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Summary of systematic review

Introduction: Tremendous progress has been made in the global fight against HIV. However, the impact of 
HIV interventions among adolescent girls and young women is not clear. We aimed to explore the impact of 
biomedical, behavioural and structural interventions targeted at adolescent girls and young women on HIV 
incidence and other biomedical, behavioural and structural outcomes in sub-Saharan Africa.   

Methods: We conducted a systematic review. An online search of various databases such as PsycARTICLES, 
Embase, Global Health, MEDLINE, and PsycINFO, PubMed, CINAHL, ProQuest, and WHO Afro Library, 
the Cochrane and Campbell databases and the PROSPERO register of systematic reviews was conducted 
for studies reporting HIV interventions and outcomes for adolescent girls and young women aged 15-
24 years in sub-Saharan Africa. Given the heterogeneity in interventions in terms of context, study group, 
implementation type, study design, sample size and characteristics, outcome indicators, analysis methods, 
variations in conditions and geography, it was difficult to compare outcomes across contexts and the studies 
in this systematic review. The intervention summaries instead highlight patterns within these characteristics 
but do not seek to explicitly compare the studies.

Findings: 73 studies were identified from twelve countries in sub-Saharan Africa, with most interventions 
taking place in Southern and Eastern Africa. Few studies measured biomedical and/or structural outcomes, 
while most focused on self-reported behavioural outcomes. Seven biomedical, 31 behavioural and 35 
structural interventions were included in this systematic review. 
Biomedical interventions: Some biomedical interventions have been shown to reduce the transmission of HIV. 
However, others have had no to little impact on reduction in HIV risk for women due to lack of efficacy, varied 
uptake and low adherence to pre-exposure prophylaxis, biologic factors, and concerns of potential side effects 
of the intervention. Implementers must understand the target population requirements, their motivation 
for enrolling in the study and perceptions of potential benefits. Implementation of multilevel interventions 
focusing on HIV testing for couples and not only adolescent girls and young women is critical. There must be 
plans in place to achieve high adherence outside clinical-trial settings, such as the introduction of less user-
dependent pre-exposure prophylaxis formulations that do not require daily use. In terms of scaling up, HIV 
prevention technologies must be accessible, affordable and easy to use and adhere to. 
Behavioural change interventions: Interventions included in this review had impact on more than one self-
reported behavioural and structural outcome. While behavioural change interventions are extremely critical 
in HIV prevention among adolescent girls and young women,  their success is largely dependent on a number 
of aspects such as: access to financial and human resources;  logistical, theoretical and methodological factors; 
dealing with competing health priorities; and the suitability of the programme to the local context. There is need 
for evidence-based, contextually specific and cost-effective approaches. Interventions must avoid isolated 
focus on adolescent girls and young women to include other population groups. Implementers must deal with 
challenges of self-reports and social desirability by implementing combination prevention interventions. 
Structural interventions: Most of the evidence on the structural HIV prevention interventions for adolescent 
girls and young women focused on self-reported behavioural and structural outcomes, with few measuring 
biomedical outcomes, with current evidence on the impact of conditional incentives mixed. There is need for 
further research on the mechanism driving divergent results on financial incentives for HIV risk reduction 
and to understand mechanisms for attaining sustained responses after interventions end. Implementers need 
to respond to issues around the complexity and costs associated with structural interventions in terms of 
implementation, policing conditions, feasibility, sustainability, and cost-effectiveness of incentive programmes 
in resource-constrained countries with limited administrative capacity. It is also critical to address the ethical 
concerns about removing sources of income from poor adolescent girls and young women in periods of acute 
vulnerability, such as HIV diagnosis. 

Conclusions: There has been some success in combating the generalised HIV epidemic. However, adolescent 
girls and young women in sub-Saharan Africa remain highly vulnerable to HIV infection. We argue for the design 
of combination prevention strategies, which are contextual, feasible, effective, acceptable and scalable. HIV 
prevention interventions for adolescent girls and young women need to be informed by the socio-ecological 
model of development, which consider childhood factors, individual’s relationship and interaction with their 
family, peers, sexual and social networks and community and cultural contexts.
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Introduction 

Remarkable progress has been made in the global fight against HIV. UNAIDS estimates that the number of 
new  HIV  infections in the overall population in sub-Saharan Africa declined by about 40% between 1997 
and 2018. In 2018, around 1.7 million [1.4 million-2.3 million] were newly infected with HIV, compared to 2.9 
million [2.3 million-3.8 million] in 1997 [1]. The global acceleration of the AIDS response over the past decade, 
particularly increased access to antiretroviral therapy (ART) for HIV treatment, has resulted in declining HIV 
incidence in many regions of the world and a third reduction in AIDS-related deaths between 2010 and 2018 
[2]. Although promising, these declines are too small and too slow to alter the vulnerability of key populations 
disproportionately affected by HIV, including men who have sex with men (MSM), injecting drug users [3], sex 
workers (SW) and adolescent girls and young women (AGYW) aged 15-24 years in sub-Saharan Africa [4]. 

Of the 10 countries that contribute two-thirds of all HIV infections globally, 7 are in eastern and Southern 
Africa. In these regions, women account for 60% of all people living with HIV. Of all HIV infections occurring 
among adolescents in sub-Saharan Africa, four in five are in girls aged 15–19 years – with HIV risk being 
six times higher among young women than among young men in Southern Africa and three times higher in 
Eastern Africa [4]. AGYW in Malawi, Zambia and Zimbabwe are up to 14 times more likely to become HIV-
infected than their male counterparts [5, 6]. In sub-Saharan Africa, AGYW are also twice as likely to be living 
with HIV than young men of the same age [1]. Progress towards achieving the United Nations’ (UN) goal of 
ending AIDS as a public health threat by 2030 will not likely be reached unless a major effort is made to reduce 
HIV incidence rates in AGYW. 

Although there is evidence of a decline in the absolute levels of HIV incidence among AGYW between 2005 and 
2015 in Rakai, Uganda [7], Manicaland [8, 9], and among female sex workers in Kenya [10], HIV incidence has 
remained largely unchanged in the highest-burdened communities in South Africa. HIV incidence rates have 
also remained high in certain high-risk groups such as fishing communities in Uganda, where HIV incidence of 
up to 12.4% are observed among teenage girls aged 15–19 years, and among female sex workers aged 18–24 
years in South Africa (HIV incidence of 13.2%) and Zimbabwe (10.8%) [11]. 

This consistent high HIV incidence among AGWY has led to many interventions in sub-Saharan Africa to target 
this population group in order to reduce vulnerabilities that put AGYW at risk of HIV infection, as well as to 
mitigate factors that drive the disease. Most interventions in the region have focused on increasing gender 
equity in HIV and AIDS programmes and services, including reproductive health; preventing and responding 
to gender based violence (GBV); comprehensive sexuality education and access to sexual reproductive health 
and rights (SRHR) services; engaging men and boys; increasing women and girls’ legal rights and protection; 
and increasing women and girls’ access to income and productive resources, including education. Examples 
of these programmes include the President’s Emergency Plan for AIDS Relief which has dedicated significant 
resources through the Determined, Resilient, Empowered, AIDS-free, Mentored, and Safe (DREAMS) 
partnership to impact the lives of women and girls based on PEPFAR’s mission to help countries achieve 
epidemic control of HIV and AIDS [12] and the South African Government’s implemented ‘She Conquers’ 
Programme to reduce HIV infections, improve overall health outcomes, and expand opportunities for AGYW 
to decide their own futures [13]. 

Statement of the problem
Evidence shows that despite their efficacy, biomedical responses, including ART and oral pre-exposure 
prophylaxis (PrEP) are not being accessed or used consistently, hence the minimal decrease in HIV incidence 
among AGYW is not surprising [14]. Poor access, uptake and adherence to these biomedical interventions 
can be attributed to individual and relational behavioural challenges among AGYW and their male partners. 
For AGYW in resource-limited settings, these individual and relational barriers are exacerbated by structural 
constraints and other social triggers – including, poverty, gender inequality, violence against women, which 
increase the vulnerabilities of women in Africa [15]. 

This systematic review explores biomedical, behavioural and structural programmes for AGYW, which 
are needed to reduce HIV incidence in this high-risk population in sub-Saharan Africa. We conclude that 
while all intervention models play important roles in the reduction of HIV incidence among AGYW, they have 
their limitations. In this regard, we argue for combination prevention strategies that are evidence-based and 
contextually informed to reduce HIV infection in this vulnerable population group. 
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Methods

This review aims to evaluate the impact of HIV prevention programmes targeted at AGYW (15-24 years) 
on HIV incidence and other biomedical, behavioural and structural outcomes in sub-Saharan Africa. A 
review protocol for this report was not registered, but the search protocol and search terms for this review 
are presented in Table 1. This review followed the Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines. A preliminary scope of literature available online was done in May 2019 
to identify the quantum of available documents. 

Inclusion criteria 
This consists of study population, design, sampling strategy, outcome measures, population type, and language. 
To document outcome incidence, prevention interventions and factors associated with the outcomes, cross-
sectional surveys, qualitative studies and longitudinal prospective cohort studies were included. Although 
we acknowledge that Randomised Controlled Trials (RCT) provide the strongest form of evidence about 
intervention impact, this review also included studies with less rigorous designs: pre-post intervention 
comparisons and post-intervention comparisons with control populations.

Studies measuring at least one HIV prevention outcome were included. Unlike other reviews, prevention 
outcomes were not only limited to biomedical outcomes such as HIV or sexually transmitted infection incidence 
but focused also on behavioural outcomes such as condom use, partner reduction or school attendance, and 
structural outcomes such as reduction in intimate partner violence. No limits were set on the sample size.

Exclusion criteria
Studies focusing on HIV-positive adolescents, children and adult populations, studies that did not present HIV 
prevention intervention outcomes and studies conducted outside sub-Saharan Africa. Systematic literature 
reviews, protocol papers (including those of DREAMS) and conceptual or theoretical papers without data 
were also excluded. 

Search Strategy 
An online search of various databases such as PsycARTICLES, Embase, Global Health, MEDLINE, and 
PsycINFO, PubMed, CINAHL, ProQuest, and WHO Afro Library, the Cochrane and Campbell databases 
and the PROSPERO register of systematic reviews was conducted. We also searched for the International 
AIDS Society conference abstracts and presentations, as well as websites of major international and regional 
organisations, such as the World Health Organization (WHO), Joint UN Program for HIV/AIDS (UNAIDS), 
the UN Children’s Fund, United States Agency for International Development (USAID), UN Family Planning 
Agency (UNFPA), International Planned Parenthood Federation (IPPF), and Population Council (see Table 1 
for search protocol and terms). Searches were done between May 2019 and March 2020.
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Table 1: Search protocol and terms

Concept Keywords

Population 
groups: AGYW; 
adolescent boys 
and young men

Girl OR adolesc* OR woman OR women OR female OR femin*

Boy OR adolesc* OR man OR men OR male OR mascul*

Intervention 
components

Biomedical interventions
Pre-exposure prophylaxis OR oral PrEP OR injectable PrEP OR microbicides OR 
tenofovir gel OR tenofovir OR antiretroviral therapy OR ART

Behavioural change interventions
Education OR school-based OR school based OR youth-based OR youth based OR 
community-based OR community-based OR home-based OR home based OR skills 
development OR skills building OR education 

Structural interventions
Cash plus care OR cash transfer OR school fees OR tuition payment OR bursaries 
OR school grants OR school facilitation OR education facilitation OR youth training 
OR workforce education OR workforce readiness OR economic strengthening OR 
microfinance OR micro-finance OR micro finance OR microcredit OR microenterprise 
OR micro-enterprise OR savings OR income generation OR income generating activity 
OR income generating activities OR cash OR asset OR financial incentives OR social 
protection OR livelihood OR livelihoods

Intervention 
outcomes

HIV OR human immunedeficiency virus OR human immunodeficiency virus OR human 
immune-deficiency virus OR human immune-deficiency virus OR STI OR STD OR 
sexual risk OR sexually transmitted OR sexual disease AND Prevention OR prevent 
OR incidence OR transmission OR transmit OR acquire OR acquisition OR behaviour 
OR behaviour OR behaviours OR behaviours OR risk OR risks OR risky OR sexual 
activity OR sexual activities OR sexual practice OR condom OR condoms OR male 
circumcision OR partner reduction OR number of partners OR gender based violence 
OR gender-based violence OR GBV OR IPV OR intimate partner violence OR sexual 
reproductive health OR SRH OR sexual reproductive health and rights OR SRHR OR 
pregnant OR pregnant*

Region sub-Saharan Africa

Time limit
All searches were conducted within the publication date limit from 2000 to 2020, 
reflecting the time since HIV was diagnosed in adolescents and young people.

Screening
The screening process followed the Cochrane Collaboration Handbook guidelines. Following merging and de-
duplication, two authors reviewed titles and abstracts for relevance. Full-text documents were retrieved and 
checked for eligibility against inclusion and exclusion criteria. Email requests for clarifications, unpublished 
data, and data from published studies were sent to researchers working on HIV prevention interventions 
for HIV-negative AGYW in sub-Saharan Africa. Reference lists of the included studies and of other relevant 
reviews were screened for further eligible titles.

Data extraction
Data was extracted from full-text records using a pre-piloted data extraction form. A second independent 
reviewer checked the data extraction for each included study and any discrepancies were resolved through 
discussion. 

Risk of bias 
This was assessed using a Study Quality Checklist and risk assessment form. The form draws from guidance 
on assessing systematic bias from the Cochrane Handbook for experimental designs (RCTs, non-randomised 
controlled trials and pre- and post-test experimental design) and the Cambridge Quality Checklist for 
systematic reviews of risk factors. 
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Characteristics of included studies
Figure 1 shows the PRISMA flow diagram for included studies. The PRISMA checklist is available as supporting 
information. Results from different database searches were merged, resulting in 3921 records. Unpublished 
literature searches and hand-searches of references of included studies resulted in an additional 86 records. 
After duplicates were identified and removed, two authors (TM/TD) reviewed 3317 titles and abstracts 
and the full text documents for 194 results. This resulted in 73 relevant primary research studies that met 
inclusion criteria (see Figure 1).
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Figure 1: PRISMA FLOW CHART
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Results

Overview of included intervention studies
In total, 73 intervention papers were included in this review with a combined total of more than 40000 
participants (see Appendix A and B). However, the number of participants varied widely across individual 
studies, ranging from 22 to 17870. Most of the interventions were conducted in Southern and Eastern 
Africa, with only one study in West Africa. The 73 studies included were done in twelve sub-Saharan African 
countries: South Africa (n=30), Kenya (n=7), Uganda (n=7), Zimbabwe (n=6), Malawi (n=5), Tanzania (n=5), 
Lesotho (n=3), Botswana (n=1), Zambia (n=1), Liberia (n=1), Ethiopia (n=1), Republic of Congo (n=1) and 
multi-country studies (n=5). This representation should be taken in light of the HIV epidemics in Africa, where 
Southern and Eastern Africa have the highest epidemics. Maybe because of this, most resources are directed 
to and interventions are being implemented in these regions to address the needs. Included studies assessed 
at least one HIV prevention intervention and one HIV prevention outcome, including biomedical outcomes 
such as HIV incidence; behavioural outcomes such as self-reported condom use or partner reduction; and 
structural outcomes such as reduction in GBV and/or intimate partner violence (IPV). 

This study yielded a range of HIV prevention interventions for AGYW in sub-Saharan Africa. These included 
biomedical interventions such as the use of oral PrEP for women and their partners; behavioural interventions 
such as school-based, youth-based, and community-based programmes to prevent HIV infection; and 
structural interventions such as unconditional cash transfers, conditional cash transfers, financial incentives, 
food assistance, and educational support. Given the heterogeneity in interventions in terms of context, study 
group, implementation type, study design, sample size and characteristics, outcome indicators, analysis 
methods, variations in conditions and geography – it is difficult to compare outcomes across contexts and 
the studies in this review. The intervention summaries instead highlight patterns within these characteristics 
but do not seek to explicitly compare the studies. Even when the same intervention and/or outcome was 
measured, variation in these characteristics as well as different analysis methods make it difficult to directly 
compare effect sizes between studies.

Biomedical HIV prevention interventions and outcomes for AGYW
Given the high HIV infection among AGYW in sub-Saharan Africa, huge efforts have been taken to increase 
the availability of HIV incidence reduction strategies and identify programmes that give women control of 
their sexual reproductive health, such as increasing HIV testing, and promoting the consistent access and use 
of topical, oral, injectable PrEP, and use of microbicides [16-22] (see Table 2). These biomedical prevention 
interventions provide personal control over HIV prevention and offer the ability to be used discreetly [18]. 
In the past two decades, sub-Saharan Africa has tested a number of these biomedical prevention options 
for efficacy in AGYW, including strategies to prevent and/or treat STIs as a means to decrease women’s 
vulnerability to HIV infection. All biomedical HIV prevention interventions included in this review only 
reported on biomedical outcomes. While some of these biomedical interventions have been shown to reduce 
the transmission of HIV [16-19, 21], others have had no to little impact on reduction in HIV risk for women 
[20, 22]. 
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Table 2: Biomedical HIV interventions and outcomes for AGYW

Description of interventions Outcomes

Thigpen [16] (Botswana): Antiretroviral 
Preexposure Prophylaxis for Heterosexual HIV 
Transmission in Botswana

Efficacy of daily oral PrEP among young African women 
was high in the Botswana TDF-2 study (although with 
limited power for gender sub-analysis)

Baeten [17] (Kenya and Uganda): Antiretroviral 
Prophylaxis for HIV Prevention in Heterosexual 
Men and Women

High effectiveness of daily oral PrEP among HIV 
serodiscordant couples until the HIV infected partner is 
typically virally suppressed on ART; HIV transmission was 
almost eliminated (96% effectiveness) in this time-limited 
use of PrEP delivered with brief adherence counselling

Baeten  [18] (Malawi, South Africa, Uganda and 
Zimbabwe): Use of a Vaginal Ring Containing 
Dapivirine for HIV-1 Prevention in Women

A monthly vaginal ring containing dapivirine reduced 
the risk of HIV-1 infection among African women, 
with increased efficacy in subgroups with evidence of 
increased adherence.

Abdool Karim [19] (South Africa): Effectiveness 
and Safety of Tenofovir Gel

The CAPRISA 004 trial when gel was conducted 
in Durban and a rural site, Vulindlela, in Kwa-Zulu 
Natal Significant differences were observed in the 
socioeconomic status, sexual behaviour, and HIV 
protective effect of pericoital tenofovir gel. 

Van Damme [20] (Kenya, South Africa, 
Tanzania): Preexposure Prophylaxis for HIV 
Infection among African Women

Prophylaxis with TDF–FTC did not significantly reduce 
the rate of HIV infection and was associated with 
increased rates of side effects, as compared with placebo.

Nel [21] (sub-Saharan Africa): Safety and 
Efficacy of a Dapivirine Vaginal Ring for HIV 
Prevention in Women

Among women in sub-Saharan Africa, the dapivirine ring 
was not associated with any safety concerns and was 
associated with a rate of acquisition of HIV-1 infection 
that was lower than the rate with placebo. 

Marrazzo [22] (South Africa, Uganda, 
Zimbabwe): Tenofovir-Based Preexposure 
Prophylaxis for HIV Infection among African 
Women 

None of the drug regimens evaluated reduced the rates 
of HIV-1 acquisition in an intention-to-treat analysis. 
Adherence to study drugs was low.

The low effectiveness of biomedical interventions included in this review is due to a number of reasons, 
including but not limited to: lack of efficacy [20], varied uptake and low adherence to PrEP [22], biologic 
factors such as the presence of a very high viral load in the infecting partner, as occurs in the acute phase 
of HIV infection [20], and concerns of potential side effects of the intervention. To address the issue of 
efficacy in biomedical intervention studies we need to understand our target population requirements and 
their motivation for enrolling in the study, as well as their perceptions of how they will benefit from taking 
part in the intervention [22]. To reduce exposure of infection from a sexual partner, interventions need to 
first acknowledge that sometimes the best HIV programmes are only able to reduce but not eliminate risk. 
To achieve maximum reduction in HIV infection interventions need to focus on HIV testing for couples and 
not only AGYW, encouragement of risk-reduction behaviours and prompt initiation of ART for HIV infected 
persons as a means of ensuring treatment-as-prevention. 

In terms of addressing the low adherence among participants, we need to be asking critical questions such 
as: Are these interventions based on assumptions that people will always make informed decisions and will 
always use and adhere to HIV prevention technologies? How do the individual, relational and structural 
issues interact to give AGYW agency to either utilise or disengage HIV prevention technologies? We need to 
acknowledge these relational/familial and structural factors that impact on the AGYW’s behaviour towards 
these biomedical interventions. It is therefore very critical to come up with strategies that promote and achieve 
high adherence outside clinical-trial settings. This will be necessary to achieve maximum public health benefits 
of PrEP because the success of these biomedical interventions depend on strong behavioural and structural 
components in terms of uptake and adherence. Lessons from the CAPRISA 004 trial on the effectiveness and 
safety of Tenofovir Gel show the need to understand differences in the behaviours and environmental factors 
of rural and urban women,  which may be informative in understanding AGYW’s product preferences and 
behaviours [19]. In the future, poor uptake and adherence might be somewhat circumvented by products that 
do not require daily use, such as vaginal rings [18, 21] or long-acting injectable PrEP. 
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In a recent trial, Cabotegravir was found to be effective in preventing HIV infection, suggesting that injections 
may be more effective than daily oral PrEP [23], when provided in the context of AGYW-friendly services, as 
evidenced in long-acting, reversible contraception (LARC) [24]. 

But while striving to identify less user-dependent PrEP formulations, we need to try to optimize delivery of 
existing evidence-based HIV prevention tools, including oral PrEP, HIV testing, and risk-reduction counselling, 
the best way we can, in populations that would benefit most and support high levels of adherence. The lessons 
learned will inform design and delivery of future products. In this regard, mathematical modelling may assist in 
designing programmes and making policy decisions regarding the incorporation of multiple, evidence-based 
biomedical, behavioural and structural interventions centred on effective targeting and demand creation 
strategies to achieve maximum benefits for AGYW. 

In terms of scaling up, we need to start thinking about the accessibility, affordability, adherence and clinical 
monitoring of these biomedical products for HIV prevention among the most vulnerable AGYW in sub-
Saharan Africa. To ensure equitable access to and consistent use of these biomedical products, we would 
require to ensure cost-effectiveness, otherwise these products will only be accessed by those who can afford 
them. To promote adherence to biomedical products among AGYW, there would be a need to ensure that 
health care provision is AGYW friendly in terms of implementing a risk-reduction approach to AGYW’s sexual 
engagements. Health care settings also need to accommodate AGYW in terms of consultation times, spaces 
and privacy. Lastly, it would also be important to factor in critical issues of clinical monitoring of the products 
for any side or adverse effects. 

Behavioural change HIV prevention interventions and outcomes for AGYW
Behavioural change HIV prevention interventions aim to delay sexual debut, reduce the number of sexual 
partners and promote consistent use of condoms during sexual encounters. They also promote acceptability, 
uptake and adherence to prevention technologies. Behavioural change interventions usually take place at an 
individual, family or community level [25]. This review focused on a number of behavioural change interventions 
and outcomes [26-56] (see Table 3). Only five out of thirty-one behavioural change interventions had 
biomedical outcomes [28, 30, 31, 34, 45, 50], with one school-based and one community-based intervention 
reporting positive associations with biomedical outcomes [30, 31, 50]. 

Table 3: Behavioural change HIV prevention interventions and outcomes for AGYW

Description of interventions Outcomes

HealthWise [26, 27] (South Africa): School-
based 18 session curriculum focused on 
sexual risk & substance use behaviours

Modest increase in condom use at last sex (both intervention and 
controls) and risk behaviour at last sex for the intervention group. 
No biomedical outcomes

Doyle [28] (Tanzania): MEMA kwa Vijana 
school-based intervention to promote 
youth sexual and reproductive health

Increased knowledge but no significant differences in behavioural 
(sexual partners, coitarche, condom use). No significant differences 
in biomedical outcomes (HIV or HSV-2).

Cowan [29] (Zimbabwe): 1) Regai Dzive Shiri 
youth to increase youth access to services

Increase in STI and pregnancy knowledge, but not in HIV knowledge.
No biomedical outcomes (HIV or HSV-2)

Jewkes [30, 31] (South Africa): 13, Stepping 
Stones 3 hour sessions delivered to sex-
specific groups after hours on school 
premises, which focused on gender norms, 
gender-based violence.

There was a reduction in HSV-2 prevalence among men and 
women. No significant reductions in HIV or behavioural outcomes 
was not significant

Mwale [32] (Northern Malawi): Adolescent 
exposure to behaviour change interventions 
and HIV risk reduction

Exposure to behaviour change interventions did not affect risk 
reduction in the study area
No biomedical outcomes

Jemmott [33] (South Africa): School-based 
intervention to increase knowledge, skills, 
self-efficacy and modify beliefs about HIV 
& STIs

Significantly reduced unprotected sex, number of sexual partners 
and frequency of sex.  
No biomedical outcomes
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Description of interventions Outcomes

Wingood [34] (Western Cape, South Africa): 
Efficacy of SISTA South Africa

Intervention group reduced the frequency of unprotected vaginal 
intercourse acts, were more likely to report not desiring dry sex and, 
were more likely to perceive that their main sexual partner did not 
desire dry sex. The HIV intervention did not reduce STI incidence.

