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Introduction 

Achieving gender equality, empowering women, and ensuring that women’s sexual and reproductive 

rights are upheld is fundamental to reach the Sustainable Development Goals and fulfill the targets 

outlined in the 2016 United Nations Political Declaration on Ending AIDS.  

The HIV/AIDS pandemic has now been going on for four decades. During this time, the world has 

made immense progress; today, what was once a catastrophic health crisis has the potential to become 

a manageable, endemic condition. However, there are groups of the population which experience 

more health risks than the average due to deep-seated structural socioeconomic inequalities; in order 

to have homogenous progress in the fight against HIV, we must ensure that these groups are not left 

behind.  

Sub-Saharan Africa is the region with the highest HIV prevalence in the world. Economic 

underdevelopment, unstable political conditions and low education levels are only a few of the factors 

which have favored the diffusion of HIV in the region over the years. In this adverse social and 

economic environment, young women face exacerbated challenges due to sexist gender norms, 

gender-based violence, and limited access to education. As a result, young Sub-Saharan African 

women bear a disproportionate burden of HIV; moreover, their disadvantaged status often means that 

individual-level health interventions do not have the desired effects. Indeed, individual-level 

interventions do not consider the structural determinants of the health disparities that affect women. 

In order to develop HIV interventions that retain their effectiveness even when the target group is at 

a disadvantage, policymakers must tackle socioeconomic disparities at the same time as health issues.  

The aim of this thesis is to provide evidence of the effectiveness of multilevel interventions in HIV 

prevention of young Sub-Saharan African women. The first chapter of this thesis will provide a 

chronology of the spread of the HIV pandemic in Sub-Saharan Africa from the 1980’s until the present 

day, touching on the possible sociopolitical factors that made the spread so fast; it will also introduce 

the main stakeholders that influence health policy in Sub-Saharan Africa. The second chapter will 

deal with the impact of HIV on the various sectors of Sub-Saharan African society; in this chapter, a 

section is dedicated to explaining what makes women particularly vulnerable to acquiring the virus. 

Lastly, the third chapter will tackle multilevel interventions; it will conduct a review of the current 

status of multilevel interventions in HIV prevention for Sub-Saharan African girls, then it will assess 

their benefits and limitations.   



1. Chapter 1 – HIV in Sub-Saharan Africa: an Overview  

1.1.  Description of the virus 

Douek et al. (2009) describe the human immunodeficiency virus (HIV) as a zoonotic (cross-species) 

Lentivirus that affects humans; over time, HIV leads to acquired immunodeficiency syndrome 

(AIDS), a condition which causes a progressive deterioration of the immune system. AIDS exposes 

the organism to life-threatening infections as well as cancer. If untreated, HIV can lead to AIDS and 

subsequent death in nine to eleven years from contagion (UNAIDS, 2010b) 

In most cases, HIV is transmitted through sex; infection occurs through contact with or transfer of 

blood, semen and vaginal fluids (Rodger et al., 2019). Non-sexual transmission can occur from an 

infected mother to her infant during pregnancy, during childbirth and through breast milk 

(Anthropology and Public Health, 2009). 

Two subtypes of HIV have been isolated:  

• HIV-1 is the strain of virus that was first discovered among humans. It was originally named 

lymphadenopathy associated virus (LAV) and human T-lymphotropic virus 3 (HTLV-III). It 

is the more contagious of the two subtypes, as well as the most damaging to the organism; it 

is the cause of the majority of HIV infections around the world. HIV-1 is thought to have 

originated from the common chimpanzee (Gilbert et al., 2003). 

• HIV-2 has a lesser capacity for infection than the other subtype and is mostly confined to West 

Africa. It is thought to have originated from the sooty mangabey, a monkey found in Senegal 

and in Côte d’Ivoire (Reeves & Doms, 2002). 

1.2.  A brief history of the HIV/AIDS pandemic in Sub-Saharan Africa 

1.1.1 Origins and early diffusion 

Unlike HIV-2, the initial circumstances of the diffusion of HIV-1 have not been established with 

certainty. Although scholars mostly agree that the virus was first transmitted to humans by 

chimpanzees, it is unclear which species of the animal might be a natural carrier of HIV-1. Cases of 

chimpanzee-hosted immunodeficiency virus, which are thought to have crossed the species barrier 

and infected humans, have been observed in Cameroon, but no documentation has provided a 

definitive answer (Keele et al., 2006). Scholars also assume that humans have been infected with 

simian immunodeficiency viruses in Sub Saharan Africa at many points in history. This is due in part 

to the widespread use of bushmeat practices (the hunting and consumption of wild animals with little 

to no monitoring) in the region; bushmeat hunting is thought to have been the origin of many 

infectious diseases, such as Ebola and chlamydia (McMichael, 2002). It is not clear, however, why in 



the twentieth century such infections did not remain localized within hunting communities. A study 

conducted in 2010 suggests that the virus initially spread to larger areas due to colonialism, which 

lead to social changes such as higher degrees of non-monogamous relationships and prostitution (de 

Sousa et al., 2010). The impact of colonialism, which peaked at the turn of the twentieth century, was 

likely worsened by the period of intensive injections carried out in Africa following the introduction 

of antibiotics, between 1950-1970 (Marx et al., 2001). It is today clear that in 1981, when the first 

case of HIV was registered in the United States, the virus had already spread across the African 

continent. In this period, widespread labor migration and transactional sex helped spread the virus 

extremely quickly, especially in East and Southern Africa; for instance, it is thought that 85% of sex 

workers in Nairobi were infected in 1986. However, early HIV tests were not accurate enough to 

provide precise data on the prevalence of HIV in Sub Saharan Africa in the 1980’s (Hunter, 1993).  

In 1990, the World Health Organization published a report describing the status of the HIV pandemic 

in the world. The report estimated that 8-10 million people were HIV positive. Of these, a third were 

women, a majority of which were in Sub-Saharan Africa. Additionally, Sub Saharan Africa accounted 

for over six million HIV-positive individuals, which amounted to 2,5% of the total population of the 

region. Of the 1,5 million cases of AIDS estimated to have occurred worldwide, 800 000 were from 

Sub-Saharan Africa (Netter, 1990). The virus also showed signs of high mortality: as of 1992, AIDS 

was the leading cause of death among adults in more than one Sub-Saharan African city (De Cock et 

al.). The virus’ mortality had devastating effects on the fabric of Sub-Saharan African society, as will 

be explained in depth later on. 

1.1.2 1990’s 

UNAIDS reports showed that the epidemic reached a critical status in the 1990’s. As the first 

academic studies on the virus started to emerge, some scholars had predicted that HIV would reach 

its “natural limit” during the 1990’s, and consequently stop spreading; these reports were proven 

wrong by the dramatic prevalence rates that were eventually registered. In fact, the amount of people 

infected by HIV increased drastically over the course of the decade: in Sub-Saharan Africa, the 

number of people living with HIV went from an estimated 5,81 million in 1990 to 19,61 million in 

2000; it is the steepest increase in new infections in the history of the epidemic in the region (IHME, 

2001). UNAIDS reported that the epidemic probably peaked in 1999 (UNAIDS, 2010b). The same is 

true for the mortality of the disease, which experienced a sustained upward trend up until the 

introduction of antiretroviral therapy in the mid 2000’s: in 1995, AIDS accounted for 45% of all 

deaths in Zimbabwe, 27% of deaths in Zambia, and 10% of all deaths in South Africa (Roser & 

Ritchie, 2024). The impact of the epidemic on health was reflected on life expectancy rates in Sub 



Saharan Africa: the region experienced a dramatic drop in life expectancy starting in 1990. In South 

Africa, life expectancy dropped by five years between 1990-2000; in eSwatini, one of the worst 

affected countries in the world, the drop amounted to a staggering 15 years. The numbers were 

especially worrying among pregnant women: in 2001, 44,9% of Botswana’s pregnant women were 

HIV positive. Similar trends were observed in Zimbabwe, where prevalence of HIV in pregnant 

women reached 35% at the end of the 1990’s, and eSwatini, where it reached 32,3%. These prevalence 

levels were even higher for younger pregnant women: in 2000, 55,6% of pregnant women aged 25-

29 years old had contracted HIV; in eSwatini, the rate for this age group was 33%; in Zimbabwe, it 

was 40,9% (Roser & Ritchie, 2024). 

1.1.3 2000’s 

The 2000’s represented a turning point in the history of the HIV pandemic. Antiretroviral therapy 

(ART) had been in development for almost fifteen years, with mixed results: although early HIV 

treatment did prove effective in reducing the clinical progression and mortality of the virus, it posed 

serious challenges when it came to “pill burdens, inconvenient dosing, treatment-limiting toxicities 

and incomplete virological suppression” (Tseng et al., 2015). It was the introduction of non-

nucleoside reverse transcriptase inhibitors (NNRTIs) in the mid 1990’s that revolutionized HIV 

infection management. By integrating NNRTIs into existing ART, health authorities obtained a 

therapy regimen which finally achieved virological suppression. Although it has evolved and 

improved overtime, the strategy of combining multiple treatments is still the cornerstone of HIV 

treatment norms today, and has been given the name of combined antiretroviral therapy, or cART. 

