Wamkhama umphimbo.  (Choked her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O26. Wamushisa ngento ethize.  (Burned her with something.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O27. Wamgwaza ngommese.  (Stabbed her with a knife.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 
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 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O28. Wamdubula ngesibhamu.  (Shot her with a gun.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O29. Wafuna ucansi ngenkani yena engafuni.  (Demanded sex when she did not want to.)  

(Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O30. Wamphoqelela ukwenza ucansi lomlomo yena engafuni.  (Made her have oral sex against 

her will.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O31. Wamphoqelela ngezikhwepha ukuthi enze ucansi nawe.  (Physically forced her to have 

sex.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O32. Waphoqelela ukufaka into ethize enkomeni yakhe yena engafuni.  (Forced an object into 

her vagina against her will.)  (Choose one) 



 

92 

 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 

O33. Waya ocansini nomunye umuntu ukuze yena aphoxeke.  (Had sex with someone else to 

embarass her.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the 

   last year) 

 8 Refuse to Answer 

O34. Wamenza ukuthi akubukele wenza ucansi nomunye omuntu.  (Made her watch you have 

sex with someone else.)  (Choose one) 

 1 Angikwenzanga lokhu kulo nyaka owedlule (I did not do this in the last year) 

 2 Ngikwenze kanye lokhu kulo nyaka owedlule (I did this once in the last year) 

 3 Ngikwenze izikhathi ezimbalwa lokhu kulo nyaka owedlule (I did this a few times in the  

  last year) 

 4 Ngikwenze izikhathi eziningi lokhu kulo nyaka owedlule (I did this many times in the  

  last year) 

 8 Refuse to Answer 
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Appendix B 

Modified Rape Myth Acceptance Scale 

READ:  Manje sengizokufundela uhla lwemibono mayelana nabesifazane abanye abantu 

abangavumelana nayo, abanye okungenzeka bangavumelani nayo. Ngifisa ukwazi ukuthi 

wena ucabanga kanjani ngalowo nalowo mbono. Emuva kokuba ngifunde umbono ngamunye, 

ngicela ucindezele ibhokisi elitshengisa ukuthi uvumelana kanganani nombono. Ketha 

impendulo eyodwa kulezi ezilandelayo: ngiyavuma kakhulu, ngiyavuma nje, angivumi, noma 

angivumi nhlobo.   

(I am now going to read you a list of statements about women that some people might agree 

with, and some people might not agree with. For each statement, I would like to know your 

opinion about it.  After I read each statement, please click on the box that indicates how 

strongly you agree with each statement. Please choose one of the following: strongly agree, 

agree, disagree or strongly disagree.) 

D1. Noma yimuphi umuntu wesifazane ovumela ukuba sendaweni engasese nomuntu wesilisa 

angamaziyo kahle kumele alindele ukuthi lowo muntu wesilisa uzofuna ucansi.  (Any 

woman who agrees to be alone in a private place with a man she does not know very well 

should expect that the man will make sexual advances on her.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D2. Akulungile ukuthi owesilisa athathe owesifazane bese emphoqa ukuba baye ocansini 

ngaphandle kwemvume yowesifazane.  (It is not okay for a man to take a woman and 

force her to have sex with him without her permission.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D3. Abesifazane bavame ukubika ukuthi badlwenguliwe noma bengazange 

badlwengulwe.  (Women often falsely report rape.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D4. Noma yimuphi umuntu wesifazane angakwazi ukuvimbela ukudlwengulwa 
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ngokusebenzisa amandla uma efuna ngempela.  (Any woman can successfully resist a 

rapist if she really wants to.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D5. Uma abantu besifazane behamba begqoke iziketi ezimfushane noma okubambayo 

ngenhla, basuke bezibizela izinkinga.  (When women go around wearing short skirts or 

tight tops, they are just asking for trouble.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D6. Ezikhathini eziningi zokudlengulwa, lowo odlwenguliwe usuke engaziphethe kahle kumbe 

aziwa ngokungabi nasimilo.  (In the majority of rapes, the victim is promiscuous or has a 

bad reputation.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D7. Uma owesifazane nowesilisa bethintathintana njengezithandani, bese owesilisa 

eqhanyelwa, kuyiphutha lowesifazane uma owesilisa emphoqelela ukuthi baye 

ocansini.  (If a woman engages in caressing with a man and she gets him aroused, it is her 

fault if the man forces sex on her.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D8. Abesifazane abadlwengulwa kade becela u-lift ezimotweni ezedlulayo bathola 

okubafanele.  (Women who get raped while hitchhiking deserve what they get.)  (Choose 

one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 
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 8 Refuse to Answer 