Dancy [35] (Two rural districts, Malawi): 
Efficacy of Mzake ndi Mzake Kuunikira 
Achinyamata (MMKA)

The adolescents in the MMKA community significantly reported 
safer sexual behaviours and positive attitudes towards condom use 
and condom self-efficacy.
No biomedical outcomes

Visser [36] (South Africa): Peer education 
and support programme in secondary 
schools

An increase in the percentage of learners who were sexually 
experienced in the 18 months. No change for the experimental 
group.
No biomedical outcomes

Visser [37] (South Africa): ISIBINDI model is 
home visits to promote OVC wellbeing

Less ex-participants of ISIBINDI reported HIV risk behaviour 
compared to controls. 
No biomedical outcomes

Agha [38] (Republic of Zambia): The Zambia 
peer sexual health intervention

Intervention arm more likely to approve of condom use and to 
intend using condoms immediately after the intervention. 
No biomedical outcomes

Swartz [39] (South Africa): Vhutshilo, 
A peer-led intervention for vulnerable 
adolescents

Significant reduction in the number of sexual partners in the 
intervention group at follow up and significant improvements of 
psychosocial skills following the intervention.
No biomedical outcomes

Magnani [40] (South Africa): Life skills 
education on adolescent sexual risk 
behaviours

Significant effects on sexual-reproductive health knowledge and 
perceived condom self-efficacy, along with larger effects on condom 
use at first and last sex. No consistent effects on age at sexual 
initiation, secondary abstinence, or partnering behaviours.
No biomedical outcomes

Erulkar [41] (Kenya): Pre-post intervention) 
study of Tap and Reposition Youth (TRY)

More TRY participants were able to refuse sex with their partner, 
insist on condom use compared to controls. No significant difference 
in the likelihood of having used a condom at last sex between the 
two groups.
No biomedical outcomes

Bandiera[42] (Uganda): Evaluate the effects 
of the Empowerment and Livelihoods for 
Adolescents (ELA) program 

After 2 years, among those sexually active, routine condom use and 
the number of girls reporting having sex unwillingly dropped. The 
intervention group also had a lower rate of fertility over 2 years.
No biomedical outcomes

Dunbar[43, 44] (Zimbabwe): The effects 
of the Shaping the Health of Adolescents 
in Zimbabwe (SHAZ!)intervention on 
structural factors and sexual risk behaviours 

After 2 years, within the intervention arm, there were statistically 
significant reductions in transactional sex, and increases in condom 
use with current partners. Unintended pregnancy was marginally 
significantly lower in intervention arm. Intervention participants 
also had a greater reduction in the experience of violence over time. 
The study was not powered to detect differences in HIV and HSV-
2 incidence. 

Fatti [45] (Durban, South Africa): 
Community-based combination HIV 
prevention intervention to reduce HIV 
incidence in pregnancy and postpartum 

Amongst women with incident HIV infection, 45.5% had HIV-
infected male partners and the remaining partners had unknown 
HIV serostatus. HIV incidence in women was higher where the 
male partner was uncircumcised. Five (0.7%) partners were newly 
diagnosed with HIV infection. 

Goodman [46] (Rural Kenya): To assess 
differences among three program cohorts 
(those involved for 4 months, over 1 year, 
and over 2 years) in a range of outcomes, 
including sexual practices 

Among females, those in higher cohorts had fewer sex partners 
and greater condom use at last sexual encounter. Among males 
there was no significant difference in number of sexual partners or 
condom use. 
No biomedical outcomes

Hallfors [47] (Zimbabwe): The effects of the 
intervention on HIV risk behaviours 

After 2 years, participants in the intervention were less likely to 
be married than the controls. The variable of sexual debut was too 
inconsistently reported to be analysed. 
No biomedical outcomes
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Description of interventions Outcomes

Rotheram-Borus [48] (Kampala, Uganda): 
HIV education plus vocational training 

At four-month follow up, there were no significant differences 
between the arms in average number of sexual partners, or in 
abstinence or 100% condom use. After 24 months, the combined 
intervention groups showed decreases from baseline in the average 
number of sex partners, and increases in abstinence or 100% 
condom use. 
No biomedical outcomes

Pulerwitz [49] (Ethiopia): Effects of a 
community-based project that worked with 
young men to promote gender-equitable 
norms and reductions in IPV.

Participants in the intervention group were twice as likely as those 
in the comparison group to show increased support for gender-
equitable norms between the baseline and end-line points.
No biomedical outcomes

Wagman [50] (Rakai, Uganda): Rakai 
Community Cohort Study on a combination 
of IPV prevention and HIV services to 
reduce IPV and HIV incidence.

Compared with control groups, individuals in the SHARE 
intervention groups had fewer self-reports of past-year physical 
IPV and sexual IPV. Incidence of emotional IPV did not differ. SHARE 
had no effect on male-reported IPV perpetration. At follow-up 2 
the intervention was associated with a higher reduction in HIV 
incidence in the intervention compared to the control group. 

Abramsky [51, 52] (Kampala, Uganda): 
The SASA! A community mobilization 
intervention to prevent violence against 
women and reduce HIV risk.

The intervention was associated with significantly lower social 
acceptance of IPV among women and lower acceptance among men; 
significantly greater acceptance that a woman can refuse sex among 
women and men; 52% lower past year experience of physical IPV 
among women; and lower levels of past year experience of sexual 
IPV. Women experiencing violence in intervention communities 
were more likely to receive supportive community responses. 
Reported past year sexual concurrency by men was significantly 
lower in intervention compared to control communities.
No biomedical outcomes

Hallman [53] (South Africa): Testing the 
relative effectiveness of two versions of the 
Siyakha Nentsha intervention against the 
standard life skills curriculum.

After 18 months, intervention boys were more likely to have 
remained sexually abstinent compared to the control group, and 
those who did have sex reported having fewer sexual partners 
than boys in the control group. Neither magnitudes of effect 
or significance levels were reported. These outcomes were not 
reported for girls. 
No biomedical outcomes

Karnell [54] (South Africa): Adapting school-
based prevention programs developed in 
the United States for use in African schools.

Significant differences in change from baseline to follow–up 
between students in intervention and comparison groups on 
intentions to use a condom; drinking before or during sex; and, 
among females, sex refusal self-efficacy.
No biomedical outcomes

Mantell [55] (Rural KwaZulu-Natal, South 
Africa): The Mpondombili school-based 
intervention promoting delay in the onset of 
sexual activity and consistent condom use.

One of the main strengths of the programme was being able to 
directly address local ideas and stereotypes about gender, sexuality 
and HIV/AIDS. The presence of the intervention team provided 
a forum for young people to ask questions and obtain needed 
information and resources, including condoms, to enable self-
protection.
No biomedical outcomes

Mukoma [56] (South Africa): Promoting 
sexual and reproductive health among 
adolescents in South Africa and Tanzania: 
the SATZ project.

Students were attentive and participated fully in the lessons. 
According to teachers, students resonated most with lessons on 
substance abuse. SATZ project got teachers thinking about school 
HIV and AIDS policies.
No biomedical outcomes
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Most of the behavioural change interventions included in this review had impact on more than one self-
reported behavioural and structural outcome such as increased condom use, condom use efficacy [26-28, 
35, 38, 41-44, 46, 48], partner reduction [26, 27, 33, 39, 46, 48, 53], reduction in transactional sex [43, 44], 
increased knowledge about HIV infection [28, 29], reduction in unintended pregnancies [42-44], reduction 
in unprotected sexual encounters [33, 34], secondary abstinence [40, 48, 53], reduction in physical IPV and 
sexual IPV [30, 31, 49-52], drinking before or during sex [54], promotion of sexual and reproductive health 
care [40], and sex refusal efficacy [41, 42, 54]. 

These behavioural change interventions are extremely critical in HIV prevention among AGYW. However, 
their success is largely dependent on a number of aspects. These include access to financial and human 
resources;  logistical, theoretical and methodological factors – including the delivery of interventions by 
trained facilitators, the numbers of sessions in the intervention; dealing with competing health priorities; 
and the suitability of the programme to the local context. In this regard, there is need for evidence-based, 
contextually specific and cost-effective approaches to implementing, monitoring and evaluating these 
programmes. 

While one intervention might be effective for one population group in a particular context, it might not yield 
the same success for another group in another context. We need to take into consideration the heterogeneity 
of AGYW, and recognize that not all of them would require the same kind of intervention due to their individual, 
relational, familial and contextual factors. Most behavioural change interventions focus on the individual 
yet we know individuals live in families and communities and that these contexts have an impact on them as 
individuals. To achieve the greatest prevention impact, interventions therefore need to establish the right 
kind of mix of behavioural change strategies for HIV prevention among AGYW, factoring in their different 
demographic characteristics and other circumstances, even within similar contexts. 

We also need to start acknowledging that for us to tackle the epidemic among AGYW more comprehensively 
we do not only have focus on them in isolation but on other population groups too. This is because population 
groups interact and therefore necessary to explore synergies with populations beyond AGYW, including their 
families, male counterparts and partners. Targeting male partners of AGYW is critical because it helps avert 
transmission risks for both AGYW and their partners. Targeting families and communities is important for 
stigma reduction on the use of biomedical products, and promoting conducive communication platforms for 
AGYW’s sexual and reproductive health and rights discussions. 

Lastly, most of these behavioural interventions have self-reported behavioural and structural outcomes 
leading to social desirability bias issues. In addressing this challenge, implementers need to find ways in 
which they may combine the implementation of behavioural change interventions together with biomedical 
and structural interventions. This may be impactful in the implementation of prevention technologies such 
as PrEP and condoms where structural outcomes are measured according to PrEP and condom access, 
behavioural outcomes according to PrEP and condom use adherence, and biomedical outcomes according to 
HIV incidence. 

Structural HIV prevention interventions and outcomes for AGYW
The past three decades have taught us that the fight against HIV requires more than biomedical interventions. 
We continuously see the impact of structural drivers in the increase of HIV infection particularly among 
AGYW in sub-Saharan Africa [57-60]. Factors such as harmful social and gender norms, gender inequality 
and unequal power dynamics, poverty, limited education, unemployment, food insecurity, violence, stigma, 
and discrimination play a huge role in the increased risk of HIV acquisition and negatively affect the access 
to prevention and care interventions. These structural interventions emanate from an understanding that 
people do not live in isolation and that individual behaviour is influenced by one’s interactions with other 
people and factors in their social environment [59, 61]. Of thirty-five structural interventions included in this 
review, several focused on unconditional cash transfers [62-69]; conditional cash transfers [70-84]; financial 
incentives and assistance [60, 85-92]; food assistance [64]; and educational support [57, 63, 65, 93, 94] (see 
Table 4). 
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Table 4: Structural HIV interventions and outcomes for AGYW

Description of interventions Outcomes

Cluver [62-66] (South Africa): 
Participants received a cash grant from 
South Africa National Program (analysis 
of program data during roll-out)

Receipt of transfer associated with less transactional sex and age 
disparate partners for women only, but the likelihoods of having 
unprotected sex, multiple partners, or sex while drunk were not 
significantly different. For boys, cash transfers were associated 
with protective trends but no statistically significant results were 
observed. 
No biomedical outcomes

Rosenberg [67] (Kenya): Examining 
adolescents’ sexual partner 
characteristics in households receiving 
the transfer 

The study found no significant effect of the CT on transactional 
sex among either males or females. 
No biomedical outcomes

DSD, SASSA, & UNICEF [68] (South 
Africa): Child Support Grant’s impact 
on key aspects of child and adolescent 
welfare

Adolescents in households currently receiving the CSG were 
statistically significantly less likely to have ever had sex compared 
to those in households not currently receiving the grant and 
significantly less likely to have multiple sex partners and females 
were less likely to have ever been pregnant.
No biomedical outcomes

Siaplay [69](South Africa): Differences 
in several outcomes for young adults 
in Old Age Pension (OAP) recipient 
households compared to those in non-
OAP households

OAP receipt was associated with 16.8% reduction in sexual debut 
among females in the household and the effect was larger when 
the OAP recipient was also female. OAP was not associated with 
the number of sexual partners or condom use by either male or 
female young adults. OAP was associated with a 19.0% lower 
probability of marriage among young women and men, and the 
effect is larger when the OAP recipient is female.
No biomedical outcomes

Abdool Karim and Humphries [70, 
71] (South Africa): Cash-incentivized 
prevention intervention to reduce HIV 
infection

CCTs reduced HSV-2 incidence among boys and girls. The reduction 
in HSV-2 infection was greater the higher the CCT amount. The 
number of HIV infections was too small to detect a difference 
between intervention and control.

Baird [72-74] (Republic of Malawi): 
Participants given $15 per month for 
school attendance in Malawi. 

Increased staying in school, reduced HSV-2 and HIV incidence 
rates for young women

de Walque et al  [75, 76] (Tanzania): 
Participants paid $20 each quarter over 
one year if they tested negative for 
treatable STIs

Positive effects on STI infections at 12 months (for women only) 
but no effects before 12 months

Handa [77] (Kenya): $20 monthly given 
to care-giver.

Reduced odds of sexual debut, no effects on risky sexual 
behaviours.  Larger reduction in probability of sexual debut for 
women than men.
No biomedical outcomes

Kilburn [78] (South Africa): A conditional 
cash transfer program (CCT) for HIV 
prevention (HPTN 068) 

CCT appears to be most protective of the young women that 
would have otherwise been more at risk for depression and lower 
sexual empowerment. However, the improvement in economic 
well-being for the poorest young women did not explain as much 
of their increase in sexual relationship power scale (SRPS) as it 
did for the CES-D and Hope scales. 
No biomedical outcomes
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Description of interventions Outcomes

Stoner [79] (South Africa): Impact of the 
DREAMS cash transfer plus programme 

Participants described how the intervention motivated them to 
increase condom use, have fewer partners, end risky relationships 
and access HIV testing services at local primary health clinics. 
Changes were attributed to receipt of the cash transfer, in 
addition to HIV testing and sexual health information. Processes 
of change included improved communication with partners and 
increased negotiation power in sexual decision-making. 
No biomedical outcomes

Kohler [80] (Rural Malawi): Participants 
paid to maintain an HIV negative status; 
individuals paid $4 or $16 & couples paid 
$32 for maintaining their status

No effect on HIV incidence. Women receiving incentives have less 
risky sex after receiving incentives; men engage in more risky sex 
after receiving incentives.

Packel [81] (Tanzania): RESPECT RCT 
exploring the effect of incentives on self-
reported risk behaviour 

After 4 months (at the first testing round) participants in the 
low-value arm were 31% more likely to report sexual behaviour 
change compared to controls, but this was not the case for the 
high-value arm. Among women, those in the combined high and 
low-value groups were more likely to report sexual behaviour 
change compared to the control group. Being in the high-value 
arm was associated with more unplanned behaviour change. 
No biomedical outcomes

Pettifor [82] (South Africa): Efficacy of a 
CCT conditional on school attendance 
on HIV incidence compared to a control 
group

No significant difference in HIV incidence or HSV-2 incidence 
between intervention and control participants. Those receiving the 
cash transfer were significantly less likely to report experiencing 
physical violence from a partner, having a sex partner in the past 
12 months, or having unprotected sex in the past 3 months. There 
was no significant difference between study arms for pregnancy, 
transactional sex, or older partners.

Pettifor [83] (Tanzania): DREAMS cash 
transfer plus programme which was 
implemented by the Sauti Project.

Behaviour change and communication (BCC) may have reduced 
dependence on male partners. 
No biomedical outcomes

Thirumurthy [84, 85] (Kenya): RCT 
to compare VMMC uptake across 2 
intervention groups (fixed compensation 
or lottery-based) and a control group 

The fixed compensation group was significantly more likely to 
undergo VMMC within 3 months compared to controls. The lottery 
group had higher VMMC uptake compared to controls, but this 
was not statistically significant. 

de Walque [86] and Nyqvist [87, 88] 
(Lesotho): Financial incentive lottery 
program on HIV incidence

Lower HIV incidence in the pooled intervention group after 2 years 
compared to the control group. Effects of the intervention on 
HIV incidence were greater for women. The number of high-risk 
sexual acts were significantly reduced in the pooled intervention 
group compared to the control.

Pronyk [60, 89] (South Africa): The 
impact of Intervention with Microfinance 
for AIDS and Gender Equity (IMAGE) 

After 2 years, intervention women age 14-35 were less likely to 
have had unprotected sex at last intercourse with a non-spousal 
partner. The intervention did not have an effect on the likelihood 
of having more than one sexual partner. 
No biomedical outcomes

Bazika [90] (Ewo, Republic of Congo): To 
understand how involvement in income-
generating activities (IGAs) is associated 
with HIV risk. 

Approximately 25% of the youth were involved in IGAs; 5% of 
all participants reported sexual intercourse with a new partner 
without a condom, which was significantly lower among those 
currently involved in IGAs, however higher levels of unprotected 
sex were reported by youth involved in agriculture. 
No biomedical outcomes
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Description of interventions Outcomes

Adoho [91] (Monrovia, Liberia): 
Comparing economic, empowerment, and 
health outcomes between participants 
and controls

Among participants there was no significant reduction in the 
number of sexual partners or increase in condom use as a result 
of the 1 year intervention. There was also no difference in these 
outcomes between the treatment and intervention arms.
No biomedical outcomes

Austrian [92](Kampala, Uganda): 
Comparing HTS and sexual harassment 
outcomes between two intervention 
arms and a control arm

After 1 year, Savings Only girls were significantly more likely than 
comparison girls to report indecent touching, and the proportion 
in this arm who experienced indecent touching increased during 
the study period. No significant differences or changes were 
observed in indecent touching for Savings Plus arm.
No biomedical outcomes

Hallfors [93] (Zimbabwe): Examining 
whether school support reduces HIV risk 
behaviours and odds of HIV infection.

Sexual debut was statistically significantly lower in the full 
intervention group compared to the partial intervention group. 
Full intervention participants also had significantly lower rates of 
marriage and pregnancy compared to partial intervention girls. 
There was no significant difference in prevalence of HIV or HSV-2 
at end line. 

Luseno [94] (Zimbabwe): Examining 
whether school support reduces HIV risk 
behaviours and odds of HIV infection.

RCT participants had a significantly lower odds of sexual debut and 
early marriage compared to DHS orphans, but not non-orphans. 
Full intervention participants had a lower odds of pregnancy 
than DHS orphans, but not non-orphans. HIV infection was not 
significantly different between RCT participants and DHS orphans, 
but was statistically significantly higher in RCT participants 
compared to non-orphans (likely due to vertical transmission).

Cho [57] (Kenya): Keeping orphan kids in 
school programme.

Reduced the likelihood of engaging in transactional sex, and 
increased VMMC among males, but no differences were seen 
in sexual debut, age at first sex, number of sexual partners, or 
condom use between intervention and control participants. The 
study was underpowered to detect a difference on HIV or HSV-2 
incidence between arms.

Structural interventions have been noted to reduce HIV infection because provision of cash transfers has 
potential to reduce poverty, which is a driver of risky behaviours [57-60, 63, 74, 82, 83]. Also, provision of 
educational incentives increases the chances of girls staying longer in school and achieving their educational 
success [83], providing opportunities for them to have financial and other resources that promote their 
independence [60, 78, 82]. The other benefits of providing structural support to AGYW are that when 
individuals do not have to worry about vulnerabilities and other difficulties they tend to better protect 
themselves and their adherence to prevention is usually consistent [95]. Also, when individuals are secure 
they tend to practice delayed gratification and await longer-term benefits and spend more time developing 
prevention strategies that can be consistently implemented [96].

Most of the evidence on the structural HIV prevention interventions for AGYW focuses on self-reported 
behavioural outcomes such as condom use [57, 58, 62-66, 79, 97, 98], partner reduction [57, 68], reduction 
in transactional sex [57, 62, 67, 82], delayed sexual debut [57, 77], reduction in sex frequency [82], reduction 
in unprotected sexual encounters [79], reduction in unintended pregnancies and early marriages [68, 77], sex 
refusal efficacy [79], reduction in age-disparate sex [62, 82]; structural outcomes such as the reduction of GBV 
or IPV [60, 82, 89]; and biomedical outcomes such as reduction in HIV incidence, reduction in HSV-2 incidence 
and other bacterial STIs [70-76, 80, 82, 86-88, 94], and uptake in VMMC among men [57, 84, 85]. Increasing 
effective use of VMMC helps to reduce HIV incidence in AGYW by reducing exposure to HIV infection for 
their male partners [99].

While most interventions were conditioned on school attendance by adolescents, they did not show 
intervention effects on either school attendance or performance. It was therefore not possible to also focus 
on educational outcomes. We argue that it should be critical for implementers to ensure that interventions 
that are conditioned on school attendance have educational outcomes reported such as school attendance 
and performance so as to evaluate how the school-going adolescents are performing academically. 
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This shows that implementers are not only interested about their project goals but also on the participants’ 
personal achievements, human development and potential transition out of poverty for the most vulnerable. 

The impact of structural interventions on HIV prevention – microfinance, conditional or unconditional 
cash transfers are critical in enabling vulnerable AGYW to protect themselves from HIV infection. Women 
access bargaining power when they acquire resources of their own and it is important that this is encouraged 
in programmes as part of gender equality. An example from South Africa shows that adolescent girls in 
households receiving a grant were statistically significantly less likely (by 16 percentage points) to have ever 
had sex compared to those in households not currently receiving the grant. They were also significantly less 
likely to have multiple sex partners and females were less likely to have ever been pregnant [68, 69].

Evidence for conditional incentives for not being infected by HIV or STIs after receiving financial incentives 
is mixed. In Malawi, women receiving financial incentives have less risky sex but the reverse effect occurs for 
men receiving transfers, who are seen to engage in more risky behaviour [100]. In South Africa, both boys 
and girls who received the conditional cash transfers conditioned on participation in a life skills programme, 
educational performance, and HIV testing uptake reduced HSV-2 incidence [70, 71]. VMMC is also a natural 
area where financial incentives can directly influence a specific one-time behaviour. In Tanzania, the fixed 
compensation group was significantly more likely to undergo VMMC within 3 months compared to controls 
[84, 85]. Conditional incentives for avoiding STIs in Tanzania demonstrated a reduction in bacterial STIs but 
only after one year of incentive payments [76]. A lottery incentive scheme in Lesotho, in which lottery eligibility 
was conditioned on testing negative for treatable STIs, demonstrated a reduction in HIV incidence, with the 
biggest reduction in women, and a bigger effect among risk takers at baseline [86-88]. In Malawi, HIV and 
HSV-2 prevalences were significantly lower in the unconditional cash transfer and conditional cash transfer 
groups compared to controls [74]. These differences in the impacts of conditional incentives by gender might 
point to variations in study contexts and population groups. 

However, while RCTs have demonstrated success in interventions that financially incentivize individuals to 
engage in prevention behaviours such as medication adherence, weight loss, and smoking cessation [101, 
102], unfortunately in many of these successful RCTs individuals who receive incentives seem to converge 
to the prevention rates of the control group after the incentives are no longer paid [73, 102, 103].  Even for 
individuals fully intending to do everything they can to prevent HIV infection, these decisions are made on 
a continual and daily basis, based on current individual, relational, familial and contextual circumstances. 
If individuals have limited resources and are dealing with other vulnerabilities, priorities, and threats on 
their livelihoods, evidence has shown that adherence to HIV prevention may suffer [95]. Further research is 
needed to understand the mechanism driving divergent results on financial incentives for HIV risk reduction, 
and for attaining sustained responses after interventions end. We also need to respond to issues around 
the complexity and costs associated with implementation, policing conditions, feasibility, sustainability, and 
cost-effectiveness of incentive programmes in resource-constrained countries with limited administrative 
capacity. In addition, critics raise ethical concerns about removing sources of income from poor AGYW in 
periods of acute vulnerability, such as HIV diagnosis [63]. 
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Discussion

Despite some global successes in combating the generalised HIV epidemic, AGYW in sub-Saharan Africa still 
remain highly vulnerable to HIV infection, accounting for a quarter of all new infections [1]. Targeted and 
focused strategies for HIV prevention among AGYW are needed to efficiently and successfully prevent new 
HIV infections in this population group [104]. This review focused on existing biomedical, behavioural and 
structural interventions for HIV prevention among AGYW in sub-Saharan Africa and presents evidence from 
73 relevant literature sources from twelve different countries in sub-Saharan Africa. Except for the study 
conducted in Liberia, the rest were conducted in Southern and Eastern Africa, with just below half of the 
literature focusing on South Africa. This highlights the disproportionate burden of HIV incidence carried by 
this region. However, while the limited studies from West Africa may indicate the low HIV among AGYW in 
this region, we call for more biomedical, behavioural and structural interventions in this setting to prevent the 
spread of HIV before it reaches catastrophic levels. 