The widespread uptake of cART, paired with increased investment in public health, led to significant 

decreases in the morbidity and mortality of HIV/AIDS in Sub-Saharan Africa. The scale up of 

antiretroviral therapy transformed what was considered to be a “life sentence” into a chronic but 

manageable condition, which opened the path for epidemic control and let experts hope that the 

pandemic could be turned into a low level endemic epidemic (A. Jones et al., 2014). Regarding the 

positive effects of ART, Teeraananchai et al. (2017) estimated that cART uptake at 20 old increased 

life expectancy by 23 years in Sub Saharan Africa, although there were some differences depending 

on gender and level of income. Moreover, UNAIDS reported that between 1999 and 2010, the number 

of new HIV infections decreased by 19% globally. Dwyer-Lindgren et al., (2019) conducted an 

extensive study which mapped HIV prevalence in adults from various states of Sub-Saharan Africa 

starting from the year 2000. They reported that there were substantial differences in HIV prevalence 

among administrative subdivisions (i.e., districts) in Sub-Saharan Africa; there was also a divide in 

prevalence among countries in southern Sub-Saharan Africa (Botswana, Lesotho, Mozambique, 

Namibia, South Africa, eSwatini, Zambia and Zimbabwe). The researchers furthermore reported that 



HIV prevalence at country level increased in 15 out of 47 Sub-Saharan African countries, and 

experienced slight to significant decreases in the remaining ones. UNAIDS confirmed this data, 

reporting that in twenty-two Sub-Saharan African countries, HIV incidence had fallen by over 25% 

between 2001 and 2009. However, Sub-Saharan Africa remained the worst impacted region in the 

world: UNAIDS estimated that 1,8 million Sub-Saharan African people became infected with HIV in 

2009, with the total number reaching 22,5 million, which accounts for 68% of the global total of 

seropositives. However, the widespread uptake of ART (which reached coverage of 90% of those in 

need in certain countries, i.e. Botswana) showed very positive effects: 20% less people died of AIDS 

in 2009 compared to 2004. Moreover, many country-level epidemics were stabilized between 2000-

2010. UNAIDS showed that a reason for the decreasing prevalence rates in the region are due to 

effective behavioral changes, such as decreased promiscuity and higher condom use; moreover, 

prevention interventions such as voluntary male circumcision, antiretroviral therapy for prevention 

of mother to child transmission and preexposure prophylaxis achieved great results in the decline of 

rates of AIDS-related deaths and new infections. However, paid sex remained a concern as a major 

driver of HIV infection: it was estimated that it caused 32% of new HIV infections in Ghana, 14% in 

Kenya and 10% in Uganda in the first decade of the twenty-first century (UNAIDS, 2010b). 

Additionally, the most vulnerable groups of the population continued to be disproportionately 

burdened by the virus: women, especially young women, were the absolute worst affected group by 

HIV in the Sub-Saharan African region (UNAIDS, 2010c, p. 202). Finally, a trend that would be 

observed in the following decade started to show its signs: international funding for AIDS relief and 

prevention started to decline. UNAIDS reports the funds directed towards HIV prevention in Sub-

Saharan Africa decreased from US$15,9 billion in 2009 to US$15 billion in 2010, an amount which 

was much lower than the estimated US$ 23 billion needed in 2015 for an adequate response to the 

epidemic (UNAIDS, 2010a). 

1.1.4 2010’s 

In the 2010s, the world experienced a consistent downward trend of new HIV infections and AIDS-

related deaths, coupled with a gradual increase of testing and treatment uptake. To this effect, 

UNAIDS reported that, as of 2018, four in five seropositive people knew their HIV status; nearly two 

thirds of all HIV-infected people were receiving antiretroviral treatment; finally, more than half of the 

people living with HIV had achieved virological suppression. These sustained improvements also 

regarded the Sub-Saharan African region, which in 2019 was home to 54% of the world’s seropositive 

individuals. Here, structural approaches to HIV prevention led to an increase in condom use, and a 

gradual but steady adoption of pre-exposure prophylaxis. Moreover, between 2016 and 2019, around 

eleven million voluntary male circumcisions were carried out. Significantly positive results were also 



observed with regards to the mortality of AIDS, which decreased by 44% in southern and eastern 

Africa between 2010 and 2018; in the same period, new infections per year decreased by 28%. 

However, a number of economic and sociocultural barriers still impeded adequate access to healthcare 

services in disadvantaged regions: for instance, in Sub-Saharan Africa median condom use by men 

was 58,6% in 2019, extremely far from the 2020 goal of 90%. Moreover, gender inequalities and 

gender violence continued to exacerbate health disparities, and the gap in seropositivity between men 

and women remained wide: HIV infections among young women were 60% more than among men 

of the same age. Additionally, the low coverage of ART among pregnant women in Sub-Saharan 

Africa is likely the leading cause of new child HIV infections in the region. In fact, four in ten child 

infections in 2018 happened because a seropositive mother did not receive sufficient treatment during 

her pregnancy; 22% of new child infections occurred due to insufficient treatment during 

breastfeeding; and another 14% happened because the mother became HIV positive during 

breastfeeding. The effects of gender inequality on health disparities are worsened by insufficient 

education about HIV: seven in ten young women in Sub-Saharan Africa do not have an adequate 

knowledge of HIV. UNAIDS asserted that HIV prevention in women of reproductive age still posed 

a serious challenge in the global response to AIDS, and reaching adolescent girls and young women 

was a key objective outlined by the Global HIV Prevention Coalition, a coalition of UN Member 

States formed in 2017 to pool resources and coordinate AIDS prevention efforts.  

1.3.  The current status of the pandemic 

Despite the hardships imposed by the rise of the Covid-19 pandemic, the scientific community is 

currently fairly optimistic about the future global developments of the HIV pandemic, especially in 

Sub-Saharan Africa. In fact, although progress was observed consistently in the entire world, it was 

in this region that the greatest steps forward were made. A significant indicator of the progress that 

has been made in the four decades since the start of the pandemic is the number of countries that have 

achieved the 95-95-95 goal. The 95-95-95 goal is a policy target which was set by UNAIDS to give 

a concrete goal to policymakers when developing and implementing HIV prevention strategies: the 

goal is reached when 95% of HIV positive people in a country are aware of their status, are receiving 

treatment and use contraception. According to data by UNAIDS five Sub-Saharan African countries 

have already achieved the goal (Botswana, eSwatini, Rwanda, Tanzania, and Zimbabwe), and eight 

more in the region are close to reaching it. Moreover, the number of new infections have experienced 

the strongest decline in the Sub-Saharan African region: between 2010 and 2022, the rate of new 

infections in the region decreased by 57%. UNAIDS estimates that this is due to increased 

commitment on the part of political leaders, as well as consistent funding being allocated in HIV 

prevention. As was the case in previous decades, however, structural inequalities within the Sub-



Saharan African society are still cause for grave disparities in the distribution of HIV prevalence 

among genders: adolescent girls and young women accounted for 63% of new infections in 2022. At 

the same time, this social group is also subject to policy underrepresentation: only 42% of the districts 

with significantly high HIV prevalence have dedicated prevention programs for younger girls. This 

means that, compared to their male counterparts, they are still at a disadvantage when it comes to 

obtaining “female-friendly biomedical prevention tools” (UNAIDS, 2023), such as pre-exposure 

prophylaxis and female contraceptives, which would decrease their chances of being infected with 

HIV. Achieving widespread treatment coverage for adolescent girls and young women is a crucial 

objective due to its importance in preventing mother-to-child transmission in the event of pregnancy. 

Moreover, struggles in achieving gender equality are still reflected in the perpetration of gender-based 

violence in the region; UNAIDS reported that in six Sub-Saharan African countries with high HIV 

prevalence, women who were victims of gender-based violence were 3,2 times more likely to be HIV 

positive than those who were not victims.  

 

Figure 1: Number of people living with HIV (millions), 2000-2022. Source: UNAIDS 



 

Figure 2: Number of new HIV infections (millions), 2000-2022. Source: UNAIDS 

 

 

Figure 3: Number of AIDS-related deaths (millions), 2000-2022. Source: UNAIDS 



 

Figure 4: Distribution of HIV by world region, 2022. Source: UNAIDS 

1.4.  The political economy of sexual and reproductive health 

There is ample literature analyzing the relationship between various political economy factors and 

health outcomes. Societies are complex structures that are shaped by their history as well as 

contemporary economic choices, power relations, governance, policies, legal norms, culture and 

values. All of these aspects together form what we call political economy, and all have been found to 

be linked to population health (Krieger, 2024). One of the most studied aspects of political economy’s 

impact on health is the influence of economic growth and development on mortality rates: for 

instance, Szreter (1997) stated that without adequate levels of population health, economic growth 

will not lead to economic development. However, studies show that economic development does lead 

to improved overall health, although the causal mechanism between the two is not clear. Some 

scholars have hypothesized that medical developments might explain this trend in health (Floud et 

al., 2014), while others have speculated that it is due to increased consumption and output as well as 

improved welfare and social services, including public health services (Cutler et al., 2006; Szreter, 

1988). Strong evidence exists, for instance, that individuals who lose their jobs experience significant 

increases in mortality (Roelfs et al., 2011); this suggests that there is a complex interplay between 

economic and social aspects within political economy, and that policy should be tailored to this end. 

Scholars also suggest that changes to healthcare policy have an impact on health outcomes: Gopalan 

et al. (2014) show that conditional cash transfers for pregnant women to facilitate the attendance of 

healthcare professionals during birth was associated with reduced perinatal and neonatal death in 



India. However, systematic literature reviews such as McCartney et al. (2019) state that there is little 

reliable research on the impact of other healthcare policy, such as wider health insurance coverage or 

healthcare governance, on health outcomes. Many studies have also considered the impact of income 

inequality on health. Kondo et al. (2009, 2012) show that income inequality is damaging to health, 

particularly in those countries where the Gini coefficient is greater than 0.3 after 1990. There is also 

noteworthy evidence that suggests that housing conditions and, in general, the physical environment 

in which a person lives have an effect on the person’s health. For example, warmth measures were 

found to be beneficial for health in Thomson et al. (2013). However, there is insufficient evidence 

regarding the impact on health of interventions to improve slums in low-income countries.  

