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Why do we need structural interventions?

Significant progress against HIV but barriers remain

• Entrenched gender inequalities
• Violence against women and girls
• Poverty, economic inequality and 

underdevelopment
• Stigmatisation of HIV and some aspects of sexual 

behaviour
• Widespread alcohol availability



2. Concepts, definitions, measures



Conceptual framework



Conceptualising social norms
• Working meetings

(working group on social 
norms)

• Samata
(Social norms sustaining 
child marriage)

• Samvedana
(Social norms sustaining 
intimate partner violence)

• Parivartan
(Social norms sustaining 
child marriage)



7. Technical briefs



3. HIV Stigma

HIV-related stigma and discrimination hamper efforts 
to prevent new HIV infections and engage people living 
with HIV in care and treatment



The Health Stigma and 
Discrimination Framework

Enables stigma researchers across disciplines to: 

• Standardize measures, compare outcomes and build 
more effective, cross-cutting interventions

• Explore multiple health issues 
• Consider interaction between multiple identities, social 

inequalities and health issues (vs siloe-ed)
• Explore social and structural pathways (vs only 

psychological) 
• Understand both ‘stigmatized’ and ‘stigmatizer’
• Differentiate outcomes for affected populations from 

outcomes for organizations and institutions
• Identify areas where clinicians, programme implementers 

and policy makers can focus greater attention 





4. HIV and violence against women and girls

Growing evidence from sub-Saharan Africa countries 
shows that many forms of intimate partner violence –
physical, sexual and psychological – increase 
susceptibility to HIV and disease progression among 
women and girls



Evidence suggests multiple pathways behind Violence Against Women and HIV link

Biological Fear & control

Indirect 
pathways from 

child 
maltreatment

Indirect 
pathways 
from child 
maltreat

ment

Structural 
pathways

Adapted from Heise



Violence is preventable

SASA!
Abramsky et al, 2014

MAISHA
Kapiga, Harvey et al, 2018

IMAGE 
Pronyk et al, 2006

Reductions in violence can be achieved 
within programmatic time-frames

SHARE
Wagman et al, 2015



MAISHA Trial 

Design: Cluster randomised 
controlled trial

Study population: Women taking 
part in a group-based microfinance 
loan scheme

Study site: Mwanza city, north-
western Tanzania

Duration: September 2014 – January 
2018

Aim: To evaluate the impact of a social empowerment intervention 
combined with economic intervention on women’s experience of 
past-year intimate partner violence



Consciousness raising

Skills development

Greater 
social capital

Reduced levels of:
• Physical and/or sexual IPV
• Physical 
• Sexual IPV
• Emotional abuse

Reduced acceptance and 
tolerance of: 
• Gender inequality
• IPV 

MAISHA intervention & findings



Samvedana Plus: Reducing violence and increasing condom use in 
the intimate partnerships of female sex workers in Bagalkote District, 

northern Karnataka, South India

Slides by Prakash Javalkar



Samvedana Plus
High HIV prevalence among female sex workers (FSWs)

Almost 2/3
rd

female sex workers in the Karnataka state have an 

intimate partner (IP) in addition to a paying client1

High levels of violence (~41-50%) and low consistent condom 

use (39%) in these intimate relationship1

Paucity of interventions to address intimate partner violence 

(IPV) among female sex workers

Samvedana Plus, a three year intervention (2015–18), the first 

to address IPV and low condom use within the intimate 

relationships of female sex workers

1IBBS, India 2014-15



Intervention
An intervention with Female Sex 
Workers (FSWs); predominantly 
‘Devadasi’ sex workers, aged 18+ 
with an intimate partner

Implemented  by a sex worker 
led community-based 
organization (CBO) in two 
talukas of Bagalkote districts, 
northern Karnataka, south India

Involved  800 FSWs across 47 
villages (24 intervention & 23 
comparison)



Evaluation

Cluster-randomised control trial design

47 village clusters randomised into 24 intervention & 23 comparison

620 sexworkers (328 intervention, 292 comparison) at baseline

547 sexworkers (288 intervention, 259 comparison) at endline

• No difference in primary outcomes across arms

(Contamination: same CBO of sex workers in control & intervention 
villages) 

• Lower acceptance of IPV and higher level of self-protection strategies 
and solidarity among sex workers around IPV in intervention arm