D9. Owesifazane oziqhenyayo nozibona engcono kakhulu ukuthi angakhulumisana nabesilisa 

emgwaqeni kufanele afundiswe isifundo.  (A woman who is stuck-up and thinks she is 

too good to talk to men on the street deserves to be taught a lesson.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D10. Abantu besifazane abaningi banesifiso esifihlakele sokuthi badlwengulwe.  (Many 

women secretly want to get raped.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D11. Uma owesifazane edakwa ephathini bese elala nowesilisa ahlangane naye lapho, kufanele 

athathwe njengomuntu okulungile ukuba abanye abesilisa abakhona lapho ephathini 

bangalala naye uma befuna, efuna noma engafuni owesifazane.  (If a woman gets drunk at 

a party and has intercourse with a man she's just met there, she should be considered 

available to other males at the party who want to have sex with her too, whether she wants 

to or not.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D12. Abesifazane abaningi bathi badlwenguliwe bengadlwengulwanga, ngoba basuke 

bethukuthele futhi befuna ukuziphindisela kulabo abesilisa abababikayo.  (Many women 

say they have been raped when they have not been raped, because they are angry and want 

to get back at the man they accuse.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D13. Abesifazane abaningi bathi badlwenguliwe bengadlwengulwanga ngoba bethole ukuthi 

bakhulelwe sebefuna ukuvikela isithunzi.  (Many women say they have been raped when 

they have not been raped, because they discovered they were pregnant and wanted to 
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protect their own reputation.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D14. Uma owesilisa egibelisa owesifazane omuhle emusa ndawothile, owesifazane lowo 

kumele akulindele ukuthi owesilisa uzofuna ukuthi aye ocansini naye.  (If a man gives an 

attractive woman he does not know a ride somewhere, the woman should be prepared to 

have sex with him.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D15. Owesifazane ongahloniphi kumele afundiswe isifundo.  (A woman who acts rude 

deserves to be taught a lesson.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D16. Uma owesifazane egcizelela amalungelo alinganayo ngaphansi komthethosisekelo, 

kufanele ukuba akhuzwe.  (When a woman insists on equal rights under the Constitution, 

she deserves to be put in her place.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 

D17. Noma ngabe owesilisa epha owesifazane imali noma izipho, owesilisa akanalo ilungelo 

lokuya ocansini nowesifazane uma owesifazane engafuni.  (Even if a man gives a woman 

money or gifts, he does not have the right to have sex with her, if she does not want to.)  

(Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

 8 Refuse to Answer 
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D18. Noma ngabe owesilisa emlobolile unkosikazi wakhe, akufanele aye naye ocansini uma 

unkosikazi engafuni.  (Even if a man has paid lobola for his wife, he should not have sex 

with her when she does not want to.)  (Choose one) 

 1 Ngiyavuma kakhulu (Strongly Agree) 

 2 Ngiyavuma nje (Agree) 

 3 Angivumi (Disagree) 

 4 Angivumi nhlobo (Strongly Disagree) 

             8 Refuse to Answer 
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Appendix C 

Substance Use Scale 

READ:  Imibuzo elandelayo ibuza mayelana nophuzo nangokusebenzisa izidakwa 

mizwa.  (The next questions ask you about your alcohol and drug use.) 

K1. Ubuphuze izikhathi ezingaki utshwala kulonyaka owedlule? Bala zonke izinhlobo 

zotshwala oziphuzile njengo bhiya, iwayini, ugologo, utshwala, umqombothi, imfulamfula, 

ugavini, noma isiqatha.  (How many times did you have alcohol to drink this past year? 