In Sub-Saharan Africa, the challenge of finding healthcare, especially reproductive healthcare, is a 

critical issue. As a region that is heavily affected by the HIV/AIDS pandemic as well as other crises, 

Sub-Saharan Africa’s need for healthcare is high, but this demand often goes unmet. For instance, 

Sub-Saharan Africa is the region with the lowest level of contraceptive prevalence in the world and 

the highest level of unmet need for contraception, especially for young sexually active women 

(Cleland et al., 2014); a subsequent study showed HIV prevalence to be strongly negatively correlated 

to contraceptive prevalence (Sully et al., 2020). Additionally, Ali et al. (2004) showed that access to 

contraception depends not only on material availability, but also on the so-called “psychosocial 

access” to contraception, that is, the acceptability of contraception within society. Therefore, a 

government’s decision to invest in contraception coverage is simultaneously a decision to counter the 

HIV pandemic. Studies have also shown that investments in reproductive health yield enormous 

benefits, especially for young people; Patton et al. (2016) stated that investing in younger generations’ 

health would bring a “triple dividend of benefits”: for their present quality of life, for their future 

adult lives and for the lives of their children. A separate study has estimated that a US$4.50 investment 

per capita on a package of health interventions (including HIV prevention) on young people in Sub-

Saharan Africa would yield socioeconomic benefits ranging from six to seventeen times the cost of 

the intervention (Sheehan et al., 2017). For this reason, institutions such as UNAIDS have repeatedly 

called for leadership to extend care to all those who need it (UNAIDS, 2019, 2023). The Sub-Saharan 

Africa political leadership has tried to recognize the cruciality of funding healthcare: in 2001, a 

number of African governments signed the Abuja Declaration, committing to devote at least 15% of 

their yearly national budget to the healthcare system (WHO, 2010). Being a low-income region, 

however, Sub-Saharan Africa’s resources are very limited; more than twenty years after the Abuja 

declaration, only a few African States have achieved the target. With spending on healthcare 

averaging about 7.2% of the national budget, the region consistently ranks last in the world for funds 

allocated to healthcare (Wagstaff et al., 2018). Generally, the healthcare system in Sub-Saharan Africa 



is characterized by low spending from the government and a high dependency on external funding 

and out-of-pocket payments by households. However, governments are still crucial stakeholders 

when it comes to Sub-Saharan African healthcare policy, as they operate on the international arena to 

achieve cooperation among countries, to elicit investments from abroad and to reduce trade barriers 

in order to make treatment more accessible. The influence of international organizations is also 

fundamental, as they often provide frameworks for the development and implementation of 

interventions to governments. In addition to this, international organizations also financially 

contribute to heavily HIV/AIDS burdened countries; for instance, the International Labor 

Organization protects and supports people with AIDS, while the Red Cross aids HIV patients who 

live in situations of emergency (i.e. war-torn zones). Finally, in the early 2000’s, trade unions and 

women’s organizations from within Sub-Saharan Africa started to emerge with the aim of advocating 

for HIV prevention at the community level; moreover, business coalitions to combat HIV were 

formed around the same time, such as the Global Business Council on AIDS; lastly, pharmaceutical 

corporations, such as Boehringer-Ingelheim, have repeatedly offered free ART to low-income 

countries, including Sub-Saharan Africa (UNAIDS, 2010b).



 

2. Chapter 2 – HIV’s impact on Sub Saharan African society and women’s increased 

vulnerability to infection 

2.1.  Introduction 

Thanks to the survival benefits of antiretroviral treatment, the last twenty years have seen a substantial 

decline in AIDS-related deaths all over the world. Despite its decrease in mortality, however, the 

incidence of HIV is still on the rise, its burden disproportionately carried by the most vulnerable 

groups in society (Kharsany & Karim, 2016).  

Sub-Saharan Africa is the worst HIV-affected region in the world. Additionally, adolescent girls and 

young women are still disproportionally affected by HIV: in 2022, Sub-Saharan African girls made 

up for 60% of new cases of HIV among adolescents; in the same year, 210000 young women between 

the ages of fifteen and twenty-four years old became infected with HIV (UNAIDS, 2023). These 

alarming numbers are made even graver if put into the context of the great scientific advancements 

that the world has experienced in the field of HIV treatment.  

It has been demonstrated that the significant disproportion in the disease burden borne by women is 

the product of a combination of gender discrimination and policy underrepresentation (UNAIDS, 

2002). The girls who face the highest vulnerability to HIV/AIDS are those who are most subject to 

gender discrimination: for example, a higher risk of contracting HIV is one of the consequences on 

health of experiencing violence, both physical and psychological, from one’s intimate partner (Dillon 

et al., 2013).  As episodes of violence stem from deeply rooted gender inequality, it can be stated that 

those women who can’t uphold their reproductive rights are more exposed to HIV infection. The same 

can be asserted for many other socio-cultural factors which strip women of power over their 

relationships, their sexual lives and their ability to take decisions (including medical decisions) for 

themselves. These aspects will be discussed in more detail later in this chapter. Sub-Saharan African 

women are also the sole members of the family who are tasked with caregiving: in order to fulfill this 

role, they are often forced to make significant sacrifices in other sectors of their lives, such as studying 

and working (UNAIDS, 2002). This has serious repercussions on families in the cases in which the 

mother (or the main caregiver) contracts HIV and is prevented from working. 

This chapter will analyze how HIV and AIDS influence the different sectors of Sub-Saharan African 

society. It will also attempt to highlight how women’s lives are affected by the disease and explain 

the main reasons behind their heightened vulnerability to infection.       



2.2.  Households’ socio-demographic characteristics 

A high prevalence of HIV/AIDS in a region has serious consequences on the structure and stability 

of households. A country in which HIV prevalence is significant will experience an unnaturally high 

adult mortality rate, which leads to a decline in the population of prime working age. This 

demographic setting is known as a “demographic hourglass”: among other effects, it increases 

households’ vulnerability to poverty and raises dependency ratios. In a social context in which women 

are often uneducated or unqualified to work, the death of the male in the household has serious 

repercussions on the economic outcomes of children and the elderly (Buvinic et al., 2009) 

The impact of HIV and AIDS on households’ economic situation also plays a role in their socio-

demographic characteristics. Dealing with HIV/AIDS within the family enormously increases 

healthcare and funeral expenditure. To cope with such mounting expenses, households are forced to 

take out loans, often in the form of cash transfers from extended family members; to repay these 

loans, they might sell precious assets such as vehicles, livestock and even land. Once they cross this 

line, the possibility of them ever recovering their former economic situation becomes even slimmer. 

As a result, families often “restructure” themselves, sending children to live with relatives, or, very 

often, removing them from school and putting them to work (UNAIDS, 2002). This phenomenon 

once again disproportionately affects young girls: since they are made responsible for caring for the 

sick in their family, they are increasingly retired from school. Once home, they are made to substitute 

their mother as the main caregiver of the household, which decreases the possibility that they will 

return to school (Ndinga-Muvumba & Pharaoh, 2006). The disintegration of families, which become 

“ineffective social and economic units”, results in the collapse of the traditional support system that 

is traditionally offered to the elderly by their children; instead, older people are often asked to take 

on the burden of caring for children. This contributes to the already grievous psychosocial strain that 

HIV puts on families (Cohen, 2001). 

Orphanhood is another direct consequence of the disease’s disruptive effect on households. Indeed, 

HIV often leads to household dissolution: if one or both of the parents die, children might be sent to 

live in (often overcrowded) orphanages. Orphanhood has a significant impact on children’s schooling 

and health; moreover, it has been proven that children who have lost their mother have worse 

schooling and health outcomes than children who have lost their father, especially in poorer 

households (Yamano & Jayne, 2004). Gender inequalities also play a role in the disadvantage that 

children face when orphaned: orphaned girls are exposed to HIV earlier than other children, especially 

if the household they come from is poor. Further, girls who become orphans tend to marry at 

significantly younger ages (Yamano & Jayne, 2004). Yamano and Jayne found that the number of 



women in rural households in Kenya greatly reduces if the male head of the family dies; the 

outmigration of women was attributed to marriage, as a response to the financial strain put on the 

family by the death of the male. Changes in household composition are not the only reason that induce 

girls to get married early. For example, in HIV/AIDS affected communities, it is believed that 

marriage is a means of protection from contracting the disease since it reduces sexual promiscuity. 

For instance, Clark et al., (2007) show that 49% of the women and 60% of the men in Malawi believe 

that women can avoid contracting HIV if they get married. Finally, being HIV positive is associated 

with a great deal of societal stigma in Sub-Saharan Africa: therefore, men might seek younger brides 

in order to be certain of their “purity” to protect themselves from infection. The impact of orphanhood 

on early marriage for girls has been studied by (Beegle et al., 2008); they report that increased hours 

of house labor are strongly associated with the likelihood of early marriage for girls, which they 

speculate is due to the perceived increase in the “value” as a bride of a girl who is experienced in 

chores. They also explain that earlier marriage is associated with increased health risks and a higher 

probability of “bad matches”, that is, unhappiness in the couple. 

Although the impact of the virus on children’s schooling has already been mentioned above, it is 

worthwhile to analyze it in further detail. HIV/AIDS impacts the demand for education in various 

ways. Firstly, fewer children will be born in a society in which HIV is present; many children will 

also die before they reach school age if they are born with the virus. This significantly reduces 

enrollment rates. Secondly, as mentioned above, the loss of income and the additional expenses borne 

by households where an adult is ill increase the demand for child labor, resulting in children being 

taken out of school (P. Zinyemba et al., 2020).   