The results of this review indicate that only a few studies measured biomedical and/or structural outcomes, 
while most focused on self-reported behavioural outcomes. This is despite research emphasising the 
importance of monitoring HIV infection patterns and determining prevention priorities among AGYW [4, 11, 
82, 105, 106]. To address this limitation and achieve a combined impact on HIV prevention among AGYW, we 
therefore argue for the design of combination prevention strategies that are developed in consultation with 
AGYW, acknowledge the heterogeneity among AGYW in terms of their sociodemographic characteristics, 
tailor-made for different contexts, feasible, effective, acceptable and scalable [24, 107]. We also advocate 
for the disaggregation of results according to the different sociodemographic factors to take into account 
the heterogeneity among AGYW. This disaggregation of data assists in improving the quality of the results 
and the relevance to HIV prevention programmes highlighting the effect of the interventions per population 
group. For example, while an intervention may be effective among 15-19 year olds, it may not be as effective 
for the older group. Also, context does matter. A combination of successful interventions in one community 
might not be transferable to another. 

HIV prevention interventions for AGYW in sub-Saharan Africa need to be informed by the socioecological 
model of development, which takes into account the individual’s relationship and interaction with their 
family, peers, sexual and social networks, community and cultural contexts [108]. This socioecological model 
also takes into account childhood factors, which most interventions neglect. For example, HIV prevention 
interventions have not adequately focused on the impact of childhood sexual and physical abuse on AGYW’s 
behaviours, yet research has shown that childhood trauma is associated with internalising behaviours for girls 
and externalising behaviours for boys, which transform into high risk behaviours [109]. In this regard, the 
socioecological model brings attention to the need for more interventions to address the structural drivers 
of HIV infection among AGYW such as GBV and IPV, with GBV and IPV outcomes. These interventions have 
to occur at an individual, relational and community-level. Intervention designers need to implement these 
programmes with various stakeholders in government – including police services, civil society, community 
leaders, education institutions and places of safety for women and young children. Increased engagement 
with men on the fight against GBV and IPV is critical for intervention success. Early educational programmes 
for young boys and girls on the matter is very important. Change of social norms that promote GBV and IPV 
is also needed. It is only until we aim for the same goals as a community that we can eliminate GBV and IPV. 

For effectiveness and efficacy, HIV prevention interventions need to be asking the right questions the correct 
way. For example, questions on behavioural outcomes such as “Used condom at first sex” or “Used condom at 
last sex” only provide information on whether the participant used a condom at that particular period, without 
providing a clear indication of condom use consistency or efficacy. There is also need for correct phrasing 
of statements aimed at establishing multiple concurrent partnerships. A statement like “Respondent has a 
regular partner” implies that if the participant answers “No” then they do not have a regular partner or have 
multiple concurrent partners, yet they might actual not have a sexual partner. This also applies on some self-
reported biomedical outcomes. A question such as “Have you ever been treated for an STI in the last 3, 6 
or 12 months?” would assume that only those respondents who respond affirmatively have had an STI, yet 
some of those who respond with a “No” might have had an STI but decided not to seek treatment or did not 
have the resources to seek treatment. This lack of clarity in questioning has huge implications on measuring 
intervention success. 
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To address some of these limitations, programme developers need to set out a well-defined and justified 
theory of change, with clearly articulated and feasible outcomes, which are guided by individual, relational 
and contextual factors. This helps in ensuring the efficacy of the intervention while providing the necessary 
monitoring and evaluation tools. 

To conclude our discussion, we however need to appreciate the progress and innovation that implementers, 
funders and governments have been putting in place in the fight against the epidemic against AGYW, 
particularly in Eastern and Southern Africa. We acknowledge that these interventions are taking place in 
the context of endemic weaknesses in health systems, low funding resources and challenges in balancing the 
provision of equitable, sustained access to HIV prevention technologies and other behavioural and structural 
interventions with other health priorities for different population groups in these regions. 

Limitations of the review
Evidence from these interventions should be taken with caution. Few of the HIV prevention studies are 
population-based or nationally representative. Most results are derived from individual studies or surveys, 
with too much heterogeneity in study samples and research methods. This made it difficult for summarisation 
of intervention effects, within countries, across countries and also across the years. This makes it difficult to 
determine prevention priorities, in terms of who and where to target efforts at a regional, country, or local 
level. 

The self-reported biomedical, behavioural and structural outcomes may be biased by measurement error 
since they were ascertained by participants’ self-reports. These outcomes were also likely to be measured 
by different constructs, for example condom use at first or last sex versus consistent condom use. A large 
proportion of the studies in this review also assessed the effectiveness of HIV prevention interventions on 
outcomes without isolating the direct association or effect of any one intervention component on specific 
independent outcomes. 

Conclusions

Lowering the HIV incidence among AGYW in sub-Saharan Africa requires concerted multilevel, efficacious 
interventions, which are contextually-informed, and aimed at targeting the most vulnerable in this group. 
Meaningful interventions combining biomedical technologies, efficacious behavioural programmes and 
structural support represent a largely untapped, yet critical, part of combination HIV prevention. We await 
results from country programmes such as the PEPFAR-funded DREAMS initiative and ‘She Conquers’ in South 
Africa on their multilevel HIV prevention interventions for AGYW. 

However, what is explicit from the interventions reviewed is that HIV prevention programmes for AGYW need 
to be carefully designed, monitored and evaluated to improve their efficiency and effectiveness. Intervention 
implementers with limited time to conduct rigorous assessments should be assisted to measure meaningful 
outcomes. Also, programme developers should broaden their HIV prevention determinants to include the 
socioecological model of development, taking into account the individual, familial, relational, community-
level, and macro-level factors. Failures to reduce HIV incidence in AGYW or increase adherence to HIV 
prevention technologies may be attributed to the significant role that families, male partners, communities 
and institutions play in their lives. 
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Appendix A: Quantitative studies on HIV prevention interventions for AGYW in sub-Saharan Africa

Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

Abdool Karim et 
al. (2015)
South Africa

RCT
Grade 9 
and 10 
students

To evaluate the 
impact of a cash-
incentivized 
prevention 
intervention 
to reduce HIV 
infection

Before-after 
in each 
group

24 
months

Intervention 
group vs 
control 
group

3217

HSV-2 incidence Percentage 
differences of 
the impact of a 
cash-incentivized 
prevention 
intervention to 
reduce HIV infection 
controlling for 
participation in a 
life skills program, 
passing grades 
in 6 months of 
academic exams and 
acceptance of an HIV 
test

Percentage 
reduction in 
HSV-2 Incidence 
rates between 
intervention and 
control groups

30% (p = 0.007)

Boys in the 
intervention 
group

HSV-2 incidence 40% (p = 0.042)

Girls in the 
intervention 
group

HSV-2 incidence 24% (p = 0.035)

Abdool Karim et 
al. (2010)
South Africa

RCT
18-40 
year old 
women

To assess 
effectiveness 
and safety of a 
1% vaginal gel 
formulation 
of tenofovir, 
a nucleotide 
reverse 
transcriptase 
inhibitor, for the 
prevention of 
HIV acquisition 
in women.

Before-after 
in each 
group

30 
months

Tenofovir 
gel vs 
Placebo gel

889
HIV incidence rate 
ratio endpoints

A Poisson 
distribution was 
assumed for 
confidence  intervals 
of incidence rates 
and incidence rate 
ratios (IRR).

Incidence rate 
ratio for the 
prevention of 
HIV acquisition 
in women.

0.61 (0.017)

Tenofovir 
gel vs 
Placebo gel

611
Rural incidence rate 
ratio endpoints

0.57 (0.023)

Tenofovir 
gel vs 
Placebo gel

278
Urban incidence 
rate ratio endpoints

0.74 (0.380)

Tenofovir 
gel vs 
Placebo gel

336
High adherers 
incidence rate ratio 
endpoints

0.46 (0.025)

Tenofovir 
gel vs 
Placebo gel

181
Intermediate 
adherers incidence 
rate ratio endpoints

0.62 (0.343)
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corrected
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Tenofovir 
gel vs 
Placebo gel

367
Low adherers incidence 
rate ratio endpoints

0.72 (0.303)

Tenofovir 
gel vs 
Placebo gel

541
HSV-2 positive 
incidence rate ratio 
endpoints

0.65 (0.070)

Tenofovir 
gel vs 
Placebo gel

339
HSV-2 negative 
incidence rate ratio 
endpoints

0.58 (0.209)

Tenofovir 
gel vs 
Placebo gel

889
HIV endpoints adjusted 
analysis (Hazard ratio)

0.63 (0.025)

Abramsky et 
al. (2016)
Kampala, 
Uganda

RCT

18-49 
year old 
males 
and 
females

To explore 
the pathways 
through 
which SASA!, 
a community 
mobilisation 
intervention 
to prevent 
violence 
against women, 
achieved 
community-
wide reductions 
in physical IPV.

Before-after 
in each 
group

60 
months

Women vs 
men

1883
Model without 
mediators

SASA! impact 
on women’s past 
year experience/
men’s past year 
perpetration of 
physical IPV, after 
adjustment for site-
pair, age, marital 
status and EA-level 
baseline prevalence 
of IPV

Adjusted Risk 
Ratios

0.44 (0.30–0.64) vs 0.45 
(0.30–0.70)

1883

Okay for others in 
community to intervene 
if they know IPV is 
occurring

0.44 (0.29–0.68) vs 0.66 
(0.34–1.27)

1883

People who have 
witnessed/heard 
violence who have
responded 
appropriately

0.43 (0.30–0.63) vs 0.52 
(0.31–0.86)

1883
Acceptable for a man to 
use violence against his 
partner

0.83 (0.50–1.38) vs 0.97
 (0.40–2.39)

1883
Acceptable for a woman 
to refuse sex with her 
partner

0.57 (0.34–0.96) vs 0.41 
(0.26–0.64)

1883
Okay for a woman to 
ask her husband to use 
a condom

0.62 (0.39–0.99) vs 0.56 
(0.30–1.02)

1883

Others in community 
would respect a man 
who made decisions 
jointly with his wife

0.64 (0.40–1.01) vs 0.58
(0.34–1.00)

1883
Man’s role to decide if 
his wife can work

0.70 (0.48–1.03) vs 0.82 
(0.42–1.59)

1883
Discuss things that 
happen in day

0.51 (0.35–0.74) vs 0.46 
(0.30–0.69)

1883 Discuss worries
0.51 (0.36–0.73) vs 0.47 

(0.31–0.70)

1883
Discuss what both like 
during sex

0.53 (0.36–0.77) vs 0.49 
(0.32–0.75)
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1883
Appreciate work 
partner does around 
house

0.46 (0.32–0.65) vs 0.48 
(0.32–0.72)

1883
Appreciate work 
partner does outside 
house

0.45 (0.31–0.65) vs 0.48 
(0.32–0.71)

1883 Joint decision making
0.52 (0.37–0.74) vs 0.49 

(0.34–0.72)

1883
Man helps around 
house

0.47 (0.32–0.67) vs 0.49 
(0.32–0.73)

1883

Woman refused a 
job because husband 
doesn’t want her to 
work

0.48 (0.34–0.70) vs 0.51 
(0.34–0.76)

1883

Woman participated 
in deciding how 
household finances 
spent

0.47 (0.34–0.66) vs 0.47 
(0.32–0.70)

1883 Concurrent partners NA vs 0.49 (0.34–0.73)

1883
Male partner often 
suspicious that female 
partner is unfaithful

0.54 (0.38–0.76) vs 0.57 
(0.40–0.81)

1883
Acceptable for a man to 
use violence against his 
partner

0.53 (0.36–0.80) vs 0.68 
(0.43–1.09)

1883
Okay for a woman 
to tell others if she is 
experiencing violence

0.46 (0.32–0.67) vs 0.57 
(0.37–0.90)

1883
Acceptable for a 
woman to refuse sex 
with her partner

0.54 (0.37–0.77) vs 0.48 
(0.31–0.73)

1883
Okay for a woman to 
ask her husband to use 
a condom

0.51 (0.34–0.76) vs 0.47 
(0.31–0.72)

1883

Others in community 
would respect a man 
who made decisions
jointly with his wife

0.53 (0.36–0.78) vs 0.54 
(0.36–0.83)

1883
Man’s role to decide if 
his wife can work

0.51 (0.35–0.72) vs 0.58 
(0.37–0.90)
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1883
Drunk at least once a 
month

NA vs 0.47 (0.33–0.69)

Abramsky et 
al. (2014)
Kampala, 
Uganda

RCT

18-49 
year old 
males 
and 
females

To explore 
the pathways 
through 
which SASA!, 
a community 
mobilisation 
intervention to 
prevent violence 
against women, 
achieved 
community-
wide reductions 
in physical IPV.

Before-after 
in each 
group

60 
months

All 
individuals 
vs 
Individuals 
exposed to 
SASA!, and 
matched 
controls

Not 
specified

Acceptability of physical 
violence by a man 
against his partner: 
Male attitudes

Estimates of 
effect on primary 
outcome indicators 
– comparison of 
results from primary 
and secondary
analyses

Adjusted risk 
ratios

0.13 (0.01 to 1.15) vs 
0.09 (0.01 to 1.24)

Acceptability of physical 
violence by a man 
against his partner: 
Female attitudes

0.54 (0.38 to 0.79) vs 
0.44 (0.30 to 0.63)

Acceptability that a 
woman can refuse sex: 
Male attitudes

1.31 (1.00 to 1.70) vs 
1.32 (1.02 to 1.72)

Acceptability that a 
woman can refuse sex: 
Female attitudes

1.28 (1.07 to 1.52) vs 
1.37 (1.14 to 1.65)

Decrease in women’s 
experience of IPV: Past 
year physical IPV

0.48 (0.16 to 1.39) vs 
0.57 (0.32 to 1.03)

Decrease in women’s 
experience of IPV: Past 
year sexual IPV

0.76 (0.33 to 1.72) vs 
0.78 (0.41 to 1..49)

Appropriate community 
response to women 
experiencing IPV in
past year

2.11 (0.52 to 8.59) vs 
3.53 (0.91 to13.62)

Past year concurrent 
sexual partners among 
non-polygamous men
partnered in past year

0.57 (0.36 to 0.91) vs 
0.53 (0.32 to 0.87)

Adoho et al. 
(2014)
Monrovia, 
Liberia

RCT 

Females 
aged
16–27 
& not 
enrolled 
in school

Economic 
Empowerment 
of Adolescent 
Girls and Young 
Women (EPAG)

Before-after 
in each 
group

One year 
from Jan 
to Dec 
2011

Job skills 
training

60 Any IGA Age, education, 
household size, sex 
of household head, 
SES, community, 
parental status, 
orphan status, and 
month of interview 
at midline

OLS regression 
model to 
analyse the job 
skills training 
group compared 
to baseline

0.101 (0.041)

608 Wage- employment 0.145 (0.039)

608 Self-employment -0.053 (0.042)
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607
Total earnings last 
week (unconditional)

200.1 (185.6)

BDS training

993 Any IGA Age, education, 
household size, sex of 
household head, SES, 
community, parental 
status, orphan 
status, and month of 
interview at midline

OLS regression 
model to analyse 
the BDS training 
group compared 
to baseline

0.226 (0.031)

993 Wage- employment 0.017 (0.018)

993 Self-employment 0.204 (0.033)

990
Total earnings last 
week (unconditional)

768.0 (169.6)

EPAG 
Intervention 
on well-
being

3201
Have own money most 
times & decide own use

Age, education, 
household size, sex of 
household head, SES, 
community, parental 
status, orphan 
status, and month of 
interview at midline

OLS regression 
model to analyse 
the EPAG 
intervention 
compared to 
baseline

0.068 (0.019)

1509
Among IGA, control 
of money earned from 
IGA

0.081 (0.023)

3178
Worry about job/
income

-0.054(0.023)

3142
Worry household 
will not have enough 
money for basics

-0.150 (0.025)

1012
If married/cohabiting, 
worry that you & your 
partner might split

-0.056 (0.023)

1776
If never married, worry 
that you might never 
find a suitable husband

-0.041 (0.028)

3194 Satisfaction score 0.026 (0.012)

3195 Self-regulation score -0.008 (0.009)

2194
Entrepreneurial ability 
score

0.086 (0.024)

EPAG 
intervention 
on Self-
confidence

1595 Attitude score

Age, education, 
household size, sex of 
household head, SES, 
community, parental 
status, orphan 
status, and month of 
interview at midline

OLS regression 
model to analyse 
the EPAG 
intervention 
compared to 
baseline

0.419 (0.047)
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1599 Confidence  score 0.308 (0.048)

EPAG 
intervention 
on Fertility

3196 Any living children

Age, education, 
household size, 
sex of household 
head, SES, 
community, 
parental status, 
orphan status, 
and month of 
interview at 
midline

OLS 
regression 
model to 
analyse 
the EPAG 
intervention 
compared to 
baseline

-0.045 (0.012)

3196
Any living children  Not 
pregnant at Baseline

-0.023 (0.011)

2353
Number of children 
(conditional)

-0.024 (0.026)

3188
Number of children 
(unconditional)

-0.071 (0.028)

3169
Are you pregnant right 
now?

0.057 (0.012)

3169
Pregnant Not pregnant 
at Baseline

0.019 (0.010)

3182
Desired number of 
children

-0.038 (0.050)

EPAG 
intervention 
on Sexual 
Behaviour

3106
Number of regular 
partners Age, education, 

household size, 
sex of household 
head, SES, 
community, 
parental status, 
orphan status, 
and month of 
interview at 
midline

OLS 
regression 
model to 
analyse 
the EPAG 
intervention 
compared to 
baseline

0.016 (0.023)

3094
Number of casual 
partners

0.065 (0.050)

3150
Ever used condom in 
your life?

-0.016 (0.019)

2150

If yes, did you use a 
condom last time you 
had sex with your 
regular partner?

0.024 (0.026)

Agha et al. 
(2004)
Zambia

Quasi-
experimental, 
longitudinal 
panel design

14-23 
year old 
adolescents

To determine 
whether 
adolescents’ 
normative 
beliefs about 
abstinence and 
condoms, their 
personal risk 
perception, 
and safer 
sex practices 
changed 
after the 
implementation 
of a peer 
sexual health 
education 
intervention 
implemented 
in Zambian 
secondary 
schools.

Before-
after in each 
group

10 
months

2nd Follow-
up vs 
Baseline 
scores

416 Ever heard of abstinence

Adjusted 
odds ratios 
of knowledge 
and normative 
beliefs about 
abstinence, at 
baseline and the 
second follow-
up assessments 
controlling 
for age, 
gender, sexual 
experience, 
SES, religion, 
and Grade 11 at 
baseline.

Adjusted 
odds ratios

4.92 (1.02–23.71)

416
Heard of abstinence
through peer
educators

2.33 (0.89–6.09)

416
Abstinence is effective in
preventing HIV

1.93 (0.97–3.84)
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416
Abstinence is effective 
in preventing STIs

1.84 (0.85–3.97)

416
Abstinence is effective 
in preventing pregnancy

1.72 (0.79–3.72)

416
Normal for a woman to 
propose abstinence

2.13 (0.63–7.27)

416
Normal for a man to
propose abstinence

2.03 (0.69–5.92)

416
I approve of individuals
abstaining

1.60 (0.99–2.60)

416
A person can avoid HIV 
by abstaining from sex

5.80 (1.58–21.27)

416
Know how to use
condoms correctly

Adjusted odds ratios 
of knowledge and 
normative beliefs 
about condom use, 
at baseline and 
the second follow-
up assessments 
controlling for 
age, gender, sexual 
experience, SES, 
religion, and Grade 
11 at baseline.

1.49 (0.89–2.50)

416

Ever received any
information on how to
use a condom
correctly

1.22 (0.58–2.57)

416

Received information
from peer educators
on how to use
condoms

1.28 (0.70–2.34)

416
Condoms are effective 
in preventing HIV

1.41 (0.90–2.20)

416
Condoms are effective 
in preventing STIs

1.40 (0.89–2.21)

416
Condoms are effective 
in preventing pregnancy

1.20 (0.74–1.97)
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416
Approve of individuals
using condoms

1.10 (0.69–1.73)

416
Normal for a woman to 
propose condom use

1.81 (0.72–4.55)

416
Normal for a man to
propose condom use

1.67 (0.66–4.23)

416
Know where condoms 
can be obtained

1.33 (0.71–2.50)

416
Intend to use condoms 
with regular partner

0.85 (0.45–1.63)

416
Heard of HIV from
peer educators

Adjusted odds 
ratios of HIV risk 
perceptions, at 
baseline and the 
second follow-
up assessments 
controlling 
for age, 
gender, sexual 
experience, 
SES, religion, 
and Grade 11 at 
baseline.

2.39 (1.27–4.50)

416
Possible for healthy
looking person to
have HIV

2.07 (0.86–5.00)

416
No chance of my
getting HIV

0.78 (0.48–1.26)

416 AIDS cannot be cured 2.11 (1.17–3.81)

Austrian and 
Muthengi 
(2014)
Kampala, 
Uganda

Quasi-
experimental 
pilot evaluation 
comparing 
HTS and sexual 
harassment 
outcomes 
between two 
intervention arms 
and a control 
arm. The saving 
only arm was not 
planned and only 
happened due to 
implementation 
error

Girls 10-
19 (a few 
20-23)

Saving accounts 
+ Safe spaces 
with a mentor 
+ Reproductive 
health training 
+ Financial 
education

Before-after 
in each 
group

One year 
from 
2009

Saving + 451

Touched indecently in 
last 6 months

Age, religion, 
school status, 
years of 
schooling and 
socio-economic 
status

Odds ratio 
for changes 
from baseline 
to ending, 
compared with 
comparison 
group

1.8 [0.8 - 4.0]

Is teased by people of 
the opposite sex

1.3 [0.8 - 2.2]

Saving only 300
Touched indecently in 
last 6 months

3.1 [1.4 - 7.2]
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Is teased by people of 
the opposite sex

2.0 [1.1 - 3.5]

Comparison 313

Touched indecently in 
last 6 months

-

Is teased by people of 
the opposite sex

-

Saving + 451

Has a plan for saving 
money

Age, religion, school 
status, years of 
schooling and socio-
economic status

Odds ratio 
for changes 
from baseline 
to ending, 
compared with 
comparison 
group

1.5 [0.9 - 2.3]

Has a budget 2.3 [1.4 - 3.7]

Can correctly name 
two reasons for saving 
money

1.1 [0.7 - 1.9]

Has saved any money in 
the last six months

2.1 [ 1.3 - 3.9]

Saved using informal 
methods only

0.0 [0.0 - 0.1]

Saving only 300

Has a plan for saving 
money

1.4 [0.8 - 2.3]

Has a budget 2.4 [1.4 - 3.1]

Can correctly name 
two reasons for saving 
money

0.4 [0.3 - 0.8]

Has saved any money in 
the last six months

1.7 [0.0 - 2.8]

Saved using informal 
methods only

0.0 [0.0 - 0.0]

Saving + 451

Has a place to meet 
girlfriends other than 
house or school Age, religion, school 

status, years of 
schooling and socio-
economic status

Odds ratio 
for changes 
from baseline 
to ending, 
compared with 
comparison 
group

1.0 [0.7 - 1.6]

Has someone to borrow 
money from if needed 
money urgently

1.3 [0.9 - 2.1]
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Has a female adult/
mentor who she meets 
with regularly

1.1 [0.7 - 1.8]

Saving only 300

Has a place to meet 
girlfriends other than 
house or school

1.3 [0.8 - 2.1]

Has someone to borrow 
money from if needed 
money urgently

1.2 [0.7 - 1.9]

Has a female adult/
mentor who she meets 
with regularly

1.1 [0.7 - 1.9]

Saving + 451

Knows HIV can be 
transmitted through 
sexual intercourse

Age, religion, school 
status, years of 
schooling and socio-
economic status

Odds ratio for 
changes from 
baseline to ending, 
compared with 
comparison group

3.4 [1.7-6.8]

Knows at least one HIV 
prevention method

4.2 [1.9 - 9.1]

Knows where to get an 
HIV test

1.1 [0.6 - 1.8]

Has had an HIV test 1.1 [0.6 - 2.1]

Knows a contraceptive 
method

2.6 [1.5 - 4.6]

Saving only 300

Knows HIV can be 
transmitted through 
sexual intercourse

1.0 [0.5 - 2.0]

Knows at least one HIV 
prevention method

1.1 [0.5 - 2.4]

Knows where to get an 
HIV test

1.2 [0.7 - 2.2]

Has had an HIV test 0.6 [0.3 - 1.9]

Knows a contraceptive 
method

0.9 [0.5 - 1.6]

Baeten 
et al. 
(2012)
Kenya 
and 
Uganda

RCT
Hetero-
sexual 
couples

Oral ART for 
use as PrEP 
among HIV-1–
serodiscordant 
heterosexual 
couples

Before-
after in 
each group

36 
months

TDF vs Placebo 
(Modified intention-
to-treat population)

3157 HIV incidence

The modified intention-
to-treat analyses 

Hazard ratios for 
HIV infection

0.33 (0.19–0.56)

TDF vs Placebo (sex 
of HIV-1 seronegative 
partner – Male)

HIV incidence 0.37 (0.17–0.80)

TDF vs Placebo (sex 
of HIV-1 seronegative 
partner – Female)

HIV incidence 0.29 (0.13–0.63)
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TDF vs Placebo (Age of HIV-1 
seronegative partner <25) HIV incidence 0.28 (0.08–1.01)