Alcohol includes beer, wine, liquor, utshwala, umqombothi, imfulamfula, ugavini, and 

isiqatha.)  (Choose one) 

 1 Asikho (0 times) 

 2 Isikhathi esisodwa kuya kwezimbili (1-2 times) 

 3 Izikhathi ezintathu kuya kwezinhlanu (3-5 times) 

 4 Izikhathi eziyisithupha kuya kweziyisishiyagalolunye (6-9 times) 

 5 Izikhathi eziyishumi kuya kweziyishumi nesishiyagalolunye (10-19 times) 

 6 Izikhathi ezingamashumi amabili kuya kumashumi amathathu nesishiyagalolunye (20-39  

  times) 

 7 Izikhathi ezingamashumi amane kuyangaphezulu (40+ times) 

 8 Refuse to Answer 

If K1 is equal to 1, then skip to K5. 

K2. Ubuphuze izikhathi ezingaki utshwala kulenyanga eyedlule? Bala zonke izinhlobo 

zotshwala njengo bhiya, iwayini, ugologo, utshwala, umqombothi, imfulamfula, ugavini, 

noma isiqatha.  (How many times did you drink alcohol in this past month? Alcohol 

includes beer, wine, liquor, utshwala, umqombothi, imfulamfula, ugavini, and isiqatha.)  

(Choose one) 

 1 Asikho (0 times) 

 2 Isikhathi esisodwa kuya kwezimbili (1-2 times) 

 3 Izikhathi ezintathu kuya kwezinhlanu (3-5 times) 

 4 Izikhathi eziyisithupha kuya kweziyisishiyagalolunye (6-9 times) 

 5 Izikhathi eziyishumi kuya kweziyishumi nesishiyagalolunye (10-19 times) 

 6 Izikhathi ezingamashumi amabili kuya kumashumi amathathu nesishiyagalolunye (20-39  

  times) 

 7 Izikhathi ezingamashumi amane kuyangaphezulu (40+ times) 

 8 Refuse to Answer 

If K2 is equal to 1, then skip to K4. 

K3. Manje cabanga emuva kulamasonto amabili edlule. Zingaki izikhathi lapho uphuze khona 

iziphuzo zotshwala zalandelana zaba yisihlanu noma ngaphezulu? Bala isiphuzo ngasinye. 

Isiphuzo sotshwala esisodwa sibalwa njengebhodlela noma ikani elincane likabhiya, 

ingilazi yewayini, ithotho eyodwa kagologo, ingilazi yotshwala obuxutshiwe, inkomishi 
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noma ingilazi yotshwala, umqombothi, imfulamfula, ugavini, noma isiqatha.  (Now think 

back over the last two weeks. How many times did you have five or more drinks in a row? 

Count each drink. An alcoholic drink is counted as a small bottle or can of beer, a glass of 

wine, a shot of liquor, a glass of mixed drink, a cup or glass of utshwala, umqombothi, 

imfulamfula, ugavini, and isiqatha.)  (Choose one) 

 1 Asikho isikhathi (0 times) 

 2 Isikhathi esisodwa kuya kwezimbili (1-2 times) 

 3 Izikhathi ezintathu kuya kwezinhlanu (3-5 times) 

 4 Izikhathi eziyisithupha kuya kweziyisishiyagalolunye (6-9 times) 

 5 Izikhathi eziyishumi kuya ngaphezulu (10+ times) 

 8 Refuse to Answer 

K4. Uma uphuza utshwala, kukangaki lapho uphuzela khona ukudakwa impela? Cindezela 

ibhokisi elitshengisa impendulo yakho. Khetha impendulo eyodwa kulezi ezilandelayo: 

akwenzeki nhlobo noma izikhathi ezimbalwa kakhulu, ingxenye yesikhathi enguhafu, 

cishe ngasosonke isikhathi, sonke isikhathi.  (When you drink alcoholic beverages, how 

often do you drink to feel pretty drunk? Would you say never or very infrequently, a few 

times, about half of the time, nearly all of the time, or very frequently or always?)  

(Choose one) 

 1 Izikhathi ezimbalwa kakhulu noma nhlobo (Very infrequently or never) 

 2 Ingxenye engaphansi kukahafu wesikhathi (Less than half of the time) 

 3 Ingxenye enguhafu wesikhathi (About half of the time) 

 4 Ingxenye engaphezu kukahafu wesikhathi (More than half of the time) 

 5 Izikhathi eziningi noma ngasosonke isikhathi  (Very frequently or always) 

 8 Refuse to Answer 

K5. Zingaki izikhathi lapho ubheme khona insangu, uyibhemela ukudakwa, kulonyaka 

owedlule?  (How many times did you use marijuana [dagga] to get high in the past year?)  