2.3.  Labor force productivity 

The majority of people living with AIDS in Sub Saharan Africa are between fifteen and forty-nine 

years old, the prime of working lives (UNAIDS, 2002). Therefore, AIDS leads to the death of a great 

number of working age adults, putting a considerable dent on the labor force and reducing labor force 

productivity. Data shows that labor productivity in Africa has decreased significantly between 2005 

and 2019 (Ogundipe & Olarewaju, 2020); moreover, the International Labour Organization has 

reported that, as of 2021, output per laborer continued to shrink (ILO, 2018). Although it is hard to 

assess whether this systematic decline in productivity is actually a consequence of the high prevalence 

of HIV/AIDS in the region, HIV prevalence and output per laborer have been proven to be negatively 

correlated (Ogbodo et al., 2024).  

There are several factors through which HIV/AIDS is thought to affect labor force productivity. First, 

AIDS reduces people’s ability to work, increasing unemployment: Levinsohn et al. (2011) find that, 



in South Africa, being HIV positive increases the probability of being unemployed by seven 

percentage points, a rate which rises to eleven percentage points for the less educated. Moreover, 

worker turnover in such an extraordinary situation is often below standard: as younger, less 

experienced workers are hired to replace more experienced ones, productivity might decrease. This 

not only impacts the level of output of an economy, but it also harms the cost-benefit balance of hiring 

and training new workers for enterprises which are already struggling, often leading to firms 

downsizing. With its debilitating effects on the organism, AIDS also forces multiple individuals in a 

household to divert efforts away from income earning activities: not only does it make employed 

adults unfit for work, but it also takes a toll on their healthy caregivers, making it difficult for them 

to earn any income.  When HIV affects employees with managerial jobs, their prolonged absence due 

to sickness disrupts the internal organization of firms. This greatly damages productivity and product 

quality, which erodes the customer base.  

Moreover, high rates of absenteeism increase training and recruitment costs, as well as company costs 

for healthcare, funeral benefits (which are often provided for  several employees in Africa) and 

pension fund services (UNAIDS, 2002).  

Many scholars have put emphasis on the important role played by intergenerational poverty as a 

determining factor for HIV and low labor productivity. The dynamic between the three is often seen 

as a vicious cycle, with the Harvard International Review going so far as describing HIV and poverty 

in Sub Saharan Africa as a “joint epidemic” in 2001. The nexus between the three is straightforward. 

Poorer people are the population segment most exposed to HIV; additionally, poverty very often 

transcends generations, meaning that the children of the poor are also likely to be poor themselves as 

adults. At the same time, poverty is associated with low labor productivity; this is due to the fact that 

poverty is caused by a “weak endowment of human and financial resources, such as low levels of 

education, low literacy rates, few marketable skills and poor health status” (Cohen, 2001 p. 56). 

Therefore, the low productivity rates associated with poverty are a factor of risk for contracting HIV; 

the virus in turn decreases productivity and income again, perpetuating a cycle of poverty which will 

also affect generations to come (Cohen, 2001).  

It is also extremely important to note the HIV/AIDS pandemic’s consequences on child labor in Sub 

Saharan Africa. Children’s general wellbeing is adversely affected by the death of one or both parents, 

which also influences their ability to stay in school: many children are thus forced to work to assist 

their families. Children’s work is physically and emotionally difficult, dangerous to their health, and 

poorly paid. This is often accompanied by cases of sexual harassment and exploitation, which carries 

the risk of HIV infection (Ibrahim et al., 2019). The International Labor Organization’s International 

Programme for the Elimination of Child Labour has reported that approximately 72.1 million children 



are currently in child labor in Africa (ILO). Many of the factors that have HIV-affected families pull 

children out of school and into work have already been delineated: financial strain, ostracism towards 

HIV-positive people, caregiving needs are all factors that drive child labor rates up in areas with high 

HIV prevalence.  

2.4.  Income 

Of all the ramifications of the HIV epidemic in Sub-Saharan Africa, the one that regards income is 

perhaps the most complex to analyze. This is because the level of income and production of an 

economy is determined by several factors, ranging from productivity to savings, which are in turn 

directly affected by HIV prevalence; this makes causal relations between HIV prevalence and income 

hard to establish. However, given the chief importance of income for an economy’s growth and 

development, ample research exists on the topic.  

Nketiah-Amponsah et al., (2019) attempted to analyze the effect of HIV on economic growth, 

measured in growth in per capita income, in forty-six Sub-Saharan African countries in the period 

between 2000 and 2015. They found that, in regions with high HIV prevalence (around 6%) GDP per 

capita had grown of less than 5% over the fifteen-year period, a rate that is not sufficient to cause any 

improvement in the welfare of the affected populations. Mahal (2004) analyzed the consequences of 

HIV/AIDS on savings. It was argued that HIV/AIDS could result in a decline in savings from 

increased medical costs; moreover, the decrease in life expectancy due to AIDS’ morbidity and 

mortality could reduce people’s propensity to save for their consumption needs in their old age.  

Income is also majorly affected by labor force productivity, which has been proven to decline with 

increases in HIV prevalence. This factor’s impact has been reiterated by many scholars, who have 

stated that “a well-functioning labor force is important to increase productivity and economic 

growth”(Eludire, 2023). Labor force participation has been positively associated with economic 

growth and is considered a catalyst for development: high labor participation rates increase a 

country’s potential for production, leading to higher output (Eludire, 2023). Scholars have also 

analyzed the relationship between women’s labor force and growth: Appiah (2018) investigated 

whether developing nations experience different economic outcomes from female labor force 

participation than Sub-Saharan African countries, finding that women’s participation in the labor 

force has a positive impact on economic growth in developing countries. Eludire has also stressed the 

importance of participation in all sectors of an economy for growth and development- Dixon et al. 

(2002) predicted how lower productivity rates at the domestic level would reduce exports, while there 

may be an increase in imports of pricy healthcare goods. If strategic economic sectors are affected by 

the decrease in export earnings, the consequences can be severe: the balance of payments between 



exports and imports expenditure would be harmed, and countries might find themselves in default 

over debt payments at times in which their national budgets are already under pressure. It follows 

naturally that a thriving, and therefore healthy, workforce is an asset for any country; consequently, 

the harmful effects of HIV on the Sub-Saharan Africa workforce will inevitably be reflected in its 

economies. Moreover, Dixon stated that the periods of illness that come with AIDS and the decrease 

in labor productivity associated with them exponentially increase the annual per capita costs for 

sickness. Stover & Bollinger (1999) further claimed that AIDS costed 17$ per employee in a Kenyan 

manufacturing firm, and a staggering 300$ per employee in the Ugandan Railway Corporation. Dixon 

argues that these costs reduce profits as well as competitiveness, which in turn reduce government 

earnings and increase their spendings, setting the grounds for financial crises. 

HIV also reduces households’ ability to produce and purchase food, thereby decreasing consumption 

and fostering food insecurity. Ogolla (2018) investigated the effects of HIV/AIDS on household food 

security in the rural county of Homa-Bay in Kenya. He based his study on the assumption that HIV’s 

effect on health harms economic productivity while reducing the household resources, resulting in 

food insecurity. Moreover, he mentioned data that reported that 70% of the African population 

engages in agriculture, and 82,4% of the population of Homa-Bay County relied on agriculture as the 

main food source; this information motivated him to analyze the impact of HIV on agriculture. He 

stated that “any interference with people’s ability to engage in agricultural activity would have a 

direct impact on the area’s food security, and ultimately its overall health”.   

Another way in which HIV affects economic growth is through its damaging effects on the 

accumulation of human capital. Decreases in human capital harm economic growth in two ways: 

directly, they reduce income per capita as lower levels of education lead to lower paying jobs; 

indirectly, they decrease the marginal return to physical capita, thereby reducing the incentive to 

invest (Ferreira et al., 2011). Ferreira et al., along with Mahal have thoroughly studied the impact of 

the HIV/AIDS epidemic on adults’ incentives to accumulate human capital for themselves. They 

found that the sharp decline in life expectancy due to the epidemic would lead to falls in the returns 

to investment in education, paired with an increase in the opportunity cost of staying in school. 

Therefore, they estimated that human capital would decline.  

Additionally, the effect of HIV/AIDS on human capital accumulation is channeled through the 

significant increase in orphaned children due to the epidemic. As has been stated above, the falling 

ill of one or both parents in a household completely overturns a child’s life. As soon as the parent 

begins to show symptoms, the child is often forced to shoulder many new responsibilities, such as 

caring for the sick adult, which are very time consuming. As a result, they might have difficulties 

attending school and might drop out in order to find a job. The situation only worsens if the parent 



dies: on top of an already precarious economic situation, the orphaned child also faces stigma from 

their peers, which manifests in the form of psychological abuse and discrimination. McGaw & 

Wameyo (2005) show that 98% of AIDS orphans are discriminated by their guardian: they are dressed 

in “poor clothing (often without a school uniform) and are in poor health and hygiene conditions, 

shown by the presence of lice, flea or symptoms of AIDS”. Some AIDS orphans under the care of 

guardians or institutions are also offered less educational opportunities, healthcare and protection 

from harm. Balk et al. (2004) reported that orphans were less likely to be in the expected grade levels 

compared to non-orphans in five Sub Saharan African countries.  

Dauda (2018) examined the effect of “AIDS orphanhood” on human capital development in Nigeria, 

the most populous country in Africa and the second in the continent for number of HIV positive 

people after South Africa. Dauda reports that in 2009, Nigeria also had the highest number of AIDS 

induced orphans in the world at 2.5 million. He found that there was a very significant margin in 

school attendance between orphans (55%) and non-orphans (77%), and that this was paired with 

“deplorable living conditions” such as malnourishment, lack of clothes and shelter for the former 

group. Dauda argued this would have effects on the Nigerian economy over the years in terms of 

welfare, educational attainment, and health.  