• Difficulty of working with intimate partners of sexworkers

Findings



§Young women in sub-Saharan Africa remain at 
disproportionate risk of acquiring HIV

– 10% of the population; 25% of new infections

§Examples of behaviours that increase their vulnerability to 
HIV

– Unprotected sex (lack of condom use)
– Multiple & concurrent partners
– Having sex with older partners (intergenerational sex)
– Gender-based violence (GBV)
– Transactional sex (TS)

UNAIDS, 2018; STRIVE/UNAIDS, 2018

5. Adolescent girls and young women



Transactional sex is not sex work

Transactional sex refers to noncommercial, 
nonmarital sexual relationships motivated 
by the implicit assumption that sex will be 
exchanged for material benefit or status



Transactional sex increases HIV risk 
for young women

Women who had ever practiced transactional sex 
were on average 50% more likely to be HIV+ than 
sexually active women who had not practiced TS



STRIVE’s work on transactional sex & HIV

Inform
Structural 

Interventions 
with young 
women to 

address the 
complex nature 

and 
motivations for 

TS 

1. Improve evidence on 
role of TS in HIV for 
young women

2. Improve 
understanding of the 
motivations for TS

3. Improve definition 
and measurement of 
TS as a distinct 
sexual practice 



Implications for interventions

§ Current interventions are not adequately capturing 
multiple motivations of TS and HIV risk
– Not all women/girls see themselves as “vulnerable 

victims” 
– Not all TS relationships are for basic needs

§ Relationships involving exchange are not in 
themselves ‘risk behaviours’
– Should not seek to eliminate all exchange in 

relationships
– Intervene on aspects of transactional sex that 

increase HIV risk

24



The Samata intervention to increase secondary school 
completion and reduce child marriage among adolescent 

girls from marginalised communities in northern Karnataka, 
south India

Slides by 
Ravi Prakash



Samata
• Vulnerability of adolescent girls from marginalised communities (scheduled 

caste/tribe) from north Karnataka to early marriage, early entry into sex work and 
HIV infection

• Globally, each additional year of schooling is associated with reduced HIV 
prevalence (by 43%), reduced child marriage (by 63%), reduced hunger (43%), and 
increased wage (by 10%)



Evaluation of Samata

• Cluster- randomised control trial 
design; mixed-method approach

• Two districts of north-Karnataka, 
south India: Vijayapura & 
Bagalkote

• Coverage and participants:

• 80 village clusters
• 129 schools
• 2457 girls aged 13-14 yr at 

baseline (in standard 7th) and 
their family members

• Response rates:
• ~91% baseline
• ~72% endline

Enumeration of all high schools in 
the two study districts: 1075 

schools

225 schools in final sample grouped
into 80 village clusters

Equal allocation of village clusters 
(40= Control; 40= Intervention) 
involving 129 schools and 2457 

SC/ST girls in 7th standard

40 control
village clusters 

(60 schools/ 
1192 girls)

40 intervention
village clusters 

(69 schools/
1265 girls)

Excluded:
319 urban schools
87 private
431 <10 SC/ST girls 
in 8th standard
13 boys only

1111 girls at 
baseline

1164 girls at 
baseline

876 girls at 
endline

912 girls at 
endline

N=2275

N=1788



No difference in primary and secondary outcomes by trial arm (various factors, 
mainly government policies making similar improvements at the same time)

In one of the two districts, increased secondary school entry and completion 
rates were associated with Samata

Positive influence of intervention on some intermediate outcomes (improved 
social networking, uptake of skills and training)

Findings from Samata

Lessons
The need to work with most marginalised and vulnerable girls and families in the 
society

To address secondary school dropout and child marriage among girls, a multi-level 
intervention is needed and is feasible to implement, even in the most marginalised 
communities that are generally ‘left-behind’



6. Structural barriers to biomedical interventions

Biomedical interventions alone will not achieve the 
ambitious target to `End AIDS’ without addressing 
structural factors that
• shape HIV risk
• undermine uptake and effective use



Achieving universal treatment coverage: The 
treatment cascade

Levi, BMJ, 2016



East and Southern Africa – among adolescent girls/young 
women:
• HIV prevalence 3 times higher than among young men
• Around 1/3 have experienced violence in their lifetime
• PrEP is a potentially empowering HIV prevention technology 

for young women
• Mounting evidence that even fear of violence may lead to 

non-uptake, as well as poor adherence
• Need for data to guide:

• Integrating GBV screening and linkage to care into HIV 
prevention

• Strategies to support PrEP uptake and consistent use 

EMPOWER: combination HIV prevention intervention 
that includes oral PrEP for adolescent girls and young 

women in South Africa and Tanzania



Johannesburg

Mwanza

Study design



Findings

Lifetime experience of GBV high
Integrating GBV screening into HIV testing and counselling 
services is feasible and acceptable 
Possible to deliver oral PrEP as part of combination HIV 
prevention  programme

Women keen to use new forms of HIV prevention 
that they can control 
• acutely aware of their HIV risk
• highly motivated to protect their health and future

Empowerment clubs highly valued by participants

PrEP uptake very high – 97%
PrEP continuation declined to 60% at month 6
No difference between standard support and enhanced support 
arms



Alcohol: HIV among other sectors 

§ Alcohol misuse contributes to risk of acquiring HIV through 

sexual risk and speeds the progression of disease 

§ Combating the harms of alcohol use requires structural 

interventions that cross-cut development sectors



Youth and alcohol marketing and availability: 
3-country study

Lebohang Letsela & Renay Weiner
Soul City Institute for Social Justice, Johannesburg, South Africa
Haika Osaki & Gerry Mshana
National Institute for Medical Research (NIMR), Mwanza, Tanzania
Priti Prabhughate
International Centre for Research on Women (ICRW), Mumbai, India
Katherine Fritz
International Centre for Research on Women (ICRW), Washington DC



Just by looking at the image of this 
alcohol, you feel like trying it!  
© Paballo/ 31-10-15/ South African Site)

• Alcohol advertising is attractive

Youth and alcohol marketing and availability: 
3-country study

• Gendered advertising:
Beer for men; 

Flavoured alcoholic beverages for females

‘a champion beer for champion men’
Adverts use gender norms to appeal to 
male drinkers (Tanzanian Site)



Alcohol 
outlets & 
adverts  

near schools 
-within 

500m radius 

Mumbai, India

Mwanza, TanzaniaTshwane, 
South Africa

Findings from GIS mapping



Impact

Tanzania – contribution to ban of alcohol sachets

South Africa – absorbed by Southern Africa Alcohol Policy 
Alliance in advocacy work
- contribution to Liquor Act Amendment efforts



7: Development synergies and co-financing

Key social and 
structural drivers 
offer investment 
opportunities to 
realise co-
benefits, 
multiply impacts 
and achieve 
‘development 
synergies’.



HIV 

Biomedical & 
behavioural 
programmes

HIV +

Adding structural 
elements to HIV 

programming

DEV+ 

Integrating HIV 
components into 

development 
programming

DEV

Achieving HIV 
benefits of  

development 
programmes

HIV DEVELOPMENT

Opportunities for HIV and development impacts 
through joined up approaches to delivery & financing



Co-financing



Co-financing: key messages
ü Co-financing can save governments money. It improves resource efficiency 

by investing in high-value interventions that hit multiple SDG targets, across 
different sectors, at once.

ü High-value, win-win interventions are needed to realize the broad and 
interconnected SDGs. However, these interventions are less likely to be 
prioritized, financed and taken to scale where sectors evaluate costs and 
benefits in isolation. The result is welfare loss and suboptimal resource 
allocation. 

ü High-value interventions can be funded more efficiently through an 
appropriate pooling of public resources across benefiting sectors, with 
contributions guided by each sector’s WTP for expected results. 

ü Co-financing does not require additional funds or increasing capital 
investment. It merely involves an approach to achieve a better, more efficient 
domestic allocation of resources across sectors.



Overview of the UNDP-STRIVE co-financing project
With funding from the Japanese Government, the project 
ü Sensitized senior policymakers and technical officers 

from Ethiopia, South Africa, Malawi, Tanzania, Kenya, 
Zambia and Ghana.

ü Assisted the development costed co-financing 
models/plans that advance UHC and human 
development. 

ü Provide countries with the follow-on technical and 
other support needed for implementation.

üDeveloped a Guidance Note and Lessons Learned 
publication.



8. Conclusions

STRIVE set out in 2011 to `keep structural drivers on 
the HIV agenda’…

Through our new research and synthesis of the existing 
evidence base, STRIVE is considered to have 
contributed to the increased priority and prominence 
of structural factors in efforts to address the epidemic



Thank you!

http://strive.lshtm.ac.uk/