TDF vs Placebo (Age of HIV-1 
seronegative partner >25) HIV incidence 0.34 (0.18–0.61)

TDF vs Placebo (Unprotected sex past 
month - Yes) HIV incidence 0.47 (0.25–0.89)

TDF vs Placebo (Unprotected sex past 
month - No) HIV incidence 0.13 (0.04–0.44)

TDF vs Placebo (Country - Kenya) HIV incidence 0.32 (0.14–0.74)

TDF vs Placebo (Country - Uganda) HIV incidence 0.33 (0.16–0.68)

TDF vs Placebo (Circumcised) HIV incidence 0.46 (0.17–1.20)

TDF vs Placebo (Uncircumcised) HIV incidence 0.28 (0.08–1.00)

TDF vs Placebo (Plasma HIV-1 <50000 
copies) HIV incidence 0.40 (0.21–0.76)

TDF vs Placebo (Plasma HIV-1 >50000 
copies) HIV incidence 0.23 (0.08–0.69)

TDF vs Placebo (CD4 count 250-349 
cells/mm3) HIV incidence 0.79 (0.31–2.01)

TDF vs Placebo (CD4 count >350 cells/
mm3) HIV incidence 0.21 (0.10–0.44)

TDF-FTC vs Placebo (Modified 
intention-to-treat population) HIV incidence 0.25 (0.13–0.45)

TDF-FTC vs Placebo (sex of HIV-1 
seronegative partner – Male) HIV incidence 0.16 (0.06–0.46)

TDF-FTC vs Placebo (sex of HIV-1 
seronegative partner – Female) HIV incidence 0.34 (0.16–0.72)

TDF-FTC vs Placebo (Age of HIV-1 
seronegative partner <25) HIV incidence 0.59 (0.21–1.61)

TDF-FTC vs Placebo (Age of HIV-1 
seronegative partner >25) HIV incidence 0.17 (0.07–0.37)

TDF-FTC vs Placebo (Unprotected sex 
past month - Yes) HIV incidence 0.27 (0.12–0.58)

TDF-FTC vs Placebo (Unprotected sex 
past month - No) HIV incidence 0.22 (0.08–0.58)

TDF-FTC vs Placebo (Country - Kenya) HIV incidence 0.31 (0.13–0.74)

TDF-FTC vs Placebo (Country - 
Uganda) HIV incidence 0.20 (0.08–0.48)

TDF-FTC vs Placebo (Circumcised) HIV incidence 0.22 (0.06–0.79)

TDF-FTC vs Placebo (Uncircumcised) HIV incidence 0.09 (0.01–0.68)

TDF-FTC vs Placebo (Plasma HIV-1 
<50000 copies) HIV incidence 0.28 (0.13–0.58)

TDF-FTC vs Placebo (Plasma HIV-1 
>50000 copies) HIV incidence 0.23 (0.08–0.68)

TDF-FTC vs Placebo (CD4 count 250-
349 cells/mm3) HIV incidence 0.39 (0.12–1.26)
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TDF-FTC vs 
Placebo (CD4 
count >350 
cells/mm3)

HIV incidence
0.21 (0.10–

0.44)

Baeten et 
al. (2016)
Malawi, 
South 
Africa, 
Uganda, 
Zimbabwe

RCT

Women 
between 
the ages 
of 18 
and 45 
years

Assessment 
of the impact 
of a vaginal 
ring containing 
dapivirine, a 
non-nucleoside 
HIV-1 reverse-
transcriptase 
inhibitor on 
HIV infection

Before-
after in each 
group

34 
Months

Dapirivine vs 
Placebo (18 to 
21 years)

HIV incidence

Intention-to-treat 
analyses

Percentage effect 
of intention-to-
treat

−27% (−133 
to 31)

Dapirivine vs 
Placebo (22 to 
26 years)

HIV incidence 56% (19 to 76)

Dapirivine vs 
Placebo (27 to 
45 years)

HIV incidence 51% (8 to 74)

Baird et al. 
(2010)
Zomba, 
Malawi

RCT

Never 
married 
girls 
13–22 

Cash transfer 
intervention

Difference 
between the 
intervention 
and control 
group, 
intention 
to treat 
analysis

24 
months

Baseline 
school girls, 
conditional and 
unconditional 
cash transfer

1888 
school 
girls, post-
treatment

Enrolled during 2008 
school year

OLS regression of 
treatment status, age 
group, indicators 
for near rural and far 
rural strata, and baseline 
measure

Difference-
in-differences 
estimates between 
school girls at 
baseline and 
school girls at 
post-treatment

0.038 (0.019)

Ever married -0.001 (0.013)
Ever pregnant -0.001 (0.015)
Never had sex 0.024 (0.015)

Number of partners in 
the last 12 months

-0.038 (0.029)

Average condom use 0.039 (0.463)

Sexually active at least 
once a week

-0.204 (0.106)

Share of partner at least 
one year older

-0.159 (0.095)

1888 
school girls, 
round 2

Enrolled during 2008 
school year

OLS regression of 
treatment status, age 
group, indicators 
for near rural and far 
rural strata, and baseline 
measure

Difference-
in-differences 
estimates between 
school girls at 
baseline and 
school girls in 
round 2

-0.109 (0.013)

Ever married -0.047 (0.008)

Ever pregnant 0.070 (0.008)

Never had sex -0.080 (0.010)
Number of partners in 
the last 12 months

0.170 (0.015)

Average condom use 0.031 (0.201)

Sexually active at least 
once a week

0.093 (0.058)

Share of partner at least 
one year older

0.057 (0.053)

Baseline 
dropouts, cash 
transfer

890 school 
dropouts, 
post-
treatment

Enrolled during 2008 
school year OLS regression of 

treatment status, age 
group, indicators 
for near rural and far 
rural strata, and baseline 
measure

Difference-
in-differences 
estimates between 
dropouts at 
baseline and 
dropouts at post-
treatment

0.442 (0.035)

Ever married 0.113 (0.027)

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms Sample size Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms Sample size Outcome(s)

Confounding 
factors corrected

Measure
Effect size [95% 

confidence  
interval]

Ever pregnant -0.051 (0.024)
Never had sex 0.055 (0.020)

Number of partners in the last 12 
months -.0112 (0.048)

Average condom use -0.254 (0.266)

Sexually active at least once a week -0.048 (0.088)

Share of partner at least one year older 0.043 (0.079)

890 school 
dropouts, 
round 2

Enrolled during 2008 school year

OLS regression 
of treatment 
status, age group, 
indicators 
for near rural and 
far rural strata, 
and baseline 
measure

Difference-
in-differences 
estimates 
between 
dropouts at 
baseline and 
dropouts in 
round 2

0.172 (0.020)

Ever married -0.277 (0.019)
Ever pregnant 0.162 (0.016)
Never had sex -0.118 (0.016)
Number of partners in the last 12 
months 0.428 (0.031)

Average condom use 0.356 (0.174)

Sexually active at least once a week 0.178 (0.063)

Share of partner at least one year older -0.035 (0.049)

Baird et 
al. (2012) 
Zomba, 
Malawi

RCT

Never-
married 
girls 13-
22

Cash transfer 
intervention

Difference 
between the 
intervention 
and control 
group, 
intention to 
treat analysis

Two 
years 
from Jan 
2008 to 
Dec 2009

Baseline 
school girls, 
conditional and 
unconditional 
cash transfer

501 
intervention, 
827 control

Enrolled during 2008 school year

Adjusted odds 
ratios calculated 
with a logistic 
regression model 
of individual data 
with independent 
variables that 
include treatment 
status, age group, 
indicators 
for near rural and 
far rural strata, 
and baseline 
measure

Odds ratio 
compared 
with the 
baseline 
school girls 
group

1.62 [1.07 - 2.45]

Ever married 0.68 [0.37 - 1.28]

Currently pregnant 0.71 [0.35 - 1.41]

Sexual debut 0.64 [0.38 - 1.07]

Had unprotected sexual intercourse 1.08 [0.67 - 1.75]

Had sexual intercourse once per week 0.46 [0.26 - 0.82]

Had a sexual partner aged ≥25 years 0.21 [0.07 - 0.62]

Had an HIV test 1.18 [0.83 - 169]
Knows that a healthy looking person 
can have HIV 1.00 [0.61 - 1.62]

Knows that HIV can be transmitted 
through breastfeeding 1.72 [0.89 - 1.34]

Received health training about HIV/
AIDS 0.90 [0.63 - 1.30]

HIV prevalence 0.36 [0.14 - 0.91]

HSV-2 prevalence 0.24 [0.09 - 0.65]

Syphilis prevalence 0.92 [0.12 - 6.85]

Baseline 
dropouts, cash 
transfer

226 
intervention, 
223 control

Enrolled during 2008 school year Adjusted odds 
ratios calculated 
with a logistic 
regression model 
of individual data 
with independent 
variables that 
include treatment 
status, age group, 
indicators 
for near rural and 
far rural strata, 
and baseline 
measure

Odds ratio 
compared 
with the 
dropout group

8.77 [5.08 - 15.1]

Ever married 0.48 [0.29 - 0.80]

Currently pregnant 0.55 [0.27 - 1.13]

Sexual debut 0.70 [0.34 - 1.45]

Had unprotected sexual intercourse 0.74 [0.44 - 1.23]

Had sexual intercourse once per week 0.53 [ 0.32 - 0.86]
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms Sample size Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

Had a sexual partner aged 
≥25 years

0.79 [0.42 - 1.50]

Had an HIV test 1.00 [0.64 - 1.57]

Knows that a healthy 
looking person can have HIV

0.51 [0.23 - 1.15]

Knows that HIV can be 
transmitted through 
breastfeeding

0.69 [ 0.26 - 1.81]

Received health training 
about HIV/AIDS

1.91 [ 1.29 - 2.83]

HIV prevalence 1.37 [0.72 - 2.61]

HSV-2 prevalence 1.03 [0.47 - 2.23]

Syphilis prevalence 1.63 [ 0.27 - 9.95]

Baseline 
school girls, 
conditional 
cash transfer

236 
intervention, 
827 control

Enrolled during 2008 school 
year

Adjusted odds 
ratios calculated 
with a logistic 
regression model 
of individual data 
with independent 
variables that include 
treatment status, age 
group, indicators 
for near rural and 
far rural strata, and 
baseline measure

Odds ratio 
compared with 
the baseline 
school girls 
group

2.08 [1.14 - 2.82]

Ever married 0.93 [0.46 - 1.86]

Currently pregnant 1.17 [0.56 - 2.43]

Sexual debut 0.58 [0.29 - 1.15]

Had unprotected sexual 
intercourse

1.17 [0.67 - 2.05]

Had sexual intercourse once 
per week

0.53 [0.26 - 1.07]

Had a sexual partner aged 
≥25 years

0.08 [0.01 - 0.60]

HIV prevalence 0.29 [0.09 - 0.98]

HSV-2 prevalence 0.37 [0.13 - 1.03]

Syphilis prevalence 1.37 [0.20 - 9.41]

Baseline 
school girls, 
unconditional 
cash transfer

265 
intervention, 
827 control

Enrolled during 2008 school 
year

Adjusted odds 
ratios calculated 
with a logistic 
regression model 
of individual data 
with independent 
variables that include 
treatment status, age 
group, indicators 
for near rural and 
far rural strata, and 
baseline measure

Odds ratio 
compared with 
the baseline 
school girls 
group

1.22 [0.77 - 1.96]
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms Sample size Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

Ever married 0.36 [0.12 - 1.07]

Currently pregnant 0.16 [0.04 - 0.68]

Sexual debut 0.72 [0.37 - 1.40]

Had unprotected sexual 
intercourse

0.96 [0.50 - 1.83]

Had sexual intercourse once 
per week

0.37 [0.16 - 0.85]

Had a sexual partner aged 
≥25 years

0.36 [0.11 - 1.19]

HIV prevalence 0.47 [0.14 - 1.59]

HSV-2 prevalence 0.08 [0.01 - 0.58]

Syphilis prevalence Undefined

Baird et 
al. (2015) 
Zomba, 
Malawi

RCT

Never-
married 
girls 13-
22

Cash transfer 
intervention

Difference 
between the 
intervention 
and control 
group, 
intention to 
treat analysis

Two 
years 
from Jan 
2008 
to Dec 
2009

Baseline 
school girls, 
conditional 
cash transfer, 
round 2

1942 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared with 
baseline school 
girls

0.074 (0.090)

1944
Highest Education 
Qualification

0.011 (0.055)

1944 Passed Primary School 0.030 (0.039)

1944
Passed Junior Secondary 
School

-0.012 (0.022)

1944 Ever married 0.001 (0.012)

101 Age at first marriage -0.401 (0.282)

1943 Ever pregnant 0.008 (0.015)

1943 Total live births 0.021 (0.014)

1944 Desired fertility -0.100 (0.105)

1940
Suffers from psychological 
distress

-0.071 (0.032)

1944 Number of meals eaten 0.395 (0.191)

1942 Ever had sex 0.007 (0.025)

1941 Number of sexual partners -0.021 (0.040)

1942
Sexual active past 12 
months

-0.009 (0.023)

516 Age at first sex 0.189 (0.138)

Baseline 
school girls, 
conditional 
cash transfer, 
round 3

2019 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared with 
baseline school 
girls

0.126 (0.069)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  interval]

2019 Highest Education Qualification 0.073 (0.037)

2019 Passed Primary School 0.013 (0.024)

2019 Passed Junior Secondary School 0.055 (0.028)

2018 Ever married -0.010 (0.024)

390 Age at first marriage -0.182 (0.151)

2019 Ever pregnant 0.027 (0.027)

2019 Total live births 0.003 (0.022)

436 Age at first live birth -0.049 (0.175)

2012 Desired fertility -0.165 (0.102)

2013
Suffers from psychological 
distress

-0.037 (0.047)

2018 Number of meals eaten 0.596 (0.174)

2016 Ever had sex 0.005 (0.029)

2016 Number of sexual partners 0.005 (0.048)

2015 Sexual active past 12 months 0.001 (0.029)

893 Age at first sex 0.136 (0.130)

672 Condom use -0.006 (0.055)

Baseline 
school girls, 
conditional 
cash 
transfer, 
round 4

2019 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared with 
baseline school 
girls

0.132 (0.081)

2017 Highest Education Qualification 0.019 (0.047)

2017 Passed Primary School -0.013 (0.019)

2017 Passed Junior Secondary School 0.033 (0.028)

2019 Ever married -0.037 (0.028)

805 Age at first marriage -0.005 (0.149)

2019 Ever pregnant -0.026 (0.034)

2019 Total live births 0.018 (0.037)

983 Age at first live birth -0.139 (0.137)

2018 Desired fertility -0.079 (0.066)

2015
Suffers from psychological 
distress

-0.030 (0.033)

2017 Number of meals eaten 0.070 (0.142)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  interval]

2018 Ever had sex 0.004 (0.039)

2017 Number of sexual partners -0.013 (0.065)

2018 Sexual active past 12 months -0.034 (0.037)

1469 Age at first sex 0.187 (0.146)

1161 Condom use 0.010 (0.042)

Baseline 
school girls, 
unconditional 
cash transfer, 
round 2

1942 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared with 
baseline school 
girls

0.123 (0.110)

1944 Highest Education Qualification 0.039 (0.047)

1944 Passed Primary School 0.044 (0.038)

1944 Passed Junior Secondary School 0.003 (0.022)

1944 Ever married -0.030 (0.012)

101 Age at first marriage -0.404 (0.330)

1943 Ever pregnant -0.010 (0.017)

1943 Total live births 0.013 (0.017)

1944 Desired fertility 0.095 (0.123)

1940
Suffers from psychological 
distress

-0.141 (0.036)

1944 Number of meals eaten 0.448 (0.199)

1942 Ever had sex -0.004 (0.032)

1941 Number of sexual partners -0.037 (0.048)

1942 Sexual active past 12 months -0.018 (0.030)

516 Age at first sex -0.195 (0.166)

Baseline 
school girls, 
unconditional 
cash transfer, 
round 3

2019 Highest Grade Completed Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared with 
baseline school 
girls

0.103 (0.121)

2019 Highest Education Qualification 0.038 (0.057)

2019 Passed Primary School 0.030 (0.026)

2019 Passed Junior Secondary School 0.016 (0.045)

2018 Ever married -0.083 (0.024)

390 Age at first marriage -0.011 (0.288)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  interval]

2019 Ever pregnant -0.063 (0.028)

2019 Total live births -0.055 (0.030)

436 Age at first live birth -0.193 (0.229)

2012 Desired fertility 0.045 (0.105)

2013
Suffers from psychological 
distress

-0.026 (0.054)

2018 Number of meals eaten 0.338 (0.153)
2016 Ever had sex 0.020 (0.030)

2016 Number of sexual partners -0.007 (0.036)

2015 Sexual active past 12 months -0.036 (0.032)
893 Age at first sex -0.039 (0.189)
672 Condom use 0.102 (0.086)

Baseline 
school girls, 
unconditional 
cash transfer, 
round 4

2019 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared with 
baseline school 
girls

0.107 (0.131)

2017 Highest Education Qualification -0.032 (0.054)

2017 Passed Primary School 0.016 (0.016)
2017 Passed Junior Secondary School 0.014 (0.036)

2019 Ever married -0.012 (0.048)

805 Age at first marriage 0.502 (0.205)

2019 Ever pregnant -0.004 (0.043)

2019 Total live births -0.024 (0.047)

983 Age at first live birth -0.004 (0.169)

2018 Desired fertility -0.017 (0.057)

2015
Suffers from psychological 
distress

-0.009 (0.048)

2017 Number of meals eaten -0.088 (0.255)

2018 Ever had sex 0.045 (0.039)

2017 Number of sexual partners 0.102 (0.068)

2018 Sexual active past 12 months 0.039 (0.045)

1469 Age at first sex -0.198 (0.131)

1161 Condom use 0.056 (0.049)

Baseline 
school 
dropouts, 
conditional 
cash transfer, 
round 2

679 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared 
with baseline 
dropouts

0.570 (0.075)

678 Highest Education Qualification 0.054 (0.038)

678 Passed Primary School 0.036 (0.025)

678 Passed Junior Secondary School 0.014 (0.019)

679 Ever married -0.142 (0.029)

142 Age at first marriage 0.024 (0.273)

679 Ever pregnant -0.058 (0.031)

679 Total live births -0.010 (0.034)

678 Desired fertility -0.110 (0.106)

679
Suffers from psychological 
distress

0.002 (0.040)

679 Number of meals eaten 0.358 (0.209)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  interval]

679 Ever had sex -0.047 (0.024)

679 Number of sexual partners 0.008 (0.159)

679 Sexual active past 12 months -0.122 (0.035)

513 Age at first sex -0.013 (0.137)

Baseline 
school 
dropouts, 
conditional 
cash transfer, 
round 3

718 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared 
with baseline 
dropouts

0.558 (0.102)

718 Highest Education Qualification 0.108 (0.040)

718 Passed Primary School 0.058 (0.025)

718 Passed Junior Secondary School 0.049 (0.021)

718 Ever married -0.157 (0.037)

334 Age at first marriage 0.255 (0.174)

718 Ever pregnant -0.081 (0.027)

718 Total live births -0.095 (0.044)

463 Age at first live birth 0.237 (0.153)

716 Desired fertility -0.030 (0.083)

715
Suffers from psychological 
distress

0.010 (0.036)

718 Number of meals eaten 0.224 (0.192)

718 Ever had sex -0.067 (0.025)

718 Number of sexual partners -0.118 (0.153)

718 Sexual active past 12 months -0.094 (0.037)

625 Age at first sex -0.061 (0.144)

446 Condom use 0.046 (0.037)

Baseline 
school 
dropouts, 
conditional 
cash transfer, 
round 4

718 Highest Grade Completed

Regressions are OLS 
models with robust 
standard errors 
clustered at EA level, 
controlling for age, 
strata, household 
asset index, highest 
grade attended and 
never had sex.

Difference-
in-differences 
estimates 
compared 
with baseline 
dropouts

0.615 (0.125)

718 Highest Education Qualification 0.123 (0.040)

718 Passed Primary School 0.079 (0.027)

718 Passed Junior Secondary School 0.029 (0.023)

718 Ever married -0.103 (0.033)

484 Age at first marriage 0.408 (0.162)

718 Ever pregnant -0.038 (0.021)



38

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure
Effect size [95% 

confidence  interval]

718 Total live births -0.152 (0.055)

611 Age at first live birth 0.313 (0.166)

718 Desired fertility -0.160 (0.093)

717
Suffers from psychological 
distress

0.019 (0.042)

718 Number of meals eaten 0.275 (0.180)

718 Ever had sex 0.001 (0.012)

718 Number of sexual partners -0.016 (0.097)

718 Sexual active past 12 months -0.040 (0.029)

697 Age at first sex 0.102 (0.135)

577 Condom use 0.031 (0.031)

Bandiera et 
al. (2012)
Uganda

RCT
16 
years on 
average

Empowerment 
and Livelihoods 
for Adolescents 
(ELA) program

Before-after 
in each group

Two 
years 
from 
2008 to 
2010

ELA 
programme 
(Club 
participation) 
on IGA 

4765 Entrepreneurial ability

Age, marital 
status and 
number of 
children

OLS regression 
model to analyse the 
average treatment 
effects estimates 
in the intervention 
group vs the control 
group with robust 
standard errors in 
parenthesis

45.6 (11.4)

4831 Engaged in any IGA 0.278 (0.123)

4831 Self-employment 0.336 (0.093)

4831 Wage employment -0.073 (0.068)

4826
Individual total income past 
year from self-employment

-18,697 (71,793)

4828
Individual total income past 
year from wage employment

-45,156 (48,338)

4824
Hours spent on self-
employment on a typical day

1.18 (0.740)

4824
Hours spent on wage 
employment on a typical day

-0.836 (0.720)

ELA 
programme 
(Livelihood 
training) on 
IGA 

4765 Entrepreneurial ability

Age, marital 
status and 
number of 
children

OLS regression 
model to analyse the 
average treatment 
effects estimates 
in the intervention 
group vs the control 
group with robust 
standard errors in 
parenthesis

52.7 (13.2)

4831 Engaged in any IGA 0.321 (0.143)

4831 Self-employment 0.389 (0.109)

4831 Wage employment -0.084 (0.079)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure
Effect size [95% 

confidence  interval]

4826
Individual total income past 
year from self-employment

-21,604 (82,927)

4828
Individual total income past 
year from wage employment

-52,165 (56,045)

4824
Hours spent on self-
employment on a typical day

1.37 (0.859)

4824
Hours spent on wage 
employment on a typical day

-0.966 (0.834)

ELA 
programme 
(Club 
participation) 
on risky 
behaviours

4831 HIV knowledge

Age, marital 
status and 
number of 
children

OLS regression model 
to analyse the average 
treatment effects 
estimates in the 
intervention group vs 
the control group with 
robust standard errors 
in parenthesis

2.67 (0.504)

4550 Pregnancy knowledge 0.381 (0.176)

4670 Has child (ren) -0.179 (0.079)

816
If sexually active, always uses 
condom

0.747 (0.280)

816
If sexually active, uses often or 
sometimes condom

-0.646 (0.272)

816
If sexually active, uses other 
contraceptives

0.217 (0.214)

3870 Suffered from STD -0.041 (0.128)

120
If suffered from STD, went to 
health centre

0.537 (0.515)

922 Had sex unwillingly -0.648 (0.182)

ELA 
programme 
(Life skill 
training) 
on risky 
behaviours

4831 HIV knowledge

Age, marital 
status and 
number of 
children

OLS regression model 
to analyse the average 
treatment effects 
estimates in the 
intervention group vs 
the control group with 
robust standard errors 
in parenthesis

4.88 (0.910)

4550 Pregnancy knowledge 0.680 (0.318)

4670 Has child (ren) -0.325 (0.142)

816
If sexually active, always uses 
condom

1.64 (0.682)

816
If sexually active, uses often or 
sometimes condom

-1.42 (0.654)

816
If sexually active, uses other 
contraceptives

0.477 (0.459)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure
Effect size [95% 

confidence  interval]

3870 Suffered from STD -0.075 (0.233)

120
If suffered from STD, went to 
health centre

1.00 (0.973)

922 Had sex unwillingly -1.31 (0.405)

ELA 
Programme 
(Club 
participation) 
on other 
measures

4831 Gender empowerment index 

Age, marital 
status and 
number of 
children

OLS regression model 
to analyse the average 
treatment effects 
estimates in the 
intervention group vs 
the control group with 
robust standard errors 
in parenthesis

39.9 (10.7)

4727 Attitude Index 10.7 (9.70)

4766 Satisfaction Index -0.223 (5.82)

1191
Satisfaction with earnings/
income

3.70 (1.44)

4637
Never worry to get a good job 
in adulthood

0.384 (0.170)

ELA 
programme 
(Club 
participation) 
on aspirations 
related to 
marriage, 
childbearing 
and children’s 
lives

4730
Suitable age for marriage for a 
female

Age, marital 
status and 
number of 
children

OLS regression model 
to analyse the average 
treatment effects 
estimates in the 
intervention group vs 
the control group with 
robust standard errors 
in parenthesis

4.17 (1.25)