 

2.5.  Women’s lives and heightened vulnerability to infection 

Women bear a disproportionate burden of the HIV/AIDS disease. This is due to a multitude of 

economic, social, and cultural factors that will be explained in depth in the next section of this thesis. 

However, it is important to dedicate a separate section to the impact of the virus on the lives of Sub-

Saharan African women, as the increased disease burden associated with their gender is reflected in 

labor market, human capital and, naturally, health outcomes. Moreover, the impact of HIV and AIDS 

on women’s lives paints an alarming picture of gender inequality and policy underrepresentation 

which doesn’t spare seronegative women and is therefore a broader issue in Sub-Saharan African 

countries (UNAIDS, 2019). 

Being HIV positive has negative outcomes for women’s family life and their ability to form 

relationships; women’s seropositivity seems to elicit far more negative responses than men’s. Owusu 

(2020) operated a gender-based comparison of quality of life among men and women living with HIV 

in the Eastern Region of Ghana: this included family relations, health and other factors. A significant 

difference in experience among genders emerged, with women reporting far bigger difficulties than 

their male counterparts. On average, the women reported being treated worse by their family 

members; some reported being rejected by their HIV-negative husbands, which included separation 



from their children. Others reported difficulties interacting with their extended family members who 

knew about their status. This hostile behavior was not observed in any of the HIV-positive males who 

were interviewed. With one exception, they all reported having satisfactory relationships with their 

spouse and family members. Moreover, two-thirds of the men were either married or dating, while 

only one-sixteenth of the women were married or cohabiting; two of the women reported having been 

divorced by their husbands after they disclosed their serostatus to them. 

HIV has a negative impact on women’s health. Owusu reported that HIV-positive women reported 

more weaknesses and a greater number of co-morbidities than their male counterparts. This included 

diarrhea followed by malaria, cough, chest pains, dizziness, high blood pressure and asthma. 

Additionally, Pathai et al. (2013) found that HIV was associated with premature development of 

frailty, a clinical condition whose symptoms include weight loss, exhaustion, weak grip strength and 

slow walking time and is typically observed in geriatric patients. Operating a case control study of 

five hundred individuals from South Africa, the researchers found that seropositive individuals were 

more likely to be prematurely frail than seronegative ones (19,4% vs. 13,3%); moreover, women 

seemed to be more sensitive to frailty with increasing age than males: the former were 2,55 times 

more likely to be frail with a ten-year increase in age, while the latter’s likelihood of being frail was 

1,29 with an equal increase in age. Women who are HIV-positive may also experience reduced 

fertility, as was found by (Marston et al., 2018). In their study, they compared fertility ratios of HIV-

positive and HIV-negative women of the same age. They found that HIV-positive women under the 

age of thirty-five were 10% to 40% less fecund than HIV-negative women. 

Govindasamy et al. (2020) also found that HIV-positive women were less likely to successfully seek 

healthcare than their male counterparts. For instance, the seropositive women reported greater 

difficulties in keeping their hospital appointments and following their antiretroviral treatment regime; 

this was due to women carrying the bulk of the household responsibilities (all the interviewees who 

reported that childcare interfered with keeping hospital appointments were women), as well as the 

higher amount of stigma surrounding female seropositivity, which often forced women to hide their 

medication. Moreover, higher levels of unemployment made HIV-positive women less likely to be 

able to afford trips to the hospital. Finally, the women in the study were receiving less financial 

support from their adult children than males, and often could not afford to pay medication out of 

pocket. 

Owusu also analyzed the stigma and discrimination related to a woman being HIV-positive. All the 

women in his study who had shared their HIV status with their extended family reported facing 

discrimination from them. This included being isolated within their own house, i.e. being forced to 



sleep outside and being excluded from family meals (something that Ghanaian tradition usually 

dictates), being criticized and insulted from family members. Two women reported being thrown out 

of their houses by their families due to their HIV status. The stigma regarding women’s HIV status 

also affected their access to accommodation and employment. Those who lived in rented apartments 

reported living in fear that their status would be found out, which they were sure would lead to 

eviction. These difficulties were mirrored by the difference in living conditions among the men and 

women interviewed for Owusu’s study.  Compared to the women, the men were more likely to live 

in secured households, less likely to live in extended family housing and to share space with members 

of their household. Women living with HIV were also more susceptible to living in sub-standard 

conditions, such as living without running water, a toilet, electricity or kitchen facility. Some women 

reported that their housing conditions interfered with their ability to take medication. There was no 

such report from any of the men.  

The seropositive women in Owusu’s study also reported difficulties finding a job due to 

discrimination. Two of the women mentioned that potential clients of their shop didn’t buy from them 

based on the way they looked, suspecting that looking pale or thin meant that they were HIV positive. 

Some said that they lost business after their HIV status was made public by their family members. As 

a result of higher unemployment and less social and financial support due to stigma, a higher 

proportion of women reported being food insecure compared to their male counterparts. These 

interviewees also said that food insecurity was an obstacle to taking antiretroviral medication.  

HIV has been proven to negatively impact young people’s wellbeing. This factor, which can be 

defined as “thriving across multiple life domains”, has been linked to young people’s performance 

on the job market and their incentive to accumulate human capital. For this reason, it is today held in 

high regard by policymakers when implementing multisectoral interventions. The effects of 

HIV/AIDS on young people’s wellbeing in South Africa have been investigated by Pathai et al 

(2013).; they interviewed a group of people aged fifteen to twenty-four who came from the region of 

KwaZulu-Natal, which is particularly affected by the HIV epidemic. It was reported that HIV 

decreased the interviewees’ sense of belonging to their community, the respect they received from 

their family members and their sense of self-acceptance and personal worth. In the study, it was said 

that girls were more vulnerable to the last factor (sense of acceptance and worth) because of gender 

specific reasons. Namely, the girls’ “perceived failure in upholding gender norms” undermined their 

and others’ perception of them; the younger girls expressed fear at being sexually rejected by boys.   

Women in Sub-Saharan Africa, especially young girls, are more exposed to HIV infection than men 

due to a combination of social, cultural and economic factors (UNAIDS, 2019). It is necessary to 



analyze these factors in order to outline efficient policy contributions to combat HIV infection among 

young girls.  

The role of stigma and misconceptions surrounding HIV in Sub Saharan African societies has been 

outlined as a major driver of HIV infection. Women are here more exposed to such stigma because 

of widespread cultural beliefs that HIV and other STIs are “feminine diseases”. Sano et al. (2016) 

have signaled that this and other misconceptions about HIV heighten the probability of risky sexual 

behavior, such as early sexual debut, lack of contraception use and an inability to negotiate safer 

intercourse for women.  

Butts et al. (2017) conducted a study in order to assess the perceived contributors of HIV risk, as well 

as the reasons for the persistence of high HIV prevalence among the group, for adolescent girls and 

young women in Zambia. The study was based on focus group discussions, with discussion topics 

being presented as open-ended questions to groups of young women recruited from Zambian districts 

with the highest HIV prevalence in the country. A majority of participants singled out stigma as a 

major contributor to the persistence of HIV among Zambian AGYW. Fear of rejection from one’s 

family and community were described as a significant obstacle to HIV testing, disclosure of HIV 

status and treatment. Moreover, the participants reported that young women being childless was seen 

negatively in their community: cultural norms encouraged women to have many children and 

criticized those who didn’t. This is also reflected in the stigma surrounding condom use within a 

relationship; it was frowned upon and seen as a sign of mistrust towards one’s partner.  

It has also been reported that gender inequalities and gender-specific expectations towards women 

make them more vulnerable to contracting HIV than their male counterparts. The limitations imposed 

on women by a strongly patriarchal society such as the one that exists in many regions of Sub-Saharan 

Africa exposes them to an increased risk of HIV. For instance, the interviewees in Butts et al. were 

quoted as saying that women’s forceful submission within a couple was dangerous; they explained 

that women had no bargaining power when it came to sexual relations and could not refuse to have 

sex with their partners. This, coupled with society’s encouragement of male promiscuity, was thought 

to greatly expose young women to HIV infection. Additionally, Mtenga et al. (2015) argued that 

gender norms were the main HIV drivers among married and cohabitating couples in south-eastern 

Tanzania, having found that respondents who believed that a woman shouldn’t be allowed to refuse 

sex form her husband even if she knew he had a disease were 1,51 times more likely to be HIV 

positive than those who didn’t. There is ample literature regarding the importance of women’s 

bargaining power over sex for HIV prevention: (Gerritzen, 2016; Madiba & Ngwenya, 2017) 

emphasized the need for a more equal decision-making power over condom use within marriage, 

along with negotiation of safe sex and rejection of forced or non-consensual sex.  



Age disparate sex has also been described as a factor of HIV risk for women. Due to certain cultural 

standards of sexual purity, older men often prefer to marry or take part in sexual relations with girls 

in their late teens, especially in rural areas and in certain cultures. This was believed to heighten HIV 

risk for adolescent girls and young women, as younger girls were sought after by more sexually 

experienced men who were more likely to be HIV positive (Butts et al.). Women’s inability to refuse 

sexual relations with their husband or significant other wasn’t the only form of sexual violence that 

was reported in Butts et al. Interviewees were quoted as saying that “many girls are forced to have 

sex by older boys who […] are HIV positive”, and “when you go to look for employment […] some 

people request you to have sexual relations with them in exchange for employment […] this is very 

common”. This was thought to increase HIV risk. 