(Choose one) 

 1 Asikho (0 times) 

 2 Isikhathi esisodwa kuya kwezimbili (1-2 times) 

 3 Izikhathi ezintathu kuya kwezinhlanu (3-5 times) 

 4 Izikhathi eziyisithupha kuya kweziyisishiyagalolunye (6-9 times) 

 5 Izikhathi eziyishumi kuya kweziyishumi nesishiyagalolunye (10-19 times) 

 6 Izikhathi ezingamashumi amabili kuya kumashumi amathathu nesishiyagalolunye (20-39  

  times) 

 7 Izikhathi ezingamashumi amane kuyangaphezulu (40+ times) 

 8 Refuse to Answer 

If K5 is equal to 1, then skip to K7. 

K6. Zingaki izikhathi lapho ubheme khona insangu, uyibhemela ukudakwa, kulenyanga 

eyedlule?  (How many times did you use marijuana [dagga] to get high in the past 

month?)  (Choose one) 
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 1 Asikho (0 times) 

 2 Isikhathi esisodwa kuya kwezimbili (1-2 times) 

 3 Izikhathi ezintathu kuya kwezinhlanu (3-5 times) 

 4 Izikhathi eziyisithupha kuya kweziyisishiyagalolunye (6-9 times) 

 5 Izikhathi eziyishumi kuya kweziyishumi nesishiyagalolunye (10-19 times) 

 6 Izikhathi ezingamashumi amabili kuya kumashumi amathathu nesishiyagalolunye (20-39  

  times) 

 7 Izikhathi ezingamashumi amane kuyangaphezulu (40+ times) 

 8 Refuse to Answer 

K7. Zingaki izikhathi kulonyaka owedlule lapho usebenzise khona isidakwamizwa esingekho 

emthethweni kungeyona insangu - isidakamizwa esinjenge-cocaine, i-crystal meth, i-

mandrax, noma i-heroin?  (How many times did you use an illegal drug other than 

marijuana [dagga], such as cocaine, crystal meth, mandrax, or heroin in the past year?)  

(Choose one) 

 1 Asikho (0 times) 

 2 Isikhathi esisodwa kuya kwezimbili (1-2 times) 

 3 Izikhathi ezintathu kuya kwezinhlanu (3-5 times) 

 4 Izikhathi eziyisithupha kuya kweziyisishiyagalolunye (6-9 times) 

 5 Izikhathi eziyishumi kuya kweziyishumi nesishiyagalolunye (10-19 times) 

 6 Izikhathi ezingamashumi amabili kuya kumashumi amathathu nesishiyagalolunye (20-39  

  times) 

 7 Izikhathi ezingamashumi amane kuyangaphezulu (40+ times) 

 8 Refuse to Answer 

If K7 is equal to 1, then skip to instruction before L1. 

K8. Zingaki izikhathi kulenyanga eyedlule lapho usebenzise khona isidakwamizwa esingekho 

emthethweni kungeyona insangu - isidakamizwa esinjenge-cocaine, i-crystal meth, i-

mandrax, noma i-heroin?  (How many times did you use an illegal drug other than 

marijuana [dagga], such as cocaine, crystal meth, mandrax, or heroin, in the past month?)  

(Choose one) 

 1 Asikho (0 times) 

 2 Isikhathi esisodwa kuya kwezimbili (1-2 times) 

 3 Izikhathi ezintathu kuya kwezinhlanu (3-5 times) 

 4 Izikhathi eziyisithupha kuya kweziyisishiyagalolunye (6-9 times) 

 5 Izikhathi eziyishumi kuya kweziyishumi nesishiyagalolunye (10-19 times) 

 6 Izikhathi ezingamashumi amabili kuya kumashumi amathathu nesishiyagalolunye (20-39  

  times) 

 7 Izikhathi ezingamashumi amane kuyangaphezulu (40+ times) 

 8 Refuse to Answer 