4705
Suitable age for marriage for 
a male

5.32 (1.36)

4701
Suitable age for women to have 
the first baby

2.77 (1.14)

4700 Preferred number of children -2.43 (0.573)

4603
Preferred age at which 
daughter (s) get married

3.26 (1.08)

4504
Preferred age at which son(s) 
get married

-0.249 (0.991)
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Bazika 
(2007)
Ewo, 
Republic of 
Congo

Cross-
sectional 
survey 
and FGDs

Young 
people age 
15–24

To understand 
how 
involvement 
in IGAs is 
associated with 
HIV risk

Baseline 2006 
only

¼ of 
participants 
sampled

Undefined

IGA provided them with money

Not specified Qualitative

N/A

IGA provided them with skills N/A

IGA provided them with 
independence N/A

5% Unprotected sexual intercourse 
with new sexual partner

Chi square = 
21.37: p < 0.01

Cho et al. 
(2017) 
Nyanza 
Province,
Kenya

RCT
Orphan 
adolescents 
age 11-20

To test whether 
keeping orphan 
adolescents in 
school reduces 
HIV risk

Before-after 
in each group

2011 to 
2014

Impact 
of school 
support on 
intervention 
group 
(combined)

835

School dropout

Logistic 
regression 
analysis 
controlling 
for age and 
gender

Adjusted 
Odds ratio 
compared 
with the 
intervention 
group

0.30 [0.18 -0.52]

Highest grade achieved 0.43 p = 0.0001

New HIV Infection 0.72 [0.15-3.42]

New HSV-2 Infection (study 
cut-off) 0.98 [0.54-1.78]

Marriage 0.68 [0.24-1.97]

Pregnancy (Female only) 0.65 [0.35-1.19]

Sexual Debut 0.83 [0.55-1.27]

Circumcision (Male only) 1.66 [1.02-2.70]

Transactional Sex 0.49 [0.25-0.96]

Forced sex 0.01 [ 0.62-1.65]

Age of the first sex -0.14 p=0.61

Number of sexual partners -0.45 p=0.07

Condom use at last sex 0.012 [ -0.12-0.14]

Impact 
of School 
support 
on age of 
participant

School dropout

Logistic 
regression 
analysis 
controlling for 
gender and 
intervention 
group

Adjusted 
Odds ratio 
compared 
with the age 
of participant

1.50 [1.29-1.75]

Highest grade achieved 0.006 p=0.85

New HIV Infection 1.34 [1.04-1.74]

New HSV-2 Infection (study 
cut-off) 0.96 [0.82-1.14]

Marriage 1.54 [1.24-1.91]

Pregnancy (Female only) 1.39 [1.13-1.71]

Sexual Debut 0.34 [1.21-1.48]

Circumcision (Male only) 0.98 [0.84-1.15]

Transactional Sex 1.13 [0.89-1.41]

Forced sex 0.19 [0.85-1.2]

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms Sample size Outcome(s)

Confounding 
factors 

corrected
Measure

Effect size [95% 
confidence  

interval]
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Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms Sample size Outcome(s)
Confounding 

factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

Age of the first sex 0.30 p=0.001

Number of sexual partners 0.05 p=0.57

Condom use at last sex 0.04 [0.001-0.09]

Impact 
of School 
support on 
gender of 
participant

School dropout

Logistic 
regression 
analysis 
controlling 
for age and 
intervention 
group

Adjusted 
Odds ratio 
compared 
with the 
gender of 
participant 
(Male 
Reference 
category)

1.98 [1.19-3.28]

Highest grade achieved -0.23 p=0.05

New HIV Infection 2.25 [0.37-13.63]

New HSV-2 Infection (study 
cut-off) 1.15 [0.76-1.73]

Marriage 3.13 [1.50-6.56]

Pregnancy (Female only) NA

Sexual Debut 1.12 [ 0.77-1.62]

Circumcision (Male only) NA

Transactional Sex 4.69 [2.53-8.67]

Forced sex 0.40 [0.20-0.78]

Age of the first sex 1.03 p=0.0002

Number of sexual partners -0.60 p=0.01

Condom use at last sex -0.07 [-0.20-0.06]

Cluver et al. 
(2013)
Mpumalanga 
and Western 
Cape, South 
Africa

Propensity 
score 
matched 
case-
control 
study

Adolescent 
boys and 
girls age 
12–18

To compare 
the sexual HIV 
risk behaviour 
of adolescents 
in households 
receiving a 
grant with 
those in non-
recipient 
households

Before-after 
in each group

Between 
2009 and 
2012

Household 
grant 
recipients 
(Girls)

1155 Incidence of transactional sex

Adjusted 
odds ratios 
calculated 
with a logistic 
regression 
model 
controlling 
for household 
grant receipt, 
age group, 
location, 
housing type, 
household 
assets, job in 
the household, 
positive 
parenting, 
good parenting 
discipline, 
family support, 
migration, 
female 
caregiver, 
orphanhood, 
and biological 
parent 
caregiver.

Odds ratio 
compared 
with the 
girls in the 
control 
group

0·49 (0·26–0·93)

1155 Incidence of age-disparate sex 0·29 (0·13–0·67)

1155 Incidence of sex after drinking 
alcohol or taking drugs 1·97 (0·54–7·12)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  

interval]

1155 Incidence of unprotected 
sex 0·91 (0·64–1·30) 

1155 Incidence of multiple 
partners 0·77 (0·50–1·19)

Age of 
participant 
(Girls)

1155 Incidence of transactional 
sex Adjusted odds ratios 

calculated with a logistic 
regression model 
controlling for household 
grant receipt, age group, 
location, housing type, 
household assets, job in 
the household, positive 
parenting, good parenting 
discipline, family support, 
migration, female 
caregiver, orphanhood, 
and biological parent 
caregiver

Odds ratio 
compared 
with the girls 
in the older 
age group

1·41 (1·16–1·72)

1155 Incidence of age-
disparate sex 1·30 (1·03–1·64)

1155
Incidence of sex after 
drinking alcohol or taking 
drugs

2·62 (1·40–4·91)

1155 Incidence of unprotected 
sex 1·79 (1·57–2·04)

1155 Incidence of multiple 
partners 1·92 (1·62–2·26)

Household 
grant 
recipients 
(Boys)

831 Incidence of transactional 
sex

Adjusted odds ratios 
calculated with a logistic 
regression model 
controlling for household 
grant receipt, age group, 
location, housing type, 
household assets, job in 
the household, positive 
parenting, good parenting 
discipline, family support, 
migration, female 
caregiver, orphanhood, 
and biological parent 
caregiver

Odds ratio 
compared 
with the boys 
in the control 
group

1·10 (0·47–2·66)

831 Incidence of age-
disparate sex 0·67 (0·27–1·63)

831
Incidence of sex after 
drinking alcohol or taking 
drugs

0·69 (0·27–1·77)

831 Incidence of unprotected 
sex 0·77 (0·52–1·15)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  

interval]

831 Incidence of multiple 
partners 0·67 (0·46–0·97)

Age of 
participant 
(Boys)

831 Incidence of transactional 
sex

Adjusted odds ratios 
calculated with a logistic 
regression model 
controlling for household 
grant receipt, age group, 
location, housing type, 
household assets, job in 
the household, positive 
parenting, good parenting 
discipline, family support, 
migration, female 
caregiver, orphanhood, 
and biological parent 
caregiver

Odds ratio 
compared 
with the older 
boys in the 
study

1·37 (1·03–1·80) 

831 Incidence of age-
disparate sex 1·60 (1·20–2·13)

831
Incidence of sex after 
drinking alcohol or taking 
drugs

2·41 (1·67–3·44)

831 Incidence of unprotected 
sex 1·46 (1·28–1·66)

831 Incidence of multiple 
partners 1·77 (1·55–2·00)

Household 
grant 
recipients 
(Girls)

1155 Prevalence of 
transactional sex

Adjusted odds ratios 
calculated with a logistic 
regression model 
controlling for household 
grant receipt, age group, 
location, housing type, 
household assets, job in 
the household, positive 
parenting, good parenting 
discipline, family support, 
migration, female 
caregiver, orphanhood, 
and biological parent 
caregiver

Odds ratio 
compared 
with the girls 
in the control 
group

0·47 (0·26–0·86)

1155 Prevalence of age-
disparate sex 0·37 (0·18–0·77)

1155
Prevalence of sex after 
drinking alcohol or taking 
drugs

0·80 (0·37–1·70)

1155 Prevalence of unprotected 
sex 0·90 (0·51–1·59)

1155 Prevalence of multiple 
partners 0·58 (0·23–1·47)

Age of 
participant 
(Girls)

1155 Prevalence of 
transactional sex Adjusted odds ratios 

calculated with a logistic 
regression model 
controlling for household 
grant receipt, age group, 
location, housing type, 
household assets, job in 
the household, positive 
parenting, good parenting 
discipline, family support, 
migration, female 
caregiver, orphanhood, 
and biological parent 
caregiver

Odds ratio 
compared 
with the girls 
in the older 
age group

1·49 (1·22–1·81)

1155 Prevalence of age-
disparate sex 1·31 (1·06–1·62) 

1155
Prevalence of sex after 
drinking alcohol or taking 
drugs

1·63 (1·24–2·14)

1155 Prevalence of unprotected 
sex 2·17 (1·70–2·77) 
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  

interval]

1155 Prevalence of multiple 
partners 2·58 (1·67–3·97)

Household 
grant 
recipients 
(Boys)

831 Prevalence of 
transactional sex

Adjusted odds ratios 
calculated with a logistic 
regression model 
controlling for household 
grant receipt, age group, 
location, housing type, 
household assets, job in 
the household, positive 
parenting, good parenting 
discipline, family support, 
migration, female 
caregiver, orphanhood, 
and biological parent 
caregiver

Odds ratio 
compared 
with the boys 
in the control 
group

1·23 (0·53–2·86)

831 Prevalence of age-
disparate sex 0·70 (0·30–1·63)

831
Prevalence of sex after 
drinking alcohol or taking 
drugs

0·88 (0·46–1·70)

831 Prevalence of 
unprotected sex 0·96 (0·48–1·91)

831 Prevalence of multiple 
partners 0·85 (0·47–1·57)

Age of 
participant 
(Boys)

831 Prevalence of 
transactional sex

Adjusted odds ratios 
calculated with a logistic 
regression model 
controlling for household 
grant receipt, age group, 
location, housing type, 
household assets, job in 
the household, positive 
parenting, good parenting 
discipline, family support, 
migration, female 
caregiver, orphanhood, and 
biological parent caregiver

Odds ratio 
compared 
with the older 
boys in the 
study

1·43 (1·09–1·87)

831 Prevalence of age-
disparate sex 1·58 (1·20–2·08)

831
Prevalence of sex after 
drinking alcohol or taking 
drugs

1·88 (1·49–2·36)

831 Prevalence of 
unprotected sex 1·48 (1·18–1·85)
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Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

831 Prevalence of 
multiple partners 2·08 (1·67–2·60)

Cluver et al. 
(2014)
Mpumalanga 
and Western 
Cape,
South Africa

Prospective 
observational 
study with 
random 
sampling

Adolescent 
boys and 
girls age 
12–18

To assess the 
relationship 
between 
receipt of social 
services (“cash,” 
“cash plus care,” 
or “no support”) 
and HIV risk 
behaviours

Before-after 
in each group

Between 
2009 and 
2012

One or more 
HIV-risk 
behaviours 
(girls) 

1498 Cash support

Adjusted odds ratios 
calculated with a 
logistic regression 
model controlling for 
baseline age, poverty, 
informal housing, 
urban location, school 
non-enrolment

Odds ratio 
compared 
with girls 
in the 
comparison 
group

0.63 (0.44–0.91)

1498 Integrated cash plus 
care 0.55 (0.35–0.85)

1498 AIDS-affected 1.47 (1.12–1.93)

1498 Informal housing 1.16 (0.85–1.59)

1498 Older age 1.78 (1.611.96)

1498 Lacking 4þ/8 basic 
necessities 1.16 (0.85–1.59)

1498 Moved home 2þ 
times 1.55 (1.15–2.10)

1498 HIV-risk behaviour 
(baseline) 2.58 (1.86–3.58)

One or more 
HIV-risk 
behaviours 
(boys)

1170 Cash support

Adjusted odds ratios 
calculated with a 
logistic regression 
model controlling for 
baseline age, poverty, 
informal housing, 
urban location, school 
non-enrolment

Odds ratio 
compared 
with boys 
in the 
comparison 
group

0.77 (0.52–1.16)

1170 Integrated cash plus 
care 0.50 (0.31–0.82)

1170 AIDS-affected 1.11 (0.83–1.49)

1170 Informal housing 1.40 (0.99–1.96)

1170 Older age 1.66 (1.50–1.83)

1170 Lacking 4þ/8 basic 
necessities 1.08 (0.77–1.53)

1170 Moved home 2þ 
times 1.50 (1.09–2.07

1170 HIV-risk behaviour 
(baseline) 2.63 (1.81 – 3.82)

Cluver, 
Orkin,
Meinck, 
Boyes,
and Sherr 
(2016)
Mpumalanga 
and
Western 
Cape,
South Africa

Prospective 
observational 
study

Adolescent 
boys and 
girls age 
12–18

To examine 
the potential 
pathways from 
structural 
disadvantage 
to adolescent 
HIV risks, and 
the effect of 
cash and care 
types of social 
protection on 
adolescent HIV 
risk pathways

Before-after 
in each group

Between 
2009 and 
2012

Cash social 
protection 
for 
adolescent 
girls

1498 Structural 
deprivation

Moderation effects 
calculated while 
controlling for baseline 
HIV risk behaviour, 
adolescent age, HIV 
prevention knowledge, 
urban/rural location, 
child migration, 
number of children 
in household, female 
primary caregiver, 
access to birth 
certificate, province.

Moderation 
effects of 
cash social 
protection 
compared to 
baseline

B = -0.08; p<0.002

1498 Psychological 
problems B = -0.22; p<0.001

1498 HIV risk behaviour B = -0.07; p<0.001
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Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

Care social 
protection 
for 
adolescent 
girls

1498 Psychosocial 
problems

Moderation effects 
of care social 
protection compared 
to baseline

B = -0.20; p<0.001

Cash social 
protection 
for 
adolescent 
boys

1170 Structural 
deprivation

Moderation effects 
calculated while 
controlling for baseline 
HIV risk behaviour, 
adolescent age, HIV 
prevention knowledge, 
urban/rural location, 
child migration, 
number of children 
in household, female 
primary caregiver, 
access to birth 
certificate, province.

Moderation effects 
of cash social 
protection compared 
to baseline

B = -0.07; p<0.006

1170 Psychological 
problems B = -0.19; p<0.001

1170 HIV risk 
behaviour B = -0.10; p<0.001

Care social 
protection 
for 
adolescent 
boys

1170 Psychosocial 
problems

Moderation effects 
of care social 
protection compared 
to baseline

B = -0.17; p<0.001

Cluver, 
Orkin, 
Yakubovich, 
and Sherr 
(2016)
Mpumalanga 
and Western 
Cape, South 
Africa

Prospective 
observational 
study with 
random 
sampling

Adolescent 
boys and 
girls age 
12–18

To test 
whether social 
protection is 
associated with 
indicators of 
five health-
related 
Sustainable 
Development 
Goals (SDGs)

Before-after 
in each group

Between 
2009 and 
2012

Cash 
protection 
for 
adolescent 
boys

1475 Hunger
Logistic regression 
models showing 
associations between 
social protection 
receipt and SDG 
indicators while 
controlling for age, 
urban/rural location, 
number of children in 
home, access to birth 
certificate, female 
caregiver, missing 2 
or more necessities, 
informal housing and 
job in household. 

Odds ratio compared 
with baseline results

-

1475 AIDS 0.69 (0.50-0.95)
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1475 TB -

1475 Mental Health 0.67 (0.47-0.96)

1475 Substance 
abuse 0.61 (0.42-0.89)

1475 School non-
enrolment 0.1 (0.05-0.19)

1475 Sexual violence 
or exploitation -

1475 Violence 
perpetration 0.67 (0.48-0.93)

Care social 
protection for 
boys

1475 Hunger
Logistic regression 
models showing 
associations between 
social protection 
receipt and SDG 
indicators while 
controlling for age, 
urban/rural location, 
number of children in 
home, access to birth 
certificate, female 
caregiver, missing 2 
or more necessities, 
informal housing and 
job in household. 

Odds ratio compared 
with baseline results

0.5 (0.34-0.73)

1475 AIDS 0.56 (0.41-0.77)

1475 TB -

1475 Mental Health -

Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]
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1475 Substance abuse 0.36 (0.23-0.57)

1475 School non-
enrolment -

1475 Sexual violence 
or exploitation -

1475 Violence 
perpetration 0.59 (0.43-0.81)

Cash social 
protection 
for girls

1926 Hunger Logistic regression 
models showing 
associations between 
social protection 
receipt and SDG 
indicators while 
controlling for age, 
urban/rural location, 
number of children in 
home, access to birth 
certificate, female 
caregiver, missing 2 
or more necessities, 
informal housing and 
job in household. 

Odds ratio compared 
with baseline results

-

1926 AIDS 0.64 (0.46-0.87)

1926 TB -

1926 Mental Health -

1926 Substance abuse 0.46 (0.30-0.70)

1926 School non-
enrolment 0.14 (0.09-0.24)

Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

1926 Sexual violence 
or exploitation 0.67 (0.48-0.93)

1926 Violence 
perpetration 0.46 (0.27-0.78)

Care social 
protection 
for girls

1926 Hunger
Logistic regression 
models showing 
associations between 
social protection 
receipt and SDG 
indicators while 
controlling for age, 
urban/rural location, 
number of children in 
home, access to birth 
certificate, female 
caregiver, missing 2 
or more necessities, 
informal housing and 
job in household. 

Odds ratio compared 
with baseline results

0.63 (0.51-0.77)

1926 AIDS 0.67 (0.49-0.91)

1926 TB -

1926 Mental Health -

1926 Substance abuse 0.32 (0.19-0.53)

1926 School non-
enrolment 1.49 (0.54-4.10)

1926 Sexual violence 
or exploitation 0.71 (0.52-0.98)
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Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

1926 Violence 
perpetration -

Cluver, 
Orkin, 
Meinck, 
Boyes, 
Yakubovich, 
et al. (2016)
Mpumalanga 
and
Western 
Cape,
South Africa

Prospective 
observational 
study

Adolescent 
boys and 
girls age 
12–18

To assess the 
relationship 
between 
receipt of 
social services 
and HIV risk 
behaviours

Before-after 
in each group

Between 
2009 and 
2012

Child grants 
for girls

1498 Incautious sex
Logistic regression 
models showing 
associations between 
social protection 
receipt and incident 
HIV-risk behaviours 
while controlling for 
age, food insecurity, 
informal housing, 
urban location, school 
non-enrolment, 
migration, children 
in household, female 
caregiver, mother dead, 
father dead, access to 
birth certificate, and 
HIV knowledge.

Odds ratio compared 
with baseline results

-

1498 Economic sex 0.51 (0.32-0.83)

1498 Pregnancy 1.64 (0.89-3.00)

Free school 
and books for 
girls

1498 Incautious sex 

Logistic regression 
models showing 
associations between 
social protection 
receipt and incident 
HIV-risk behaviours 
while controlling for 
age, food insecurity, 
informal housing, urban 
location, school non-
enrolment, migration, 
children in household, 
female caregiver, 
mother dead, father 
dead, access to birth 
certificate, and HIV 
knowledge.

Odds ratio compared 
with baseline results -

1498 Economic sex 0.36 (0.22-0.60)

1498 Pregnancy 0.47 (0.21-1.03)
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Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

School 
feeding for 
girls

1498 Incautious sex
Logistic regression 
models showing 
associations between 
social protection 
receipt and incident 
HIV-risk behaviours 
while controlling for 
age, food insecurity, 
informal housing, 
urban location, school 
non-enrolment, 
migration, children 
in household, female 
caregiver, mother dead, 
father dead, access to 
birth certificate, and 
HIV knowledge.

Odds ratio compared 
with baseline results

0.64 (0.44-0.93)

1498 Economic sex -

1498 Pregnancy 0.32 (0.15-0.67)

Parental 
monitoring 
for girls

1498 Incautious sex

Logistic regression 
models showing 
associations between 
social protection 
receipt and incident 
HIV-risk behaviours 
while controlling for 
age, food insecurity, 
informal housing, urban 
location, school non-
enrolment, migration, 
children in household, 
female caregiver, 
mother dead, father 
dead, access to birth 
certificate, and HIV 
knowledge.

Odds ratio compared 
with baseline results 0.66 (0.43-1.01)
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Confounding factors 
corrected
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1498 Economic sex 0.62 (0.34-1.15)

1498 Pregnancy 0.55 (0.25-1.20)

Child grants 
for boys 1170 Incautious sex

Logistic regression 
models showing 
associations between 
social protection 
receipt and incident 
HIV-risk behaviours 
while controlling for 
age, food insecurity, 
informal housing, 
urban location, school 
non-enrolment, 
migration, children 
in household, female 
caregiver, mother dead, 
father dead, access to 
birth certificate, and 
HIV knowledge.

Odds ratio compared 
with baseline results -

1170 Economic sex -

Free school 
and books for 
boys

1170 Incautious sex

Logistic regression 
models showing 
associations between 
social protection 
receipt and incident 
HIV-risk behaviours 
while controlling for 
age, food insecurity, 
informal housing, 
urban location, school 
non-enrolment, 
migration, children 
in household, female 
caregiver, mother 
dead, father dead, 
access to birth 
certificate, and HIV 
knowledge.

Odds ratio compared 
with baseline results 0.69 (0.48-0.99)
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corrected
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1170 Economic sex -

School 
feeding for 
boys

1170 Incautious sex
Logistic regression 
models showing 
associations between 
social protection 
receipt and incident 
HIV-risk behaviours 
while controlling for 
age, food insecurity, 
informal housing, urban 
location, school non-
enrolment, migration, 
children in household, 
female caregiver, 
mother dead, father 
dead, access to birth 
certificate, and HIV 
knowledge.