Another leading factor for HIV infection is intimate partner violence (IPV) and sexual and gender-

based violence (SGBV). Research shows that there are gender disparities in sexual and gender based 

violence among 15-24 year olds in many Sub Saharan African regions (Igulot, 2022); moreover, the 

Zambian women who were interviewed in Butts et al. said that physical violence and IPV was 

extremely recurrent in their relationships and moderately accepted by society, with some women 

believing that violence was a sign of love. The World Health Organization lists the outcomes of SGBV 

and IPV as physical trauma, psychological trauma and fear. All of these have, as a consequence, a 

higher risk of contracting sexually transmitted infections such as HIV (World Health Organization, 

2013).  

The risk of HIV infection associated with IPV has been linked to the broader discourse on power 

disparities within a relationship. For instance, violence was one of the three “pathways” through 

which the connection between power disparities and women’s health was analyzed in Conroy et al. 

(2016). Male dominance over women was found to limit the latter’s ability to acquire knowledge 

about health, make health-related decisions and take action to improve health. Using data from almost 

two hundred thousand sexually active women from twenty two Sub-Saharan African countries, Tsai 

& Subramanian (2012) found that women’s condom use at last sexual relation was negatively related 

with their level of agreement with the statement “it is appropriate for a husband to beat his wife”. IPV 

was also thought to have a negative influence over women’s use of healthcare services. The link 

between intimate partner violence and HIV risk for AGYW was also studied by Durevall & Lindskog 

(2012), who analyzed it under the lens of income inequalities in Malawi. They found a strong 

association between income inequality and the risk of HIV infection; they concurrently found that 

economic inequality was associated with riskier sexual behavior, i.e. lower levels of abstinence and 

more partners per woman. Economic inequality was also found to have a weaker impact on HIV risk 



when controlling for gender violence, which the researchers interpreted as a confirmation that IPV Is 

a driver of HIV for women. 



 

3. Chapter 3 - Evidence of successful multilevel interventions on girls’ HIV 

prevention 

3.1.  Understanding multilevel interventions 

A “multilevel intervention” is a strategy of public policy designed to target an issue by addressing all 

of its causes simultaneously (Paskett et al.). Multilevel interventions are widely used in the health 

sector to tackle health disparities among social groups; the U.S. National Institute on Minority Health 

and Health Disparities describes “health disparities” as “a health difference that adversely affects 

disadvantaged populations on the basis of one or more of the following health outcomes: (1) higher 

incidence or prevalence of disease; (2) earlier onset or faster progression; (3) poorer daily functioning 

or quality of life; (4) premature or excessive mortality (5) greater global burden” (Alvidrez et al., 

2019). The underpinning belief is that health disparities stem from deeply rooted social and structural 

determinants of health, such as gender or socioeconomic status, which are profoundly intertwined 

with the physical environment in which an individual lives, and their access to healthcare. These traits 

cannot be tackled at the individual level alone (Brown et al., 2019); instead, efforts to combat health 

disparities are increasingly being aimed at tackling all of the levels that influence health status, 

bearing in mind the complex interplay between them. Due to their structural approach and the effort 

devoted to understanding the context in which health disparities occur, multilevel interventions are 

believed to be very effective, especially in fostering behavioral change.  

The disproportionate HIV burden borne by women fits the NIMHDS definition of a health disparity: 

data shown in previous sections of this work highlight how not only is HIV prevalence higher for 

women in Sub Saharan Africa, but their quality of life is also significantly more affected by 

seropositivity than men’s. Moreover, it has been stated throughout this thesis that gender inequalities 

in HIV prevalence are the product of a combination of risky sexual behaviors; because of this 

behavioral change is a major objective of HIV prevention policies. The concluding chapter of this 

thesis will argue that, due to their positive effects on health disparities and behavioral change, 

multilevel interventions can represent an ideal approach to the issue of HIV among young women. 

3.2.  A review of the state of the art of multilevel interventions in HIV prevention 

Due to their complex and varied nature, multilevel interventions span across vastly different areas, 

from education to family to healthcare, and tackle HIV prevention through multiple channels 

simultaneously. This section will provide a review of existing multilevel interventions for young 



women’s HIV prevention in Sub-Saharan Africa, grouping them by “target area” and discussing their 

level of success. 

3.2.1. Search methods 

For this section, the author used the platforms Web of Science and Jstor, employing several keywords 

in the advanced search tool to obtain analyses of HIV prevention interventions carried out in Sub-

Saharan Africa. The keywords were “HIV/AIDS,” “Africa”, “women” and “multilevel intervention”. 

The keywords “multisectoral” and “structural” were included as alternatives to “multilevel” to make 

the review as exhaustive as possible. Moreover, the search was restricted to the publications that had 

“HIV/AIDS” in their title, to avoid papers that mentioned the issue but focused on other subjects. Of 

the 1060 results obtained from the entries, the author discarded: the papers that regarded Northern 

African countries; the papers that analyzed the same intervention but were written by different authors 

(the most recent publication was preferred); the papers that had been published multiple times over 

the years (the most recent publication was chosen); intervention protocols; feasibility studies and 

papers that described the implementation of an intervention, of which the follow-up results could not 

be found. Then, after a more detailed review, I discarded papers covering interventions that did not 

have any benefit on young women, or whose target area has not been covered in this thesis (i.e. 

transactional sex). In the end, seventeen papers were obtained and used in the following section. 

3.2.2. Gender-based violence 

One of the most widely used channels to tackle the HIV epidemic through multilevel interventions is 

gender-based violence, particularly intimate partner violence. As described above, intimate partner 

violence is a confirmed driver of HIV infection among women as it decreases women’s ability to 

negotiate condom use and practice safe sex, among other things. Therefore, UNAIDS has made the 

elimination of sexual and gender-based violence a core objective of the fight against HIV; this point 

has been most recently reiterated at the 68th UNAIDS Commission on the Status of Women, held in 

Geneva and New York in March 2024 (UNAIDS). Therefore, specialists have been calling for policy 

approaches to HIV prevention that include the targeting of gender disparity and violence in their 

programs. Several studies have been recently developed to evaluate multilevel interventions 

addressing gender norms with the aim of empowering women in their sex lives with positive results. 

For instance, the Intervention With Microfinance for AIDS and Gender Equity (IMAGE) Study 

assessed the impact of a program which involved microfinance for underprivileged women and 

interactive gender and HIV-prevention guidance. Conducted in the rural province of Limpopo, South 

Africa, over two years, the study found that the intervention had reduced the participants’ intimate 

partner violence levels by 55%. Among intervention participants aged 15-24, the intervention was 



also correlated with remarkable increases in HIV testing uptake, improved HIV communication 

within the family, and a decrease in the number of unprotected sex with multiple partners. The women 

in the study also reported increased feelings of self-empowerment, financial confidence, and 

participation in community action, all of which were secondary outcomes of the study and are thought 

to lead to reduced violence. Despite poor follow-up due to dwindling funding, which hindered the 

chance of the study to have an impact on the broader community in Limpopo, the intervention 

accomplished a good deal of mobilization regarding HIV and gender-based violence, and IMAGE has 

now been expanded to cover 15000 households (Kim et al., 2007). Intimate partner violence in 

relation to HIV has also been tackled with behavior-oriented approaches aimed at improving the 

quality of relationships. One of these programs was Stepping Stones, which was set in the Eastern 

Cape province of South Africa and was implemented over the course of two years. Stepping Stones 

attempted to improve sexual health, including HIV prevalence, as well as reduce risky sexual behavior 

and intimate partner violence by building more gender-equal relationships among the participants. A 

randomized controlled trial was carried out to evaluate the impact of the intervention; it showed that 

the intervention was ineffective at reducing HIV prevalence, but it did have a positive impact on the 

behavior of the men, who reported reduced risky sexual behavior and perpetration of violence against 

their partners (Jewkes et al., 2008). A third channel through which the gender inequalities underlying 

intimate partner violence were tackled is at the community level. Due to the complexity of 

implementing and evaluating these studies, community-level interventions are probably the most 

ambitious of multilevel approaches; for this reason, only few of them have been successfully 

implemented. Among these, the SASA! study stands out as having achieved significantly positive 

results. SASA! was initially implemented in Kampala, Uganda in 2007 to reduce HIV-risk behavior 

and prevent violence against women. SASA! endeavored to reach its goal by changing community 

attitudes, norms that disparaged women and behaviors that resulted in gender inequalities, especially 

those that fostered gender-based violence. Awareness of the complex interplay of factors that lead to 

gender-based violence led to a variety of community members being involved in the study, i.e. 

community activists, religious and governmental leaders, police officers and healthcare providers. 

Articulated in four phases, the study involved an increasing number of community members at each 

stage, promoting a critical discussion of gender inequalities regarding intimate partner violence and 

sexual risk behaviors, and encouraging positive actions to rectify them through over 11000 different 

activist-led multi-media initiatives. The follow-up evaluation showed that SASA! obtained remarkably 

positive results in all its primary outcomes, achieving reductions in the social acceptance of gender 

inequality and intimate partner violence at the community level, as well as reported cases of domestic 

violence and risky sexual behaviors. It also seemed to improve community response to cases of 



domestic violence. As a result, SASA! has since been implemented in fifteen other Sub-Saharan 

African countries (Abramsky et al., 2014). 

In reviewing the landscape of multilevel interventions for HIV prevention, it is important to consider 

not only successful examples but also ones that experienced shortcomings and proved to be a setback 

in the researchers’ efforts. Including studies with null or negative results serves multiple purposes: 

firstly, it balances the assessment of the field of multilevel interventions as a whole; secondly, it 

provides insight into the challenges of implementing such complex approaches, which will prove 

useful for the following sections of this thesis; lastly, understanding the reasons for the failure of 

certain interventions helps in appreciating the factors that led to the success of the other interventions 

that are here presented. A notable example of a “failure” among community- based interventions is 

One Man Can, operated by a gender justice organization in Johannesburg, South Africa; this 

intervention aimed at reducing men’s perpetration of violence against women. The intervention was 

implemented in a particularly impoverished township of Johannesburg; this choice was informed by 

the researchers’ belief that conditions of poverty, food insecurity and unemployment might make men 

feel “emasculated” and motivate their violence towards women. The intervention employed a 

multilevel approach, carrying out various activities such as recruitment of activists from among the 

population, peer outreach through the activists and local advocacy for change. The themes of the 

community mobilization activities included gender and violence, gender roles, gender and HIV, and 

others. The advocacy component was also aimed at helping governments to implement community 

violence prevention measures. The 24- month follow-up study showed that there was no significant 

impact on any of the primary outcomes of the study, with the men reporting no change in their past 

year's use of intimate partner or sexual violence. There was also no change in their reported 

perpetration of non-partner rape, gender attitudes or social cohesion. The very high levels of men’s 

use of intimate partner violence, linked to the context of serious instability in which the Johannesburg 

township lay, persuaded the researchers that more intensive efforts, perhaps aided by psychotherapy, 

should have been put into place to have an impact on the violent men of the community. The 

researchers mentioned examples of successful interventions of a similar type to One Man Can, such 

as the aforementioned Stepping Stones, highlighting the higher level of interactivity of the approach 

compared to One Man Can (Mokganyetji et al., 2015). 

3.2.3. Stigma and misinformation 

Another channel through which the HIV epidemic in young women has been addressed is that of the 

misinformation surrounding the virus, which has already been highlighted here as a major factor of 

risk for HIV infection as an informer of risky behavior. The underpinning rationale for these studies 



is that HIV preventive behavior is influenced by the individual’s knowledge of HIV, their motivation 

to avoid risky sexual behaviors, and their ability to do so. Therefore, interventions which focus on 

improving at-risk individuals’ levels of information and/or self-esteem might have practical benefits 

such as increased condom use and more positive attitudes towards the virus (Fisher & Fisher, 2000). 

Stephenson et al., (2011) showed how information on family planning that is catered to the needs of 

those exposed to HIV, for example individuals whose partner is positive, significantly improves 

condom use. Bachanas et al., (2016) demonstrated how the same approach has the additional benefit 

of improving testing uptake for partners and serostatus disclosure when implemented in the setting 

of a health clinic. A notable example of multilevel intervention aimed at changing behavior through 

information and motivation is CyberSenga, which was implemented in the province of Mbarara, 

Uganda in 2015. Conceived to target high school students, both sexually active and otherwise, and 

delivered to its participants through the internet, CyberSenga was aimed at achieving HIV prevention 

by teaching healthy sexual behavior in a familiar context. “Senga” is a Ugandan term used to indicate 

the paternal aunt, a figure who guides female members of the household regarding issues such as 

health and sexuality. The program, narrated by a virtual “Senga” through vignettes, presented facts 

about HIV, focused on problem-solving and communication training, then addressed the aspect of 

motivation, i.e. the motivation to have sex. Finally, it discussed structural issues related to HIV and 

youth in Uganda, including sexual coercion, economic insecurity, and more. The 12-month follow-

up to the intervention, which compared youths who had completed the CyberSenga program to a 

control group, revealed that information about HIV had significantly improved for the first group, as 

well as motivation to use condoms. The improvements were observed especially in abstinent 

participants, who had lower baseline scores for condom motivation and knowledge but reported more 

significant improvements than their sexually active counterparts. This was of particular importance 

due to the cultural undesirability of the sex discourse in Uganda, especially among the abstinent 

(Ybarra et al., 2015). Another notable example of the reduction of HIV stigma through information 

delivered on the internet is Protect Your Family, which was implemented in the Mpumalanga province 

of South Africa among HIV-positive pregnant women in 2018. The intervention aimed at reducing 

the women’s self-inflicted stigma (i.e. fear of being shamed if they disclosed their serostatus to 

healthcare workers) by enhancing the perinatal care they were already receiving in healthcare 

facilities: the intervention was composed of antenatal and postnatal video sessions, as well as in-

presence health workshops. It proved useful in empowering women to be more open about HIV in 

their relationships, as well as   

HIV prevention strategies based on correcting behavior and fighting stigma have also been proven to 

be successful when addressing power imbalances in relationships (Peltzer et al., 2018). Jones et al. 



(2014) provided an evaluation for the Partner Project, which addressed risky HIV behavior among 

serodiscordant couples; they found that informing and empowering partners about HIV decreased 

intimate partner violence and increased condom use. Peltzer et al., (2018) evaluated the impact of an 

intervention implemented in a domestic violence shelter in 2010 in Johannesburg, South Africa, 

which proved effectful in increasing HIV knowledge and decreasing misperceptions, as well as 

incrementing the intention of avoiding HIV risk and the capability to utilize condoms for all of its 

ninety-seven young female participants. The intervention had multilevel characteristics as the 

workshops through which it was delivered analyzed issues of HIV infection through the lenses of 

power imbalances within relationships, gender roles, and women’s knowledge of sexual practices. 

Moreover, Wingood et al., (2013) showed that tailoring behavioral interventions on a social group’s 

gender and cultural characteristics is effective in reducing self-reported stigma and risky sexual 

behavior in vulnerable populations. As regards community mobilization interventions to improve 

HIV knowledge, Konate et al. (2011) reported that combining community-level HIV counselling and 

training sessions with primary care distribution sensibly increases condom use and slows down HIV 

infection compared to national averages. Pettifor et al., (2018) provided results from a cluster 

randomized trial to expose the results of a community mobilization intervention for HIV prevention 

carried out in South Africa over six months. The program achieved behavioral results by creating a 

sense of “shared concern” surrounding HIV and encouraging social cohesion and critical 

consciousness in order to obtain a better-informed, more cooperative community; the behavioral 

component of the intervention was integrated with modules covering structural issues which cause 

risky behavior, such as high unemployment, violence and alcohol use. The researchers speculated 

that, if successful, the intervention would lead the community to make healthier sexual decisions. The 

intervention proved successful in that both men and women involved in the study reported believing 

less harmful gender norms. However, it did not have an impact on HIV risk behavior or the 

perpetration of intimate partner violence; the researchers mentioned studies which had greater impact 

on these aspects and highlighted how they were specifically targeted at reducing IPV (such as the 

aforementioned SASA!) or longer in duration (such as Stepping Stones).  

3.2.4. Education 

Evidence of successful multilevel interventions for HIV prevention in Sub Saharan Africa also exist 

within the context of school education. Hallfors et al., (2015) analyze the positive effects of a 

structural intervention carried out in Zimbabwe in 2015. Consisting in school subsidies in the form 

of tuition, uniforms and school supplies for 328 orphaned adolescent girls, the intervention tackled 

the socioeconomic factors that lead girls to drop out of school with the hopes of achieving higher 

school attendance. It was speculated that increased school attendance for girls would have positive 



effects on the prevalence of HIV in the community as a whole, as girls who don’t attend school have 

a higher probability of getting married early, which doubles their HIV risk (Hallfors et al., 2013). 

Although the 5-year follow-up survey showed no differences in HIV prevalence with respect to 

baseline data, the girls who had been part of the intervention were less likely to drop out of school 

and had achieved almost an additional year of schooling relative to the control group. They also 

reported being better fed and having a higher quality of life. Mathews et al. (2016) similarly analyze 

the effects of PREPARE, a multisectoral school-based HIV intervention, carried out in 2016 in the 

Western Cape of South Africa. The intervention aimed to delay sexual debut, increase condom use 

and reduce the number of sexual partners in adolescents. It included also an educational component 

as well as a school health service and health safety training. Researchers cooperated with the Western 

Cape Department of Health to implement the school health service, and with local clinics to promote 

healthy behavior. Although PREPARE improved the participants’ knowledge of HIV, it had no other 

impactful effects on the timing of sexual debut, sexual risk behavior or condom use. The researchers 

speculated that this was due to the influence of culture on the sex lives of adolescents, although they 

did not address the cultural aspect in their study.  

3.2.5. Cash transfers 

Policymakers and development partners in Sub-Saharan Africa have used multilevel interventions for 

HIV prevention through social protection programs. Yotebieng et al. (2017) demonstrate the benefits 

of cash transfers to achieve care retention in HIV-positive expectant mothers, therefore potentially 

reducing mother-to-child transmission. Weiser et al., (2015) evaluate the effect of Shamba Maisha, a 

remarkably effective multicomponent agricultural intervention among HIV-positive adults to measure 

the effect of an improved livelihood on HIV morbidity and mortality. The choice of tackling food 

availability to improve HIV outcomes was motivated by various studies, which have found that food 

insecurity reduces adherence to antiretroviral therapy (Weiser et al., 2007), worsens mental health 

and nutritional status (Tsai et al., 2012); these are all factors which increase HIV mortality. The study 

was carried out in two regions of Kenya and targeted HIV-positive farmers, and comprised three 

components implemented simultaneously: a loan scheme to purchase farming equipment; an ad hoc 

water pump to allow farmers to irrigate year-round; and agricultural and financial training to improve 

farming outcomes. The 12-month follow-up survey revealed that participants had reduced their food 

insecurity progressively, improved frequency of food consumption. HIV clinical outcomes were also 

significant: participants to the intervention had a higher immune cell count than the control group; at 

the same time, the percentage of virologically suppressed participants increased remarkably (from 

51% to 79%).  



 

 

3.3.  Success and limitations of multilevel interventions 

The benefits of multilevel interventions in addressing health disparities are agreed upon by scholars. 