Odds ratio compared 
with baseline results

-

1170 Economic sex -

Parental 
monitoring 
for boys

1170 Incautious sex
Odds ratio compared 
with baseline results

0.51 (0.30-0.87)

1170 Economic sex 0.10 (0.01-0.70)

Cowan et al. 
(2011)
Rural 
Zimbabwe

RCT

Males and 
females 
aged 18-
22 years

Assess the 
impact of a 
community-
based, multi-
component 
HIV and 
reproductive 
health 
intervention 
aimed at 
changing social 
norms for 
adolescents

Before-after 
in each group

48 
months

Control vs 
Intervention 
(Males)

2074
Knowledge and self-
efficacy about HIV 
acquisition

Impact of intervention 
on population 
prevalence of 
knowledge, attitudinal 
and behavioural 
outcomes for males

Adjusted odds ratios

1.09 [0.88–1.35]

2074
Knowledge and self-
efficacy about STD 
acquisition

1.32 [1.08–1.61]

2068
Knowledge and 
self-efficacy about 
Pregnancy prevention

1.59 [1.27–1.99]

2056 Condom self-efficacy 1.18 [0.94–1.48]

1995 Sexual refusal self-
efficacy 0.92 [0.74–1.14]

2055 HIV-testing self-
efficacy 1.08 [0.89–1.30]

1889
Attitudes - Control 
over sex All responses 
“correct”

1.44 [0.90–2.32]

1889

Attitudes - Control 
over sex: ≥ 7/10 
questions responded 
to “correctly”

1.18 [0.94–1.48]

1977 Control around sexual 
refusal 1.22 [1.02–1.47]

1931 Control around sexual 
partners 1.08 [0.87–1.32]
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factors 
corrected

Measure
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1980 Safe sex and condoms 1.20 [0.95–1.52]

1956 Attitudes - Jewkes scale: Gender 
empowerment: ≥ 4/8 responses “correct” 1.12 [0.93–1.35]

2006 Right to refuse sex 1.20 [0.98–1.46]

2007 Rights within marriage 1.79 [1.05–3.04]

2061 Control over life & future: Have long range 
goals 1.19 [0.94–1.51]

2012 Ever had sex 1.04 [0.87–1.24]

2012 Sexual debut 17 or younger 1.01 [0.78–1.31]

2012 Two or more lifetime partners 1.03 [0.80–1.31]

1607 Two or more partners in last 12m 0.86 [0.59–1.26]

2006 Did not use condom at last sex 1.03 [0.83–1.29]

879 No pregnancy prevention used with first 
partner 0.90 [0.69–1.17]

879 No pregnancy prevention used with last 
partner 0.87 [0.64–1.17]

879 No pregnancy prevention used with any 
partner 0.87 [0.63–1.21]

2074 Been to the clinic in the last 12 months 0.99 [0.76–1.29]

825 Never worry that clinic staff will tell others 
purpose of my visit 1.10 [0.81–1.51]

825
Always seen in private, never worry that 
other patients will know purpose of my 
visit 

0.87 [0.66–1.14]
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Confounding factors 

corrected
Measure
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2048
Would go to clinic 
for treatment if had 
discharge from penis

1.19 [0.90–1.57]

Control vs 
Intervention 
(Females)

2592
Knowledge and self-
efficacy about HIV 
acquisition

Impact of intervention 
on population 
prevalence of 
knowledge, attitudinal 
and behavioural 
outcomes for females 

Adjusted odds ratios

1.16 [0.92–1.45]

2589
Knowledge and self-
efficacy about STD 
acquisition

1.45 [1.17–1.79]

2590
Knowledge and 
self-efficacy about 
Pregnancy prevention

1.32 [1.14–1.55]

2558 Condom self-efficacy 1.22 [1.01–1.48]

2544 Sexual refusal self-
efficacy 1.17 [0.95–1.43]

2557 HIV-testing self-
efficacy 1.22 [1.03–1.44]

2272
Attitudes - Control 
over sex All responses 
“correct”

1.36 [0.87–2.14]

2272

Attitudes - Control 
over sex: ≥ 7/10 
questions responded 
to “correctly”

1.34 [1.11–1.63]

2436 Control around sexual 
refusal 1.16 [0.95–1.43]

2368 Control around sexual 
partners 1.14 [0.91–1.43]

2434 Safe sex and condoms 1.24 [1.03–1.48]

2425

Attitudes - Jewkes 
scale: Gender 
empowerment: ≥ 4/8 
responses “correct”

1.32 [1.05–1.66]

2501 Right to refuse sex 1.17 [0.95–1.44]

2516 Rights within 
marriage 1.19 [0.74–1.91]

2566
Control over life & 
future: Have long 
range goals

1.10 [0.88–1.38]

2506 Ever had sex 0.83 [0.61–1.13]



56

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
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2506 Sexual debut 17 or 
younger 1.02 [0.80–1.28]

2506 Two or more lifetime 
partners 1.11 [0.79–1.56]

2059 Two or more partners 
in last 12m 0.91 [0.56–1.47]

2491 Did not use condom at 
last sex 0.93 [0.72–1.20]

1363
No pregnancy 
prevention used with 
first partner

0.97 [0.76–1.25]

1363
No pregnancy 
prevention used with 
last partner

1.04 [0.77–1.40]

1363
No pregnancy 
prevention used with 
any partner

0.99 [0.74–1.30]

2578 Been to the clinic in 
the last 12 months 0.98 [0.76–1.28]

1367

Never worry that 
clinic staff will tell 
others purpose of my 
visit

1.04 0.80–1.36]

1367

Always seen in private, 
never worry that other 
patients will know 
purpose of my visit 

0.96 [0.72–1.28]

2489
Able to go to the clinic 
if I needed to get 
contraception

1.33 [1.05–1.69]

Control vs 
Intervention 
(Males)

2012 Ever had symptoms 
of STD

Impact of the 
intervention on 
population prevalence 
of biological outcomes 
for males

Adjusted odds ratios

0.98 [0.76–1.25]

302 Sought treatment for 
STD symptoms 0.82 [0.44–1.53]

1973 Genital discharge 
prevalence 1.09 [0.81–1.46]

1963 Genital warts or sores 
prevalence 0.92 [0.67–1.27]

2051 Prevalence of any 
symptom of STD 1.06 [0.90–1.24]
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corrected
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2079 HIV infection 1.20 [0.66–2.18]

2079 HSV-2 infection 1.23 [0.69–2.18]

Control vs 
Intervention 
(All females)

2586 Currently pregnant

Impact of the 
intervention on 
population prevalence 
of biological outcomes 
for all females

Adjusted odds ratios

0.92 [0.70–1.19]

2542 Reported unwanted 
pregnancy 0.88 [0.69–1.12]

2581 Reported past or 
current pregnancy 0.64 [0.49–0.83]

2556 Reported aborted 
pregnancy 1.26 [0.82–1.94]

2593
Any evidence of 
pregnancy (including 
currently pregnant)

0.64 [0.49–0.83]

Control vs 
Intervention 
(Unmarried 
females)

1401 Currently pregnant

Impact of the 
intervention on 
population prevalence 
of biological outcomes 
for unmarried females

Adjusted odds ratios

0.66 [0.32–1.36]

1379 Reported unwanted 
pregnancy 0.54 [0.19–1.54]

1398 Reported past or 
current pregnancy 0.60 [0.27–1.31]

1385 Reported aborted 
pregnancy 0.98 [0.42–2.25]

1406
Any evidence of 
pregnancy (including 
currently pregnant)

0.55 [0.32–0.95]

Control vs 
Intervention 
(Married 
females)

1176 Currently pregnant

Impact of the 
intervention on 
population prevalence 
of biological outcomes 
for married females

Adjusted odds ratios

1.02 [0.78–1.35]

1165 Reported unwanted 
pregnancy 0.93 [0.72–1.19]

1174 Reported past or 
current pregnancy 0.65 [0.49–0.87]

1162 Reported aborted 
pregnancy 1.20 [0.63–2.26]

1178
Any evidence of 
pregnancy (including 
currently pregnant)

0.70 [0.53–0.93]

Control vs 
Intervention 
(All females)

2506 Ever had symptoms 
of STD

Impact of the 
intervention on 
population prevalence 
of biological outcomes 
for all females

Adjusted odds ratios

0.97 [0.79–1.19]

431 Sought treatment for 
STD symptoms 0.91 [0.62–1.35]

2488 Genital discharge 
prevalence 0.91 [0.70–1.19]

2444 Genital warts or sores 
prevalence 0.78 [0.57–1.05]

2567 Prevalence of any 
symptom of STD 0.86 [0.72–1.02]
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corrected
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2593 HIV infection 1.15 [0.81–1.64]

2593 HSV-2 infection 1.24 [0.93–1.65]

Dancy et al. 
(2014)
Rural 
Malawi

Quasi-
experi-
mental 
study

13-19 
year old 
males and 
females

To establish 
the efficacy of 
MMKA
in enhancing 
13- to 19-year-
old Malawian 
males’ and 
females’
HIV knowledge, 
attitude about 
HIV, self-
efficacy for 
condom use 
and for safer 
sex, and HIV 
risk reduction 
behaviours.

Before-after 
in each group

40 
months

Control vs 
MMKA (all 
participants)

777 HIV Knowledge index

Post-intervention HIV 
knowledge, attitude, 
self-efficacy, and 
behaviours (Age 13–
19 years) controlling 
for school, education, 
adequate food, 
gender, and age

Percentage 
differences 82.07 vs 87.22

777 HIV Prevention

Mean 
difference 
and 
standard 
deviation

1.38 (0.69) vs 1.53 (0.64)

777 Hope scale 2.25 (1.13) vs 2.57 (1.12)

777 Self-efficacy for 
condom use 1.70 (0.90) vs 1.99 (0.94)

777 Self-efficacy for safer 
sex scale 2.47 (0.61) vs 2.73 (0.40)

777 Partner 
communication scale 0.34 (0.88) vs 0.53 (1.03)

777 Abstained last 2 
months

Percentage 
differences

86.96 vs 83.81

777
Ever used condom last 
2 months (for sexually 
active)

48.78 vs 69.81

777
Always used condom 
last 2 months (for 
sexually active)

19.51 vs 45.28

777
More than one partner 
last 2 months (for 
sexually active)

12.20 vs 15.09

777 HIV test in last 12 
months 6.62 vs 13.54

777 Community HIV 
prevention index Mean (SD) 1.90 (1.92) vs 2.89 (1.85)

Control 
vs MMKA 
(Females 
aged 13-15 
years)

223 HIV Knowledge index
Post-intervention HIV 
knowledge, attitude, 
self-efficacy, and 
behaviours (females 
aged 13–15 years) 
controlling for school, 
education, adequate 
food, gender, and age

Percentage 
differences 80.59 vs 85.94

223 HIV Prevention

Mean 
difference 
and 
standard 
deviation

1.22 (0.57) vs 1.45 (0.58)

223 Hope scale 2.01 (1.09) vs 2.47 (1.11)

223 Self-efficacy for 
condom use 1.37 (0.74) vs 1.61 (0.85)

223 Self-efficacy for safer 
sex scale 2.32 (0.70) vs 2.62 (0.44)
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223 Partner 
communication scale 0.06 (0.36) vs 0.10 (0.40)

223 Abstained last 2 
months Percentage 

differences

96.15 vs 95.80

223 HIV test in last 12 
months 0.96 vs 3.36

223 Community HIV 
prevention index Mean (SD) 1.29 (1.61) vs 2.23 (1.54)

Control 
vs MMKA 
(Males aged 
13-15 years)

191 HIV Knowledge index

Post-intervention HIV 
knowledge, attitude, 
self-efficacy, and 
behaviours (Males 
aged 13–15 years) 
controlling for school, 
education, adequate 
food, gender, and age

Percentage 
differences 79.76 vs 85.20

191 HIV Prevention

Mean 
difference 
and 
standard 
deviation

1.29 (0.66) vs 1.50 (0.62)

191 Hope scale 2.39 (1.17) vs 2.41 (1.15)

191 Self-efficacy for 
condom use 1.66 (0.89) vs 1.94 (0.93)

191 Self-efficacy for safer 
sex scale 2.40 (0.63) vs 2.71 (0.46)

191 Partner 
communication scale 0.15 (.58) vs 0.49 (1.02)

191 Abstained last 2 
months Percentage 

differences

91.75 vs 85.11

191 HIV test in last 12 
months 4.12 vs 6.38

191 Community HIV 
prevention index Mean (SD) 1.72 (1.68) vs 2.55 (1.51)

Control 
vs MMKA 
(Females 
aged 16-19 
years)

157 HIV Knowledge index

Post-intervention HIV 
knowledge, attitude, 
self-efficacy, and 
behaviours (females 
aged 16–19 years) 
controlling for school, 
education, adequate 
food, gender, and age

Percentage 
differences 83.30 vs 86.68

157 HIV Prevention

Mean 
difference 
and 
standard 
deviation

1.42 (0.76) vs 1.51 (0.67)

157 Hope scale 2.35 (1.14) vs 2.69 (1.12)

157 Self-efficacy for 
condom use 1.59 (0.86) vs 1.97 (0.94)

157 Self-efficacy for safer 
sex scale 2.54 (0.51) vs 2.79 (0.32)

157 Partner 
communication scale 0.40 (0.90) vs 0.59 (1.10)
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157 Abstained last 2 
months Percentage 

differences

83.53 vs 74.65

157 HIV test in last 12 
months 4.65 vs 23.94

157 Community HIV 
prevention index Mean (SD) 1.97 (2.00) vs 3.46 (2.26)

Control 
vs MMKA 
(Males aged 
16-19 years)

206 HIV Knowledge index

Post-intervention HIV 
knowledge, attitude, 
self-efficacy, and 
behaviours (Males 
aged 16–19 years) 
controlling for school, 
education, adequate 
food, gender, and age

Percentage 
differences 84.65 vs 91.00

206 HIV Prevention

Mean 
difference 
and 
standard 
deviation

1.58 (0.73) vs 1.66 (0.68)

206 Hope scale 2.28 (1.12) vs 2.77 (1.09)

206 Self-efficacy for 
condom use 2.14 (0.93) vs 2.51 (0.82)

206 Self-efficacy for safer 
sex scale 2.64 (0.51) vs 2.84 (0.29)

206 Partner 
communication scale 0.75 (1.23) vs 1.04 (1.27)

206 Abstained last 2 
months Percentage 

differences

76.19 vs 74.75

206 HIV test in last 12 
months 16.04 vs 25.00

206 Community HIV 
prevention index Mean (SD) 2.60 (2.12) vs 3.59 (1.80)

de Walque 
et al. (2012) 
Kilombero/
Ulanga, 
Tanzania

RCT

Males and 
females 
age 
18–30, 
including 
adult 
spouses

To assess the 
effectiveness 
of CCTs on 
prevention of 
STIs

Before-after 
in each group

One year 
between 
2009 and 
2010

High-value 
CCT

585
Month 4 combined
prevalence of four
STIs tested by NAAT

Logistic regression 
models controlling for 
gender, education, age, 
marital status, income, 
SES, subvillage and 
baseline STI status

Risk ratios 
for high-
value CCT 
compared to 
control

0.92 (0.62 to 1.20)

585
Month 8 combined
prevalence of four
STIs tested by NAAT

0.90 (0.61 to 1.18)

585
Month 12 combined
prevalence of four
STIs tested by NAAT

0.73 (0.47 to 0.99)

585

Month 12 combined
measure for three
STIs detected by
serology at baseline
and month 12

1.03 (0.74 to 1.32)
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585

Month 12 combined
prevalence of four
STIs tested by NAAT
men only

0.68 (0.25 to 1.10)

585

Month 12 combined
prevalence of four
STIs tested by NAAT
women only

0.76 (0.46 to 1.07)

Low-value 
CCT

618
Month 4 combined
prevalence of four
STIs tested by NAAT

0.94 (0.63 to 1.26)

618
Month 8 combined
prevalence of four
STIs tested by NAAT

0.85 (0.58 to 1.13)

618
Month 12 combined
prevalence of four
STIs tested by NAAT

1.06 (0.75 to 1.38)

618

Month 12 combined
measure for three
STIs detected by
serology at baseline
and month 12

0.82 (0.60 to 1.03)

618

Month 12 combined
prevalence of four
STIs tested by NAAT
men only

1.31 (0.73 to 1.89)

618

Month 12 combined
prevalence of four
STIs tested by NAAT
women only

0.98 (0.63 to 1.33)

de Walque et 
al. (2014) 
Kilombero/ 
Ulanga,
Tanzania

Unblinded 
individually 
randomised 
and 
controlled 
trial

Males and 
females 
age 18–30, 
including 
adult 
spouses

To assess the 
effectiveness 
of CCTs on 
preventing 
STIs (4 directly 
linked to 
the transfer 
condition; HIV, 
HSV-2 and 
syphilis were 
also measured)

Before-after 
in each group

One year 
between 
2009 and 
2010

High value 
CTT for males 
in 4 Months

986 More than one partner

Logistic regression 
models controlling for 
gender, education, age, 
marital status, income, 
SES, subvillage and 
baseline STI status

Risk ratios 
for high-
value CCT 
compared 
to control 
with 
standard 
errors in 
brackets

0.889 [0.230]

809 Used condom last time 1.983 [0.564]

899 Risky sex 1.076 [0.266]

High value 
CTT for males 
in 8 Months

993 More than one partner 0.848 [0.169]
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732 Used condom last time 1.980 [0.618]

817 Risky sex 0.757 [0.349]

High value CTT 
for males in 12 
Months

1030 More than one partner 1.290 [0.334]

936 Used condom last time 1.486 [0.436]

1030 Risky sex 0.892 [0.359]

High value CTT 
for males in 24 
Months

1006 More than one partner 1.284 [0.284]

907 Used condom last time 1.867 [0.519]

945 Risky sex 0.627 [0.228]

High value CTT 
for females in 4 
Months

1031 More than one partner 0.235 [0.132]

872 Used condom last time 0.715 [0.410]

955 Risky sex 0.353 [0.172]

High value CTT 
for females in 8 
Months

1035 More than one partner 0.526 [0.331]

796 Used condom last time 0.794 [0.517]

878 Risky sex 0.844 [0.349]

High value CTT 
for females in 12 
Months

1102 More than one partner 0.983 [0.909]

1003 Used condom last time 1.509 [0.919]

1030 Risky sex 0.589 [0.394]

High value CTT 
for females in 24 
Months

1079 More than one partner 0.882 [0.521]

986 Used condom last time 1.205 [0.661]

999 Risky sex 1.799 [0.789]

Low value CTT for 
males in 4 Months

986 More than one partner 1.092 [0.209]

809 Used condom last time 1.540 [0.624]

899 Risky sex 1.313 [0.315]

Low value CTT for 
males in 8 Months 993 More than one partner 1.027 [0.249]
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732 Used condom last time 1.852 [0.642]

817 Risky sex 1.453 [0.578]

Low value CTT for 
males in 12 Months

1030 More than one partner 1.253 [0.244]

936 Used condom last time 1.735 [0.530]

1030 Risky sex 1.567 [0.418]

Low value CTT for 
males in 24 Months

1006 More than one partner 1.411 [0.292]

907 Used condom last time 1.813 [0.551]

945 Risky sex 0.897 [0.285]

Low value CTT 
for females in 4 
Months

1031 More than one partner 0.450 [0.208]

872 Used condom last time 0.715 [0.415]

955 Risky sex 0.498 [0.173]

Low value CTT 
for females in 8 
Months

1035 More than one partner 0.327 [0.184]

796 Used condom last time 0.560 [0.430]

878 Risky sex 0.660 [0.252]

Low value CTT 
for females in 12 
Months

1102 More than one partner 1.473 [0.924]

1003 Used condom last time 1.734 [0.986]

1030 Risky sex 1.261 [0.469]

Low value CTT 
for females in 24 
Months

1079 More than one partner 1.024 [0.451]

986 Used condom last time 1.158 [0.628]

999 Risky sex 1.428 [0.692]

Doyle et al. 
(2010)
Rural 
Tanzania

RCT

15-30 
year old 
males and 
females

To measure the 
effectiveness of 
a school-based 
intervention to 
promote youth 
sexual and 
reproductive 
health

Differences 
between 
groups 

8 years Intervention vs 
control (Males)

7300 HIV acquisition 
knowledge Regression analysis 

on the impact of 
intervention on 
knowledge, reported 
attitudes, and reported 
behaviours among 
males

Adjusted 
prevalence 
ratios

1.11 (0.99-1.23)

7300 STD acquisition 
knowledge 1.18 (1.04-1.34)

7300 Pregnancy prevention 
knowledge 1.19 (1.12-1.26)

7300 Attitudes to sex 1.31 (0.97-1.77)
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Citation & 
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Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  interval]

7300 Age at first sex ,>16 y 0.91 (0.80-1.05)

7300
>2 (female) or >4 
[110] lifetime sexual 
partners 

0.87 (0.78-0.97)

7300 > 1 partner in last 12 
months 0.92 (0.79-1.08)

7300 Used condom at last 
sex in past 12 months 1.19 (0.91-1.54)

7300

Used condom at last 
sex in past 12 months 
with non-regular 
partner

1.15 (0.97-1.36)

7300 Ever used modern 
contraceptive 1.09 (0.94-1.26)

7300
Used modern 
contraceptive at last 
sex

1.21 (0.92-1.58)

7300
>1 partner in same 
time period in past 12 
months

0.90 (0.76-1.06)

7300 >1 partner in past 4 
week 0.87 (0.65-1.15)

Intervention vs 
control (Females)

6514 HIV acquisition 
knowledge

Regression analysis 
on the impact of 
intervention on 
knowledge, reported 
attitudes, and reported 
behaviours among 
females

Adjusted 
prevalence 
ratios

1.11 (1.00-1.24)

6514 STD acquisition 
knowledge 1.24 (0.97-1.58)

6514 Pregnancy prevention 
knowledge 1.17 (1.06-1.30)

6514 Attitudes to sex 1.09 (0.67-1.77)

6514 Age at first sex ,>16 y 1.01 (0.80-1.28)

6514
>2 (female) or >4 
[110] lifetime sexual 
partners 

0.89 (0.75-1.05)

6514 > 1 partner in last 12 
months 0.97 (0.76-1.23)

6514 Used condom at last 
sex in past 12 months 1.27 (0.97-1.67)

6514

Used condom at last 
sex in past 12 months 
with non-regular 
partner

1.34 (1.07-1.69)
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Outcome(s)
Confounding factors 

corrected
Measure

Effect size [95% 
confidence  interval]

6514 Ever used modern 
contraceptive 1.11 (0.95-1.30)

6514 Used modern 
contraceptive at last sex 1.16 (0.91-1.47)

6514 >1 partner in same time 
period in past 12 months 0.87 (0.63-1.20)

6514 >1 partner in past 4 week 1.04 (0.66-1.66)

Intervention 
vs control 
(Males)

7300 Genital discharge (last 12 
months)

Regression analysis 
on the impact of 
intervention on 
clinical and biological 
outcomes among 
males

Adjusted 
prevalence ratios

0.83 (0.63-1.09)

7300 Genital ulcer (last 12 
months) 0.76 (0.59-0.99)

7300
Went to health facility for 
most recent STI symptoms 
within past 12 months

1.19 (0.91-1.56)

7300 >2 reported pregnancy 
(lifetime) 0.95 (0.70-1.29)

7300 Reported pregnancy while 
in primary school 0.84 (0.57-1.23)

7300 Reported ≥ 1 unplanned 
pregnancy 0.87 (0.69-1.10)

7300 HIV prevalence 0.91 (0.50-1.65)

7300 HSV-2 prevalence 0.94 (0.77-1.15)

7300 Syphilis seroprevalence 
(TPPA+) 1.06 (0.74-1.52)

7300 Active syphilis prevalence 
(TPPA+, RPR+) 1.11 (0.72-1.72)

7300 Chlamydia prevalence 1.24 (0.66-2.33)

7300 Gonorrhoea prevalence 0.71 (0.21-2.41)

Intervention 
vs control 
(Females)

6514
Genital discharge (last 12 
months)

Regression analysis 
on the impact of 
intervention on 
clinical and biological 
outcomes among 
females

Adjusted 
prevalence ratios 0.70 (0.45-1.09)
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Confounding factors 
corrected

Measure
Effect size [95% 

confidence  
interval]

6514 Genital ulcer (last 
12 months) 0.69 (0.47-1.01)

6514

Went to health 
facility for most 
recent STI 
symptoms within 
past 12 months

1.02 (0.77-1.37)

6514
>2 reported 
pregnancy 
(lifetime)

0.96 (0.80-1.15)

6514
Reported 
pregnancy while 
in primary school

1.16 (0.68-1.97)

6514
Reported ≥ 
1 unplanned 
pregnancy

1.03 (0.83-1.26)

6514 HIV prevalence 1.07 (0.68-1.67)

6514 HSV-2 prevalence 0.96 (0.87-1.06)

6514
Syphilis 
seroprevalence 
(TPPA+)

0.86 (0.62-1.21)

6514
Active syphilis 
prevalence 
(TPPA+, RPR+)

0.91 (0.65-1.28)

6514 Chlamydia 
prevalence 1.27 (0.87-1.86)

6514 Gonorrhoea 
prevalence 0.73 (0.20-2.63)

DSD, 
SASSA, & 
UNICEF 
(2012)
South 
Africa (5 
provinces)

Propensity 
score 
matched 
cross-
sectional 
study

Sub-
sample of 
adolescent 
boys 15-17 
years

To assess how 
the CSG affects 
key aspects 
of child and 
adolescent 
welfare

Differences 
between 
grant 
recipients 
and non-
recipients and 
differences 
between boys 
and girls

One year - 
2011

Adolescents 
in households 
currently receiving 
the CSG

767 Never had sex

PSM estimation of 
impact of CSG on 
adolescent sexual 
activity controlling 
for age, access to CSG 
and household SES

Propensity 
score matched 
estimation of 
impact of CSG 
on adolescents 
in households 
currently receiving 
the CSG vs 
adolescents in 
households that 
never received the 
CSG

0.170 (0.098)
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Study Type
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group(s)
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Method of 
comparison

Duration Study arms
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size
Outcome(s)

Confounding factors 
corrected

Measure

Effect 
size [95% 

confidence  
interval]

Adolescents in 
households
receiving the 
CSG for another 
household member 
but never
for the adolescent

299 Never had sex

PSM estimation of 
impact of CSG on 
adolescent sexual 
activity controlling 
for age, access to 
CSG and household 
SES

Propensity 
score matched 
estimation of 
impact of CSG 
on adolescents in 
households
receiving the 
CSG for another 
household member 
but never
for the adolescent 
vs adolescents in 
households that 
never received the 
CSG

0.127 (0.059)

Adolescents in 
households that 
received the CSG 
for adolescent 
in the past and 
currently receive 
the CSG (and do 
so for another 
household 
member)

295 Never had sex

PSM estimation of 
impact of CSG on 
adolescent sexual 
activity controlling 
for age, access to 
CSG and household 
SES

Propensity score 
matched estimation 
of impact of CSG 
on adolescents in 
households that 
received the CSG 
for adolescent 
in the past and 
currently receive 
the CSG (and do 
so for another 
household 
member) vs 
adolescents in 
households that 
have no current 
CSG receipt
(irrespective of 
past receipt)

0.164 (0.066)
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Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]

Adolescents 
in households 
currently 
receiving the CSG; 
Adolescents in 
households that 
received the CSG 
for adolescent 
in the past and 
currently receive 
the CSG (and do 
so for another 
household 
member); 
Adolescents in 
households
receiving the 
CSG for another 
household 
member but never
for the adolescent

1231 Never had sex

PSM estimation 
of impact 
of CSG on 
adolescent 
sexual activity 
controlling for 
age, access 
to CSG and 
household SES

Propensity score matched 
estimation of impact of CSG on 
adolescents in households currently 
receiving the CSG; adolescents 
in households that received the 
CSG for adolescent in the past and 
currently receive the CSG (and do 
so for another household member); 
adolescents in households
receiving the CSG for another 
household member but never
for the adolescent vs adolescents in 
households that never received the 
CSG and adolescents in households 
that have no current CSG receipt
(irrespective of past receipt)

0.160 
(0.060)