By tackling the wide and multifaceted socio-ecological issues surrounding health disparities, they 

allow treatment to reach social groups, which would have otherwise been disadvantaged due to their 

status. For these people, individual-level interventions have often proven unsuccessful. Brown et al. 

(2019) highlighted how there is limited evidence that individual-level health interventions have 

sustained effects over the years, explaining that approaches aimed at modifying the behavior of single 

people often aren’t enough to reduce health disparities if the combination of cultural, economic, and 

social factors underpinning the behavior remain unchanged. Instead, the success of multilevel 

interventions lies in their tackling of structural determinants of health disparities. Among these 

determinants, scholars have found that multilevel interventions that tackle one or more levels (i.e. 

individual, interpersonal, community, etc.) and domains of influence (i.e. physical, sociocultural, 

healthcare, etc.) simultaneously are effective in fostering environments that support sustained 

behavior change. This is evident from multilevel health interventions conducted all over the world 

(Foltz et al., 2012; Singh et al., 2010); in the context of this thesis, it is exemplified by SASA!, an 

intervention that addressed gender-based violence for HIV prevention at both the interpersonal and 

community level through the lens of economic and social disparities among genders. SASA! is also 

an example of how achieving authentic community and stakeholder engagement makes multilevel 

interventions more effective than individual level ones. As Brown et al., (2019) showed, the 

involvement of the community as a whole, as well as every actor who holds power within that 

community, is fundamental to better develop, implement and sustain interventions that tackle 

structural determinants of health disparities. SASA!, like other studies (Castillo et al., 2019; Grubbs 

et al., 2013), likely achieved results by involving religious leaders as well as community activists in 

the implementation of the intervention. These interventions show that community stakeholders can 

be fundamental in advocacy and policy translation in communities affected by health disparities. 

Another explanation for the success of multilevel health interventions over individual-level ones is 

that they are often disease-agnostic, meaning they tackle common factors of risk that lead to multiple 

issues. In the context of this thesis, this was evident from Stephenson et al., (2011), who showed that 

family planning efforts can reduce the prevalence of HIV and other STIs at the same time. Disease-

agnostic interventions have also shown potential in the field of mental health (Brotman et al., 2016) 

and income disparities (Hamad & Rehkopf, 2015).  



Developing and implementing structural interventions also poses several challenges. Firstly, 

identifying the various socio-ecological factors that drive health risks and foster disparities among 

social groups can be complex. The levels of influence are often dynamic and interconnected; this 

complexity makes measuring the impact of interventions harder, particularly in the short term. 

Moreover, standard methods of measurement may not be enough to evaluate the impact of a certain 

intervention on disparities. The lack of a standardized definition of structural determinants and criteria 

for classifying groups of relevant interventions complicate the comparison and evaluation of the 

impact interventions on health disparities. Although data, such as health records and registries, often 

exists, there often are limitations in using them to evaluate structural interventions. This is because 

evaluators may not have had a role in the design or implementation of the intervention, therefore they 

lack the measures to determine causal relations. Multisectoral interventions also use large data sets 

which span multiple areas, therefore the harmonization of data is also a concern; scholars have 

highlighted the need for a common set of “minority health and disparities-related data elements” 

(Brown et al., 2019) that can be gathered across health and non-health sectors. Another limitation 

related to the implementation of multilevel interventions is the cost-effectiveness of the approach. 

Tackling structural determinants that have to do with poverty, housing and limited education requires 

significant investments at national and community levels. Funding is, however, often allocated in 

restricted ways, which impede innovation, even in the cases in which the potential benefits of an 

intervention have been recognized. Furthermore, the window of time needed to carry out adequate 

follow-up evaluations often extends far beyond ordinary funding cycles. Usually, research grants span 

three to five years; according to scholars, this is not enough to effectively evaluate the long-term 

impacts of structural interventions which sometimes require decades for health outcomes to be 

observed. Finally, although the evidence base for structural interventions to address health disparities 

is expanding, data is still lacking on the replicability and sustainability of successful interventions. 

Moreover, the rise of evidence-based strategies has not been followed by data to understand why a 

certain intervention was adopted in a certain geopolitical context. The expensiveness of multilevel 

interventions also represents a challenge, as each community must decide which intervention may 

offer the highest returns in population health improvement and reduction in health disparities. To sum 

up, there is a lack of information on the trade-offs for picking one intervention over another in a 

certain community.



 

Conclusion 

This thesis looked into the benefits of multilevel interventions for HIV prevention in young women 

in Sub-Saharan Africa. Due to the fact that they tackle so-called “structural determinants of health 

disparities,” multilevel interventions are especially effective on social groups which are affected by 

socioeconomic disparities within a society; this is the case of young women in Sub-Saharan Africa. 

Despite the fact that the region has experienced the greatest amount of progress in the world in the 

fight against HIV, its young women still bear a disproportionate burden of the HIV epidemic. This 

thesis has explained that this is due to a complex interplay of social, cultural, and economic factors 

that put young women at a disadvantage compared to their male counterparts. This is reflected in a 

range of concrete issues, which exacerbate the challenges faced by girls with regards to HIV. For 

instance, widespread sexist norms expose girls to intimate partner violence, which is a confirmed 

driver of HIV. Even in non-violent relationships, disparaging gender norms put women in a condition 

of submission to their male partner, which hinders their freedom to make health choices for 

themselves. Moreover, harmful gender roles result in low school attendance rates and high dropout 

rates for girls; this exposes them to early marriage, another driver of infection. Gender-based stigma 

and misinformation surrounding seropositivity also disproportionately affects girls: this leads to 

higher discrimination against them if they contract HIV, which results in a number of critical issues 

such as social rejection, homelessness, and unemployment. However, multilevel interventions have 

shown promise in reducing the structural determinants that lead to these issues. By tackling the 

disparaging social norms that expose women to HIV, multilevel interventions address the HIV health 

disparity while also keeping the socioecological factors that surround it under control, potentially 

paving the way for closing the gap that separates Sub-Saharan African young women from their 

counterparts when it comes to HIV prevention.
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Appendix: papers that resulted from the systematic review  

Paper Country Type of intervention Key expected outcomes Key beneficiaries 

Kim et al. 

(2007) 

South 

Africa 

Intervention With 

Microfinance for AIDS and 

Gender Equity (IMAGE) 

microfinance program 

Reduced intimate partner 

violence rates, increased 

testing uptake, improved 

female empowerment 

14-35 year old 

women from eight 

rural villages 

Jewkes et al. 

(2008) 

South 

Africa 

Stepping Stones behavioral 

training sessions 

Improved sexual health, 

reduced risky behavior  

1360 men, 1460 

women aged 15-26 

years 

Abramsky et 

al. (2014) 

Uganda SASA! community 

multilevel intervention 

Break gender norms, 

reduce acceptability of 

gender-based violence  

1583 18-49 year old 

people from four 

communities 

Mokganyetji 

et al. (2015) 

South 

Africa 

One Man Can one-to-one 

behavioral training 

sessions, group discussions 

on gender norms 

Reduced intimate partner 

violence rate in men 

93 adult men  

Stephenson 

et al. (2011) 

Zambia Zambia Emory HIV 

Research Project (ZEHRP) 

counseling and condom 

skills training, video 

sessions on contraceptives 

Increased contraceptive 

uptake, decreased fertility 

among serodiscordant 

couples 

1502 discordant and 

concordant positive 

couples 

Ybarra et al. 

(2015) 

Uganda CyberSenga school-based 

behavioral training 

sessions, video sessions on 

HIV 

Reduced risky behavior, 

improved motivation to use 

condoms 

366 sexually 

experienced and 

inexperienced 

students 

Peltzer et al. 

(2018) 

South 

Africa 

Protect Your Family video 

and training sessions 

Reduce HIV-positive 

pregnant women's self-

inflicted stigma 

699 pregnant HIV-

positive women 

Jones et al. 

(2014) 

Zambia Partner Project behavioral 

training sessions, alcohol 

use counselling, intimate 

partner violence 

counselling 

Improve risky behavior in 

serodiscordant couples, 

improving communication 

197 seroconcordant 

and discordant 

couples 

Wingood et 

al. (2013) 

South 

Africa 

SISTA South Africa 

multicomponent sessions 

Female empowerment, 

reduced risky behaviors 

342 18-35 years old 

women from 

isiXhosa community 

Konate et al. 

(2011) 

Burkina 

Faso 

Yerelon group sessions, 

individual contraceptive 

training, provision of ART 

Increased condom use 658 high risk young 

women  



Pettifor et al. 

(2018) 

South 

Africa 

Sonke Gender Justice 

community mobilization 

intervention 

Changed disparaging 

gender norms, increased 

awareness of gender 

inequities  

252 households in 11 

intervention 

communities 

Hallfors et 

al. (2015) 

Zimbabwe Eunice Kennedy Shriver 

National Institute of Child 

Health and Human 

Development school 

support structural program 

Increased school 

attendance 

328 orphaned 

adolescent girls 

Mathews et 

al. (2016) 

South 

Africa 

PREPARE school-based 

health training 

Delayed sexual debut, 

increased condom use 

6244 adolescent boys 

and girls 

Yotebieng et 

al. (2017) 

Congo President's Emergency Plan 

for AIDS Relief and the 

National Institute of Health 

and Child Development  

Retention in care of 

seropositive mothers 

433 newly diagnosed 

pregnant women 

Weiser et al. 

(2015) 

Kenya Shamba Maisha 

multicomponent 

agricultural intervention 

Improved quality of life, 

increased food intake 

72 farmer households 

Bachanas et 

al. (2015) 

Namibia, 

Kenya, 

Tanzania 

Multigovernmental clinic-

based intervention 

Decreased unprotected sex, 

increased information 

about transmission 

3034 patients in 

eighteen clinics 
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