Dunbar et al. 
(2010)
Chitungwiza 
and Epworth, 
Zimbabwe

Pre- and 
post-
inter-
vention 
surveys

Adolescent, 
female, out-
of-school 
orphans

To assess the 
feasibility of 
the Shaping 
the Health of 
Adolescents 
in Zimbabwe 
(SHAZ!) 
intervention

Comparisons 
between 
baseline and 
follow-up

Six 
months in 
2004

Livelihood & 
sexual behaviour 
characteristic at 
follow-up

49

Training attendance 
(participants that 
averaged 80% 
attendance)

Descriptive 
statistics 
comparing 
Livelihood 
and Sexual 
Behaviour 
Characteristics 
at Baseline 
and 6-Month 
Follow-Up

Descriptive statistics comparing 
baseline and follow-up

90%

49 Developed a 
business plan 80%

49 Received a loan 80%

49 Began loan 
repayment 20%

49 Repaid in full 6%

37 Stay in or resume 
school

38% 
(p=0.82)

37 Work in formal job 26% 
(p=0.17)

37 Start own business 71% 
(p=0.61)

37 Get married 15% 
(p=0.73)

37 Migrate 12% 
(p=0.71)

37 Has own income 44% 
(p<0.001)

37 Has own savings 88% 
(p<0.001)

37 Experienced 
physical violence 16%

37 Experienced sexual 
violence 8%

37 Experienced 
forced sex 8%

37 Currently sexually 
active

22% 
(p=0.79)

37
High power in 
primary sexual 
relationship

50% 
(p=0.16)

37 High power in non-
sexual relationship

38% 
(p=0.04)



69

Citation & 
Location

Study Type
Target 
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Duration Study arms
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Outcome(s)

Confounding 
factors 

corrected
Measure

Effect size 
[95% 

confidence 
interval]

37 Use condom with primary 
partner 38% (p=0.35)

Dunbar et al. 
(2014)
Chitungwiza, 
Zimbabwe

Individual 
RCT

HIV- female, 
out of school 
orphans age 
16–19

To compare 
the effects of 
the Shaping 
the Health of 
Adolescents 
in Zimbabwe 
(SHAZ!) 
intervention 
on structural 
factors and 
sexual risk 
behaviours

Before-after 
in each group

24 months 
between 
2006-
2008

Intervention 
group

129 Food Insecure

An intent-to-
treat analysis 
of intervention 
effects on 
structural and 
sexual risk 
factors

Odds ratios between the 
intervention and control 
group on structural and 
sexual risk factors

0.68 (0.60-0.77)

129 Received own income 2.05 (1.79-2.34)

132 Received High Social 
Support 1.18 (1.09-1.29)

129 ‘High’ Relationship Power 
Score 1.30 (1.17-1.44)

132 Physical/Sexual Violence 
or Rape 0.10 (0.02-0.67)

132 Had ever had sex -

132 Sexually Active in Last 
Month 1.48 (1.32-1.67)

48 Transactional Sex in last 
Month 0.64 (0.50-0.83)

33 Condom Use with 
Current Partner 1.79 (1.23-2.62)

24 Contraceptive Use 
Current Partner 1.09 (0.74-1.54)

158 HIV Adjusted 
hazard ratios 
measuring 
effect of 
participation in 
the intervention 
arm (vs. control) 
on biological 
outcomes

Adjusted hazard 
ratios between the 
intervention and control 
group on biological 
outcomes

1.02 (0.35, 2.96)

158 HSV-2 1.60 (0.74, 3.49)

158 Unintended pregnancy 0.61 (0.37, 1.01)

Erulkar and 
Chong (2005)
Nairobi, 
Kenya

Longitudinal 
(pre-post 
intervention) 
study

Out-of-
school 
adolescent 
females age 
16–29

Longitudinal 
(pre-post 
intervention) 
study of Tap 
and Reposition 
Youth (TRY) 
participants 
and matched 
controls 
to assess 
changes in 
vulnerabilities 
and risk 
behaviours

Before-after 
in each group

36 months 
between 
2001-
2004

Control vs 
Intervention 
group gender 
attitudes

222 Mean aggregate gender 
score (0-8)

Descriptive 
statistics of TRY 
respondents 
and controls 

Percentages of TRY 
respondents and 
controls

4.6 vs 4.9

Control vs 
Intervention 
Reproductive 
Health 
knowledge 
of TRY 
participants 
and controls

222 Know that pills do not 
cause infertility 43.2 vs 30.6

222
Know that condoms 
cannot get lost inside a 
woman’s body

53.6 vs 51.4
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Study Type
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group(s)
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Method of 
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Duration Study arms
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Outcome(s)

Confounding factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]

222
Know that a woman 
cannot always tell when a 
man has an STI

60.8 vs 64.4

222
Know that a woman 
cannot always tell when 
she has an STI

48.2 vs 41.0

222 Knows a healthy person 
can have HIV 95.0 vs 98.2

222
Know that condoms do 
not have holes that let 
HIV through

49.5 vs 50.8

222 Know that there is no cure 
for HIV 89.2 vs 80.0

222
Know that if man 
withdraws, HIV can still 
be transmitted

53.2 vs 56.8

Control vs 
Intervention 
Decision 
making within 
relationships 
by TRY 
participants 
and controls

222 Able to stop spouse/
partner from drinking 47.0 vs 53.5

222 Able to refuse sex to 
spouse/partner 71.6 vs 80.3

222 Able to insist on condom 
use w/spouse/partner 49.3 vs 61.7

222 Able to insist on FP use 
with spouse/partner 88.0 vs 87.5

222 Used a condom at last sex 44.3 vs 52.1

222
Took part in the decision 
to use a condom (decision 
made by self or jointly)

96.0 vs 98.0

Fatti et al. 
2017
Durban, 
South Africa

Community-
based 
combination 
HIV 
prevention 
intervention

HIV 
negative 
pregnant 
women 
(median age 
22.5)

Community-
based 
combination 
HIV prevention 
intervention 
consisted of 1) 
Behavioural and 
psychosocial 
interventions; 
2) Biomedical 
interventions; 
and 3) 
Structural 
interventions 
to reduce HIV 
incidence in 
pregnancy and 
postpartum

Baseline vs 
Endline

18 months 
from 
2013-
2015

Endline vs 
baseline 1356 Age at baseline ≥ 25 years

Univariable and 
multivariable Cox 
regression of factors 
associated with 
incident maternal HIV 
infection controlling 
for sociodemographic 
factors associated with 
incident HIV infection

Hazard 
ratios at 
endline

2.42 (0.73-7.94)
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Confounding factors 
corrected

Measure

Effect size 
[95% 

confidence 
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1356 Gestational age at first 
visit  ≥ 14 weeks 0.92 (0.26-3.15)

1356 Required contraception 
counselling 1.32 (0.28-6.21)

1356
Received support to 
access social security 
grant

0.77 (0.15-3.79)

1356 Male partner circumcised 0.11 (0.01-0.86)

1356 Male partner known HIV-
infected Adjusted 

hazard ratios 
at endline

32.7 (3.8-282.2)

1356 Male partner newly 
diagnosed HIV infection

126.4 (33.8-
472.2)

Goodman et 
al. (2014)
Rural Kenya

Stratified-
random, 
cross-
sectional 
survey

OVC-headed 
households 
(aged 13 to 
25)

To assess 
differences 
among three 
program 
cohorts (those 
involved for 4 
months, over 1 
year, and over 2 
years) in a range 
of outcomes, 
including sexual 
practices

Before-after 
in each group

2010-
2012

4 month 
intervention 
group for 
females

170 Less than 1 sexual partner 
in a year

Risk of multiple 
sexual intercourse 
partners and condom 
usage among sexually 
active, by
cohort and sex, with 
tests of significance

Percentages 
of sexual risk 
behaviours of 
participants in 
each cohort

80.6%

170 Between 1 and 3 9.4%

170 Between 4 and 6 5.9%

170 Between 7 and 10 1.2%

170 More than 10 2.9%

109 Condom use at last: Yes 33.0%

109 Condom use at last: No 67.0%

12 month 
intervention 
group for 
females

106 Less than 1 sexual partner 
in a year 84.0%

106 Between 1 and 3 9.4%

106 Between 4 and 6 2.8%

106 Between 7 and 10 2.8%

106 More than 10 1.0%

63 Condom use at last: Yes 22.2%

63 Condom use at last: No 77.8%

24 months 
intervention 
group for 
females

97 Less than 1 sexual partner 
in a year 91.8%

97 Between 1 and 3 4.1%
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Confounding factors 
corrected

Measure

Effect size 
[95% 

confidence 
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97 Between 4 and 6 3.1%

97 Between 7 and 10 1.0%

97 More than 10 0.0%

77 Condom use at last: Yes 45.5%

77 Condom use at last: No 54.6%

4 month 
intervention 
group for males

58 Less than 1 sexual partner 
in a year 77.6%

58 Between 1 and 3 6.9%

58 Between 4 and 6 10.3%

58 Between 7 and 10 1.7%

58 More than 10 3.5%

58 Condom use at last: Yes 44.8%

58 Condom use at last: No 55.2%

12 month 
intervention 
group for males

43 Less than 1 sexual partner 
in a year 79.1%

43 Between 1 and 3 9.3%

43 Between 4 and 6 4.7%

43 Between 7 and 10 4.7%

43 More than 10 2.3%

43 Condom use at last: Yes 53.5%

43 Condom use at last: No 46.5%

24 months 
intervention 
group for males

22 Less than 1 sexual partner 
in a year 79.0%

22 Between 1 and 3 5.3%

22 Between 4 and 6 10.5%

22 Between 7 and 10 5.3%

22 More than 10 0.0%

22 Condom use at last: Yes 59.1%

22 Condom use at last: No 40.9%
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Outcome(s)

Confounding factors 
corrected

Measure

Effect size 
[95% 
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Grabowski et 
al. 2017
30 
Communities, 
Rakai, 
Uganda

Population-
based cohort 
study

Persons 
age 15-
49

To assess the 
effect of a 
combination 
strategy for 
prevention of 
HIV infection

Before-after 
in each group

17 years 
between 
1999-
2016

Total sample 17870 Adjusted incidence 
ratio Logistic regression 

analysis of incidence of 
HIV Infection before 
and during Scale-up of 
Combination Strategy 
for HIV Prevention in 
the RCCS

Adjusted 
incidence ratios 
comparing 
endline and pre-
intervention

0.58 (0.45–0.76)

Women 9709 Adjusted incidence 
ratio 0.68 (0.50–0.94)

Men 8161 Adjusted incidence 
ratio 0.46 (0.29–0.73)

Uncircumcised 
men only 5660 Adjusted incidence 

ratio 0.51 (0.29–0.88)

Hallfors et al. 
(2011)
Manicaland, 
Zimbabwe

RCT
10-16 
orphan 
girls

To assess the 
effects of the 
intervention 
on HIV risk 
behaviours

Before-after 
in each group

2 years 
between 
2008-
2010

Control vs 
intervention 
group

145 School dropout Logistic Regression 
Results of School 
Dropout and Marriage 
Rates Among
Orphaned Girls, by 
Study Condition

Adjusted odds 
ratios compared 
with girls in the 
intervention 
group

8.48 (3.6 - 19.8)

145 Marriage 2.92 (1.0-8.3)

145 Pregnancy -

Hallfors et al. 
(2015)
Manicaland, 
Zimbabwe

RCT
10-16 
orphan 
girls

To assess the 
effects of the 
intervention 
on HIV risk 
behaviours and 
HIV prevalence

Before-after 
in each group

4 years 
between 
2008-
2012

Comprehensive 
vs Delayed 
partial groups

161 HIV infection

Logistic Regression 
Results of HIV, HSV-
2 infection, sexual 
debut, marriage, school 
dropout, years of 
schooling, meals per 
day and health-related 
quality of life

Odds ratios 
compared with 
girls in the 
Comprehensive 
vs Delayed 
partial groups

1.15 (0.47-2.79)

161 HSV-2 infection 1.46 (0.50-4.26)

161 Sexual debut 0.52 (0.23-1.21)

161 Marriage 0.37 (0.16-0.88)

161 School dropout 0.24 (0.10-0.55)

161 Years of schooling 0.68 (0.41-0.98)

161 Meals per day 0.37 (0.13-0.61)

161 Health related 
quality of life 0.03 (-0.01-0.07)

Older age group

161 HIV infection

Odds ratios 
compared 
between age 
groups

1.14 (0.65-1.97)

161 HSV-2 infection 1.62 (0.98-2.68)

161 Sexual debut 2.48 (1.64-3.75)

161 Marriage 3.34 (1.97-5.66)

161 School dropout 2.79 (1.76-4.42)

161 Years of schooling -0.46 (-0.68- 
-0.25)

161 Meals per day 0.03 (-0.08-0.14)
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Measure

Effect size 
[95% 
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161 Health related 
quality of life -0.02 (-0.04-0.01)

Being affiliated to 
Apostolic Faith at 
Wave 5

161 HIV infection

Odds ratios 
compared 
between being 
affiliated to 
Apostolic Faith 
and being 
affiliated to 
other religious 
sects at Wave 
5

2.08 (0.71-6.16)

161 HSV-2 infection 0.90 (0.25-3.26)

161 Sexual debut 4.18 (1.97-8.86)

161 Marriage 4.45 (2.25-8.82)

161 School dropout 3.88 (2.18-6.93)

161 Years of schooling -0.55 (-0.89- -0.22)

161 Meals per day -0.26 (-0.51- - 0.02)

161 Health related 
quality of life -0.04 (-0.08- -0.001)

Number of meals 
at Wave 1

161 HIV infection

Odds ratios 
compared 
between 
number of 
meals at wave 
1

1.21 (0.51-2.84)

161 HSV-2 infection 1.03 (0.42-2.53)

161 Sexual debut 0.96 (0.62-1.49)

161 Marriage 0.99 (0.59-1.65)

161 School dropout 0.95 (0.58-1.54)

161 Years of schooling 0.11 (-0.09-0.31)

161 Meals per day 0.22 (0.06-0.37)

161 Health related 
quality of life 0.01 (-0.01-0.38)

Handa et al. 
(2014) Kenya 
(7 districts)

RCT Adolescents 
age 15–25

To compare 
adolescent 
sexual debut 
in households 
receiving the 
transfer and 
those in control 
households

Difference 
between the 
intervention 
and control 
groups

4 years 
from 
2007-
2011

Kenya OVC 
receiving Cash 
transfers (All)

1433 Sexual debut

Logistic regression 
analysis of the 
effect of Kenya 
CT-OVC on sexual 
debut among males 
and females 15–25 
years in 2011

Adjusted odds 
ratios for 
all CT-OVC 
compared with 
baseline 

0.689 (0.531 – 
0.893)
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Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors corrected
Measure

Effect size 
[95% 

confidence interval]

Kenya female 
OVC receiving CT 553 Sexual debut

Adjusted odds 
ratios for all 
female CT-OVC 
compared with 
baseline

0.576 (0.383 – 0.868)

Kenya male OVC 
receiving CT 880 Sexual debut

Adjusted odds 
ratios for all 
male CT-OVC 
compared with 
baseline

0.742 (0.531 – 1.037)

Female CT-OVC 
who reported 
sexual debut

199 Condom at Last Sex

Logistic regression 
analysis of the effect 
of Kenya CT-OVC 
on other sexual 
outcomes among 
individuals who 
reported sexual 
debut 

Adjusted odds 
ratios for all 
female CT-OVC 
who reported 
sexual debut

1.330 (0.704 – 2.510)

184 Ever Received or 
Given Gifts 0.979 (0.439 – 2.186)

199 2+ Partners Last 12 
Months 0.204 (0.0441 – 0.942)

199 Had Unprotected 
Sex Last 3 months 0.650 (0.219 – 1.931)

Male CT-OVC 
who reported 
sexual debut

352 Condom at Last Sex

Adjusted odds 
ratios for all male 
CT-OVC who 
reported sexual 
debut

1.075 (0.669 – 1.726)

316 Ever Received or 
Given Gifts 0.711 (0.295 – 1.713)

352 2+ Partners Last 12 
Months 0.686 (0.281 – 1.673)

352 Had Unprotected 
Sex Last 3 months 1.201 (0.512 – 2.822)

Humphries et 
al. (2015)
Rural 
KwaZulu- 
Natal, South 
Africa

RCT
Grade 9 
and 10 
students

To evaluate 
the impact 
of a cash-
incentivized 
prevention 
intervention 
to reduce HIV 
infection

Before-after 
in each group 24 months

Intervention 
group vs control 
group

3217 HSV-2 incidence
Percentage 
differences of 
the impact of a 
cash-incentivized 
prevention 
intervention to 
reduce HIV infection 
controlling for 
participation in a 
life skills program, 
passing grades 
in 6 months of 
academic exams and 
acceptance of an 
HIV test

Percentage 
reduction in 
HSV-2 Incidence 
rates between 
intervention and 
control groups

30% (p = 0.007)

Boys in the 
intervention 
group

3217 HSV-2 incidence 40% (p = 0.042)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors corrected
Measure

Effect size 
[95% 

confidence interval]

Girls in the 
intervention 
group

3217 HSV-2 incidence 24% (p = 0.035)

Jemmott et 
al. (2010)
South Africa

RCT
9-18 year 
old girls 
and boys

To test the 
efficacy of a 
school-based 
HIV/STD 
risk-reduction 
intervention for 
South
African 
adolescents

Before-after 
in each group 13 months HIV/STD vs 

Health promotion

Unprotected vaginal
intercourse in the
past 3 months

GEE empirical 
significance tests 
and effect size 
estimates for the 
overall intervention 
effect (3-, 6-, and 
12-months follow-
up assessments) 
adjusted for 
baseline prevalence

Adjusted odds 
ratios

0.51 (0.30-0.85)

Vaginal intercourse
in the past 3 months 0.62 (0.42-0.94)

Multiple sexual 
partners in the past 
3 months

0.50 (0.28-0.89)

Sexually 
inexperienced -

Anal intercourse
in the past 3 months 0.60 (0.34-1.05)

Jewkes et al. 
(2008)
Eastern Cape 
province, 
South Africa

RCT
Men and 
women 
age 15-26

To assess 
the impact 
of Stepping 
Stones, a HIV 
prevention 
programme, 
on incidence 
of HIV and 
herpes simplex 
type 2 (HSV-
2) and sexual 
behaviour 
among 
adolescent boys 
and girls and 
young men and 
women who 
were mostly 
attending 
schools.

Before-after 
in each group

24 months 
(2004-
2006)

Overall number 
of HIV events 
(Intervention vs 
control

2811 HIV incidence Generalised Linear 
Fixed Models used 
to analyse the 
HIV incidence in 
the intervention 
and control group 
controlling for 
stratum, sex, age, 
baseline prevalence 
of HIV

Adjusted 
incidence 
rate ratios by 
comparison 
group in 
parenthesis

72 vs 81 (0.95 (0.67-
1.35))

Number of HIV 
events among 
women

1416 HIV incidence 57 vs 68 (0.95 (0.67-
1.35))

Number of HIV 
events among 
men

1395 HIV incidence 15 vs 13 (0.95 (0.67-
1.35))

Overall number 
of HIV events 
(Intervention vs 
control

2811

Generalised Linear 
Fixed Models used 
to analyse the 
HSV-2 incidence 
in the intervention 
and control group 
controlling for 
stratum, sex, age, 
baseline prevalence 
of HSV-2

Adjusted 
incidence 
rate ratios by 
comparison 
group in 
parenthesis

57 vs 75 (0.67 (0.47-
0.97))
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors corrected
Measure

Effect size 
[95% 

confidence interval]

Number of HIV 
events among 
women

1416 43 vs 57 (0.67 (0.47-
0.97))

Number of HIV 
events among 
men

1395 14 vs 18 (0.67 (0.47-
0.97))

Jewkes et al. 
(2014)
Durban, 
South Africa

Time-
series 
study

Out-of-
school 
youth age 
18–34

To assess the 
effects of the 
intervention on 
HIV risk, IPV, 
economic, and 
social outcomes

Before-after 
in each group

Not 
specified

Gender indicators 
among men 
at baseline 
compared with 
post-intervention

94 Gender attitudes 
scale mean score

Descriptive 
statistics were 
used to describe 
the proportion of 
participants who 
reported each 
characteristic or 
behaviour at each 
time point

Percentage 
differences 
between pre-
intervention and 
post-intervention

50.8 vs 52.89 (0.007)

94 Relationship control 
scale 19.4 vs 21.74 (<0.0001)

94 Physical IPV in last 3 
months 16.5 vs 12.5 (0.49)

94 Sexual IPV in last 3 
months 14.7 vs 13.5 (0.69)

94
Rape of a non-
partner in last 3 
months

2.8 vs 6.3 (0.29)

94 Physical or sexual 
IPV in last 3 m 23.9 vs 21.9 (0.86)

Gender indicators 
among women 
at baseline 
compared with 
post-intervention

111 Gender attitudes 
scale mean score

Descriptive 
statistics were 
used to describe 
the proportion of 
participants who 
reported each 
characteristic or 
behaviour at each 
time point

Percentage 
differences 
between pre-
intervention and 
post-intervention 

53.7 vs 55.29 (0.01)

111 Relationship control 
scale 22.2 vs 22.82 (0.11)

111 Physical IPV in last 3 
months 27.9 vs 18.0 (0.12)

111 Sexual IPV in last 3 
months 9.8 vs 3.6 (0.033)

111 Physical or sexual 
IPV in last 3 m 30.3 vs 18.9 (0.037)

Health indicators 
among men 
at baseline 
compared with 
post-intervention

94
Depression: 
moderate/severe 
symptomatology

Descriptive 
statistics were 
used to describe 
the proportion of 
participants who 
reported each 
characteristic or 
behaviour at each 
time point

Percentage 
differences 
between pre-
intervention and 
post-intervention

74.8 vs 53.4 (<0.0001)

94 Life circumstances 
score (low = better) 13.3 vs 11.65 (<0.0001)
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors corrected
Measure

Effect size 
[95% 

confidence interval]

94 Suicidal thoughts in 
last 4 weeks 25.5 vs 9.5 (0.001)

94 Alcohol problem in 
last 12 months 42.9 vs 49.1 (0.36)

94
Quarrel because 
of drink in last 3 m 
(among drinkers)

31.2 vs 27.5 (0.56)

94 Drug use in last 3 
months 33.6 vs 30.9 (0.5)

94 Had a HIV test 57.3 vs 69.1 (0.044)

94 Last sex with main 
partner 50.0 vs 61.7 (0.027)

94 Condom on last sex 69.4 vs 71.4 (0.8)

94 Transactional sex in 
last month 15.9 vs 16.0 (0.85)

Health indicators 
among women 
at baseline 
compared with 
post-intervention

111
Depression: 
moderate/severe 
symptomatology

Descriptive 
statistics were 
used to describe 
the proportion of 
participants who 
reported each 
characteristic or 
behaviour at each 
time point

Percentage 
differences 
between pre-
intervention and 
post-intervention

72.0 vs 70.9 (0.79)

111 Life circumstances 
score (low = better) 14.1 vs 13.05 (0.002)

111 Suicidal thoughts in 
last 4 weeks 25.5 vs 12.7 (0.1)

111 Alcohol problem in 
last 12 months 26.6 vs 35.5 (0.049)

111
Quarrel because 
of drink in last 3 m 
(among drinkers)

40.9 vs 22.6 (0.026)

111 Drug use in last 3 
months 17.2 vs 18.2 (0.88)

111 Had a HIV test 81.8 vs 81.1 (0.99)

111 Last sex with main 
partner 80.3 vs 86.9 (0.32)

111 Condom on last sex 55.6 vs 61.7 (0.18)

111 Transactional sex in 
last month 10.3 vs 13.1 (0.25)

Karnell et al. 
(2006)
KwaZulu-
Natal, South 
Africa

RCT

Male and 
females 
attending 
school

To assess 
the impact 
of adapting 
school–based 
prevention
programs 
developed in 
the United 
States for use in 
African schools

Before-after 
in each group

Not 
specified

Intervention 
vs comparison 
group (Overall)

536 Frequency of alcohol 
use in last 14 days

Analyses of 
intervention effects 
on learner attitudes

Intervention 
effects for 
selected groups. 
Intervention 
effect is the 
change score for 
the intervention 
group minus 
change score for 
the comparison 
group

–0.05
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]

Intervention 
vs comparison 
group (Overall)

536 Number of drinks last time drinking 0.44

Intervention 
vs comparison 
group (Overall)

536 Alcohol related problems –0.06

Intervention 
vs comparison 
group (Overall)

536 Alcohol refusal self–efficacy –0.27

Intervention 
vs comparison 
group (Overall)

536 Positive attitudes about alcohol –0.17

Intervention 
vs comparison 
group (Overall)

536 Negative attitudes about alcohol –0.07

Intervention 
vs comparison 
group [110]

536 Frequency of alcohol use in last 14 
days –0.14

Intervention 
vs comparison 
group [110]

536 Number of drinks last time drinking 0.58

Intervention 
vs comparison 
group [110]

536 Alcohol related problems –0.11

Intervention 
vs comparison 
group [110]

536 Alcohol refusal self–efficacy –0.34
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Intervention vs comparison 
group [110] 536 Positive attitudes about alcohol 0.06

Intervention vs comparison 
group [110] 536 Negative attitudes about alcohol 0.11

Intervention vs comparison 
group (Female) 536 Frequency of alcohol use in last 14 

days 0.06

Intervention vs comparison 
group (Female) 536 Number of drinks last time drinking 1.24

Intervention vs comparison 
group (Female) 536 Alcohol related problems 0.00

Intervention vs comparison 
group (Female) 536 Alcohol refusal self–efficacy –0.19

Intervention vs comparison 
group (Female) 536 Positive attitudes about alcohol –0.35

Intervention vs comparison 
group (Female) 536 Negative attitudes about alcohol –0.16

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

Confidence  
interval]

Intervention vs comparison 
group (Overall) 536 Used a condom during last sex 2.0

Intervention vs comparison 
group (Overall) 536 Self or partner drinking last sex –4.4

Intervention vs comparison 
group (Overall) 536 Sex refusal self–efficacy 0.24

Intervention vs comparison 
group (Overall) 536 Condom use self–efficacy –0.02

Intervention vs comparison 
group [110] 536 Used a condom during last sex 4.0

Intervention vs comparison 
group [110] 536 Self or partner drinking last sex –13.8

Intervention vs comparison 
group [110] 536 Sex refusal self–efficacy –0.11

Intervention vs comparison 
group [110] 536 Condom use self–efficacy 0.20
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors corrected
Measure

Effect size 
[95% 

confidence 
interval]

Intervention vs comparison group 
(Female) 536 Used a condom during 

last sex 0.0

Intervention vs comparison group 
(Female) 536 Self or partner drinking 

last sex 3.9

Intervention vs comparison group 
(Female) 536 Sex refusal self–efficacy 0.53

Intervention vs comparison group 
(Female) 536 Condom use self–

efficacy –0.15

Intervention vs comparison group 
(Had sex at Pretest) 536 Used a condom during 

last sex 3.4

Intervention vs comparison group 
(Had sex at Pretest) 536 Self or partner drinking 

last sex –1.3

Intervention vs comparison group 
(Had sex at Pretest) 536 Sex refusal self–efficacy –0.03

Intervention vs comparison group 
(Had sex at Pretest) 536 Condom use self–

efficacy –0.04

Intervention vs comparison group 
(No sex at Pretest) 536 Used a condom during 

last sex –0.7

Intervention vs comparison group 
(No sex at Pretest) 536 Self or partner drinking 

last sex –15.0

Intervention vs comparison group 
(No sex at Pretest) 536 Sex refusal self–efficacy 0.40

Intervention vs comparison group 
(No sex at Pretest) 536 Condom use self–

efficacy 0.01

Intervention vs comparison group 
(Overall) 536 Intention to have sex

in next 3 months –0.06

Intervention vs comparison group 
(Overall) 536

Intention to use condom 
every time next 3 
months

0.19

Intervention vs comparison group 
(Overall) 536

Positive attitudes 
toward
condom use

0.09

Intervention vs comparison group 
(Had sex at Pretest) 536 Intention to have sex

in next 3 months 0.18

Intervention vs comparison group 
(Had sex at Pretest) 536

Intention to use condom 
every time next 3 
months

0.77

Intervention vs comparison group 
(Had sex at Pretest) 536

Positive attitudes 
toward
condom use

0.16

Intervention vs comparison group 
(No sex at Pretest) 536 Intention to have sex

in next 3 months –0.31

Intervention vs comparison group 
(No sex at Pretest) 536

Intention to use condom 
every time next 3 
months

0.05
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding factors 

corrected
Measure

Effect size 
[95% 

confidence 
interval]

Intervention 
vs comparison 
group (No sex at 
Pretest)

536
Positive attitudes 
toward
condom use

0.04

Kilburn et al. 
(2019)
Mpumalanga 
Province, 
South Africa

RCT 
Female 
participants 
age 13-20

To assess its 
impact on 
individual 
economic well-
being and the 
role economic 
well-being had 
on program  
outcomes 
related to HIV 
risk

Before-after 
in each group

3 years 
2012 - 
2015

Conditional 
cash transfer 
program impact 
on measures of 
subjective well-
being and sexual 
behaviours

1884 Sexual relationship 
power

General estimating
equation (GEE) models to 
measure
treatment impacts on 
standardized measures 
of subjective well-being 
and sexual behaviours, 
moderated by poverty 
status

Coefficients 
with robust 
standard 
errors 
comparing 
treatment 
impacts

0.28 (0.10)

4867 Depression scores − 0.14 (0.07)

5031 Hope Scores 0.14 (0.07)

5031 Any partner
General estimating
equation (GEE) models to 
measure
treatment impacts on 
standardized measures 
of subjective well-being 
and sexual behaviours, 
moderated by poverty 
status

Risk ratios 
with 95% CI 
comparing 
treatment 
impacts 

1.03 (0.87–1.22)

2189 Older partner 0.81 (0.54–1.23)

1956 Transactional sex 0.93 (0.66–1.31)

Kohler and 
Thornton 
(2012)
Rural Malawi

RCT

Men and 
women 14 
years and 
above

To assess the 
effects of two 
levels of CCTs 
on sexual risk 
behaviours

Comparison 
between 
groups 

2 years 
between 
2004-2006

Any incentive vs 
control for men

447 Any Vaginal Sex
OLS regressions on effect 
of receiving incentive on 
reported sexual behaviour 
among those who are HIV 
negative

Coefficients 
with standard 
errors 
comparing 
men receiving 
any incentive 
vs control

0.123 [0.049]

447 Days Vaginal Sex 0.514 [0.213]

280 Used Condom 0.052 [0.031]
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447 Safe/No Sex 0.090 [0.045]

High incentive vs 
control for men

447 Any Vaginal Sex OLS regressions 
on effect of 
receiving 
incentive on 
reported sexual 
behaviour among 
those who are 
HIV negative

Coefficients with standard 
errors comparing men 
receiving high incentives 
vs control

0.131 [0.056]

447 Days Vaginal Sex 0.338 [0.231]

280 Used Condom 0.041 [0.037]

447 Safe/No Sex -0.092 [0.055] 

Low incentive vs 
control for men

447 Any Vaginal Sex OLS regressions 
on effect of 
receiving 
incentive on 
reported sexual 
behaviour among 
those who are 
HIV negative

Coefficients with standard 
errors comparing men 
receiving low incentives vs 
control

0.115 [0.053]

447 Days Vaginal Sex 0.688 [0.276]

280 Used Condom 0.063 [0.040] 

447 Safe/No Sex -0.088 [0.046]

Any incentive 
vs control for 
women

568 Any Vaginal Sex OLS regressions 
on effect of 
receiving 
incentive on 
reported sexual 
behaviour among 
those who are 
HIV negative

Coefficients with standard 
errors comparing women 
receiving any incentive vs 
control

-0.074 [0.040]

568 Days Vaginal Sex -0.153 [0.183]

332 Used Condom 0.000 [0.030]

568 Safe/No Sex -0.067 [0.038]

High incentive 
vs control for 
women

568 Any Vaginal Sex OLS regressions 
on effect of 
receiving 
incentive on 
reported sexual 
behaviour among 
those who are 
HIV negative

Coefficients with standard 
errors comparing women 
receiving high incentives 
vs control

-0.046 [0.050]

568 Days Vaginal Sex -0.056 [0.221]

332 Used Condom 0.020 [0.034]

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]
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568 Safe/No Sex 0.046 [0.045]

Low incentive vs 
control for women

568 Any Vaginal Sex OLS regressions 
on effect of 
receiving 
incentive on 
reported sexual 
behaviour among 
those who are 
HIV negative

Coefficients with 
standard errors 
comparing men 
receiving low 
incentives vs control

-0.100 [0.044]

568 Days Vaginal Sex -0.243 [0.205]

332 Used Condom -0.019 [0.032]

568 Safe/No Sex 0.087 [0.047]

Luseno et al. 
(2015)
Rural 
Zimbabwe

RCT

287 rural 
female 
orphans 
from an RCT 
and 464 
rural female 
orphans and 
non-orphans 
from DHS

Comparison 
of orphans 
included in 
an RCT and 
adolescents 
included in the 
DHS survey 
to examine 
whether 
providing 
school support 
reduces HIV 
risk behaviours 
and odds of HIV 
infection.

Comparisons 
between 
groups

1 year 
(2011)

ZDHS orphan vs 
ZDHS non-orphan

201 HIV

Logistic 
regression 
analysis on 
associations 
between group 
membership and 
dichotomous 
outcomes, 
controlling for 
age, religion and 
SES

Adjusted odds ratios 
for HIV infection for 
ZDHS orphan

5.96 (1.19–29.78)

201 Sexual debut 2.07 (1.25–3.42)

201 Ever married 2.22 (1.30–3.80)

201 Ever pregnant 2.17 (1.24–3.79)

201 Dropout 1.45 (0.92–2.28)

Comprehensive 
intervention vs 
ZDHS non-orphan

161 HIV

Adjusted odds ratios 
for HIV infection 
for comprehensive 
group

6.27 (0.98–40.11)

161 Sexual debut 0.47 (0.25–0.91)

161 Ever married 0.38 (0.19–0.75)

161 Ever pregnant 0.57 (0.26–1.25)

161 Dropout 0.14 (0.08–0.26)

Delayed partial 
intervention vs 
ZDHS non-orphan

126 HIV

Adjusted odds ratios 
for HIV infection for 
delayed partial group

5.59 (0.86–36.25)

126 Sexual debut 0.84 (0.44–1.60)

126 Ever married 0.91 (0.47–1.75)

126 Ever pregnant 1.22 (0.59–2.54)

126 Dropout 0.48 (0.28–0.83)

Comprehensive 
intervention vs 
ZDHS orphan

161 HIV

Adjusted odds ratios 
for HIV infection 
for comprehensive 
group

1.05 (0.32–3.49)

161 Sexual debut 0.23 (0.12–0.43)

161 Ever married 0.17 (0.09–0.33)

161 Ever pregnant 0.26 (0.12–0.56)

161 Dropout 0.10 (0.05–0.19)

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]
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Delayed partial 
intervention vs 
ZDHS orphan 

126 HIV

Adjusted odds ratios 
for HIV infection for 
delayed partial group

0.94 (0.29–3.16)

126 Sexual debut 0.41 (0.22–0.77)

126 Ever married 0.41 (0.26–0.77)

126 Ever pregnant 0.56 (0.28–1.14)

126 Dropout 0.33 (0.18–0.60)

Magnani et al 
(2005) 
KwaZulu-
Natal, South 
Africa

RCT
14-24 year 
old males 
and females

To assess the 
impact of 
exposure to life 
skills education 
by youth in 
KwaZulu-Natal
Province (KZN, 
South Africa) 
on knowledge 
and behaviours 
associated with 
the spread of 
HIV/
AIDS.

Before-
after among 
participants

36 months Female vs Male

2222
Correct knowledge 
of HIV/AIDS 
transmission

Two-stage 
least squares 
estimations 
for knowledge, 
attitude, skills 
and behaviour 
outcomes 
controlling for 
age, gender, race, 
residence and 
socioeconomic 
status

Adjusted standard 
errors

0.008 vs 0.012

2222
Incorrect knowledge 
of HIV/AIDS 
transmission

-0.002 vs 0.000

2222 Knows of STI other 
than HIV 0.033 vs 0.008

2222 STI symptoms 
among women -0.006 vs 0.009

2222 STI symptoms 
among men -0.005 vs -0.001

2222
Correct knowledge 
of ways to protect 
against STI

0.003 vs 0.008

2222
A girl can get 
pregnant if she has 
sex only once

0.012 vs 0.042

2222
Number of modern 
contraceptive 
methods recalled

0.007 vs 0.009

2222 Knows where to get 
condoms 0.089 vs 0.002

2222
Very confident in 
acquiring condoms if 
needed

0.012 vs 0.027

2222 Very confident to use 
condom effectively 0.008 vs 0.038

2222
Sexual initiation 
(between wave 1 and 
wave 2)

-0.030 vs 0.007

2222 Secondary 
abstinence 0.248 vs 0.275

2222 >2 partners during 
last 1 year 0.093 vs 0.027

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]
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Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]

2222 >1 partner during 
last month 0.061 vs -0.004

2222 Used condom during 
first sex 0.058 vs 0.020

2222 Always used condom 0.020 vs .018

2222 Condom use during 
last sex 0.184 vs 0.134

African vs Others

2222
Correct knowledge 
of HIV/AIDS 
transmission

Two-stage 
least squares 
estimations 
for knowledge, 
attitude, skills 
and behaviour 
outcomes 
controlling for 
age, gender, race, 
residence and 
socioeconomic 
status Adjusted standard 

errors

0.013 vs -0.001

2222
Incorrect knowledge 
of HIV/AIDS 
transmission

-0.001 vs -0.002

2222 Knows of STI other 
than HIV 0.022 vs 0.021

2222 STI symptoms 
among women 0.001 vs 0.001

2222 STI symptoms 
among men -0.003 vs -0.002

2222
Correct knowledge 
of ways to protect 
against STI

0.008 vs -0.007

2222
A girl can get 
pregnant if she has 
sex only once

0.025 vs 0.033

2222
Number of modern 
contraceptive 
methods recalled

0.010 vs -0.002

2222 Knows where to get 
condoms 0.076 vs 0.051

2222
Very confident in 
acquiring condoms if 
needed

0.019 vs 0.015

2222 Very confident to use 
condom effectively 0.027 vs -0.008

2222
Sexual initiation 
(between wave 1 and 
wave 2)

-0.008 vs -0.024

2222 Secondary 
abstinence 0.262 vs 0.262
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Type
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Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
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2222 >2 partners during 
last 1 year 0.034 vs 0.076

2222 >1 partner during 
last month 0.004 vs 0.075

2222 Used condom 
during first sex 0.039 vs 0.033

2222 Always used 
condom 0.015 vs 0.060

2222 Condom use during 
last sex 0.141 vs 0.292

14-18 year olds vs 
19-22 year olds

2222
Correct knowledge 
of HIV/AIDS 
transmission

Two-stage 
least squares 
estimations 
for knowledge, 
attitude, skills 
and behaviour 
outcomes 
controlling for 
age, gender, race, 
residence and 
socioeconomic 
status

Adjusted standard 
errors

0.012 vs 0.004

2222
Incorrect 
knowledge of HIV/
AIDS transmission

-0.002 vs 0.001

2222 Knows of STI other 
than HIV 0.029 vs 0.002

2222 STI symptoms 
among women 0.002 vs -0.002

2222 STI symptoms 
among men -0.002 vs -0.005

2222
Correct knowledge 
of ways to protect 
against STI

0.004 vs 0.005

2222
A girl can get 
pregnant if she has 
sex only once

0.034 vs 0.018

2222
Number of modern 
contraceptive 
methods recalled

0.013 vs -0.002

2222 Knows where to get 
condoms 0.101 vs -0.105

2222
Very confident in 
acquiring condoms 
if needed

0.021 vs -0.002

2222
Very confident 
to use condom 
effectively

0.028 vs -0.006

2222
Sexual initiation 
(between wave 1 
and wave 2)

-0.007 vs -0.038
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factors 

corrected
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Effect size 
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2222 Secondary 
abstinence 0.304 vs 0.215

2222 >2 partners during 
last 1 year 0.035 vs 0.035

2222 >1 partner during 
last month -0.011 vs 0.030

2222 Used condom during 
first sex 0.042 vs 0.032

2222 Always used 
condom 0.034 vs 0.001

2222 Condom use during 
last sex 0.158 vs 0.167

Marrazzo et 
al. (2015)
South Africa, 
Uganda and 
Zimbabwe

RCT 18-40 year 
old women

To assess daily 
treatment with
oral tenofovir 
disoproxil 
fumarate (TDF), 
oral tenofovir–
emtricitabine 
(TDF-FTC), or
1% tenofovir 
(TFV) vaginal gel 
as preexposure 
prophylaxis 
against HIV-1 
infection

Before-
after among 
participants

18 months

Oral TDF vs 
Placebo 1661 HIV-1 incidence

A modified 
intention-to-
treat population 
analyses

Hazard ratios

1.49 (0.97–2.29)

Oral TDF-FTC vs 
Placebo 2592 HIV-1 incidence 1.04 (0.73–1.49)

TFV Gel vs 
Placebo 2054 HIV-1 incidence 0.85 (0.61–1.21)

Mwale et 
al. (2018) 
Northern 
Malawi

Situational 
analysis

11-19 year 
old males 
and females

Effects of 
adolescent 
exposure to 
behaviour
change 
interventions 
on their HIV risk 
reduction

Before-
after among 
participants

4 months Baseline vs 
endline

552 Sexual experience vs 
Risk reduction

Pair-wise linear 
regressed 
independent 
variables 
correlating 
significantly with 
the dependent 
variable.

R2 , the 
coefficient of 
determination
was utilised 
to establish 
goodness of fit

.727

552
Number of sexual 
partners vs Risk 
reduction

.643

552
Culturally related 
sex vs Risk 
reduction

.366

552
Knowledge on 
dynamics vs Risk 
reduction

.357

552 Transactional sex vs 
Risk reduction .327

552 Age at debut vs Risk 
reduction .195
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factors 

corrected
Measure

Effect size 
[95% 

confidence 
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552
Involvement in 
BCI design vs Risk 
reduction

-.123

552
Abstinence 
knowledge vs Risk 
reduction

-.190

552 Exposure to BCI vs 
Risk reduction -.082

Nel et al. 
(2016)
South Africa 
and Uganda

RCT

Healthy, 
sexually 
active 
women, 18 
to 45 years 
of age

To evaluate 
the safety and 
efficacy of 
extended use 
of a vaginal 
ring containing 
dapivirine for 
the prevention 
of HIV infection

Before-
after among 
participants

24 
months

Dapivirine vs 
Placebo (primary 
efficacy analysis)

1950 Rate of HIV 
seroconversion

Overall HIV-1 
seroconversion 
rate and 
additional 
analyses in 
the modified 
intention-to-
treat population

Hazard ratios

0.69 (0.49 to 0.99)

Dapivirine 
vs Placebo 
(complementary 
analysis)

1722 Rate of HIV 
seroconversion 0.70 (0.47 to 1.05)

Dapivirine vs 
Placebo (product 
adherence 
analysis)

Rate of HIV 
seroconversion 0.74 (0.49 to 1.14)

Dapivirine vs 
Placebo (21 year 
olds and younger)

Rate of HIV 
seroconversion 0.85 (0.45 to 1.60)

Dapivirine vs 
Placebo (21 year 
olds and older)

Rate of HIV 
seroconversion 0.63 (0.41 to 0.97)

Nyqvist et al. 
(2015) and 
(2018)
Lesotho (5 
districts)

RCT
Males and 
females age
18–32

To examine 
the impact 
of a financial 
incentive lottery 
program on HIV 
incidence

Comparisons 
between 
groups

2 years, 
2010-
2012

Any lottery 
vs control 
(combined)

2422 HIV incidence
OLS regression 
analysis for 
effects of the 
lottery incentive 
intervention on 
HIV incidence 
and prevalence

Differences in 
treatment and 
control with robust 
standard errors in 
parenthesis

−0.025 (0.013)

High lottery 
vs control 
(combined)

2422 HIV incidence −0.033 (0.015)

Low lottery 
vs control 
(combined)

2422 HIV incidence −0.016 (0.016)
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corrected
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Effect size 
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Any lottery vs control 
(combined) 2888 HIV prevalence −0.034 (0.017)

High lottery vs control 
(combined) 2888 HIV prevalence −0.041 (0.019)

Low lottery vs control 
(combined) 2888 HIV prevalence −0.027 (0.020)

Any lottery vs control 
(females) 1592 HIV incidence −0.037 (0.018)

High lottery vs control 
(females) 1592 HIV incidence −0.045 (0.020)

Low lottery vs control 
(females) 1592 HIV incidence −0.027 (0.022)

Any lottery vs control 
(females) 1985 HIV prevalence −0.038 (0.021)

High lottery vs control 
(females) 1985 HIV prevalence −0.041 (0.025)

Low lottery vs control 
(females) 1985 HIV prevalence −0.034 (0.026)

Any lottery vs control 
(males) 830 HIV incidence −0.003 (0.015)

High lottery vs control 
(males) 830 HIV incidence −0.009 (0.016)

Low lottery vs control 
(males) 830 HIV incidence 0.003 (0.019)

Any lottery vs control 
(males) 903 HIV prevalence −0.031 (0.023)

High lottery vs control 
(males) 903 HIV prevalence −0.045 (0.025)

Low lottery vs control 
(males) 903 HIV prevalence −0.015 (0.028)

Any lottery vs control 
(combined) 2884 STI prevalence 

OLS 
regression 
analysis for 
effects of 
the lottery 
incentive 
intervention 
on STI 
prevalence

−0.032 (0.006)

High lottery vs control 
(combined) 2884 STI prevalence −0.034 (0.006)

Low lottery vs control 
(combined) 2884 STI prevalence −0.031 (0.006)

Any lottery vs control 
(HIV + at baseline) 466 STI prevalence −0.108 (0.022)

High lottery vs control 
(HIV + at baseline) 466 STI prevalence −0.112 (0.023)

Low lottery vs control 
(HIV + at baseline) 466 STI prevalence −0.102 (0.021)
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Pettifor et al. 
(2016)
Rural 
Mpumalanga,
South Africa

RCT

HIV 
negative 
females age 
13–20, in 
high school

To evaluate the 
efficacy of a 
CCT conditional 
on school 
attendance on 
HIV incidence 
compared to a 
control group

Comparisons 
between 
groups

3 years 
(2012-
2015)

Conditional cash 
transfer group vs 
control group

1214 HIV incidence
Logistic regressions 
on the effects of 
conditional cash 
transfer programme 
on HIV incidence 
and key secondary 
outcomes in 
young women in 
Agincourt.

Hazard ratios for 
intervention and 
control group

1.17 (0.80-1.72)

1214 HSV incidence 0.90 (0.69-1.19)

1214 School attendance

Risk difference 
between 
intervention and 
control

–0.44 (–1.44-0.56)

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors corrected
Measure

Effect size 
[95% 

confidence 
interval]

1214 Permanent school 
dropout incidence

Hazard ratios for 
intervention and 
control group

0.90 (0.67-1.24)

1214

Any physical 
violence from a 
partner in past 12 
months

Relative risk for 
intervention and 
control group

0.66 (0.59-0.74)

1214 Any pregnancy 
during the study 0.94 (0.76-1.17)

1214 Coital debut
Hazard ratios for 
intervention and 
control group

0.92 (0.78-1.08)

1214 Any unprotected sex 
in past3 months

Relative risk for 
intervention and 
control group

0.81 (0.67-1.0)

1214
Had any sex partner 
in past 12 months 0.90 (0.83-0.99)

1214 Had >1 sex partner 
in past 12 months 0.86 (0.67-1.1)

1214 Partner age 
difference ≥5 years 0.90 (0.72-1.12)

1214 Partner age ≥25 
years 0.90 (0.64-1.28)

1214 Transactional sex 0.95 (0.78 -1.15)
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Pronyk et al. 
(2006)
Limpopo 
Province, 
South Africa

Village-
randomized, 
controlled 
trial

Men and 
women age 
14–35

To assess the 
effect of the 
Intervention 
with 
Microfinance 
for AIDS and 
Gender Equity 
(IMAGE) on 1) 
participants’ 
experience 
of IPV, 2) 
unprotected 
sex by young 
people living in 
the households 
and villages of 
participants, 
and 3) and HIV 
incidence among 
young people 
in intervention 
villages

Comparison 
between 
groups

4 years, 
2001-
2004

IMAGE participants 
vs control group 
(14-35 year old co-
residents)

542

Communication with 
household members 
about sexual matters 
in past 12 months

Logistic regression 
analysis of 
the estimates 
of effects on 
outcome measures 
controlling for age, 
village pair, marital 
status (cohort one 
only), sex (cohorts 
two and three 
only), and baseline 
measure except

Adjusted risk 
ratios for 
IMAGE group 
vs control 
group

1·32 (0·90–1·95)

541

Comfortable 
discussing sex/
sexuality issues at 
home

1·35 (0·31–5·97)

Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding 
factors corrected

Measure

Effect size 
[95% 

confidence 
interval]

542
Knowledge that a 
healthy looking person 
can be HIV positive

1·11 (0·86–1·42)

542 Having had an HIV test 1·18 (0·73–1·91)

542
Participation in 
collective action 
against HIV/AIDS

1·37 (0·67–2·82)

137 New sexual debut 1·12 (0·93–1·36)

540
More than one sexual 
partner in past 12 
months

1·16 (0·85–3·32)

539

Unprotected sexual 
intercourse at last 
occurrence with a non-
spousal partner in past 
12 months

1·02 (0·85–1·23)
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Pronyk et 
al. (2008) 
Limpopo 
Province, 
South Africa

Secondary 
analysis 
of IMAGE 
study data

Women age 
14–35

To assess the 
effects of the 
intervention on 
young female 
participants’ 
HIV risk 
behaviour

Comparison 
between 
groups

2007 IMAGE group vs 
control

97
Knowledge that a 
healthy looking
person can be HIV+

Logistic 
regressions 
for baseline 
characteristics and 
effect estimates 
(risk ratios) 
for outcomes 
indicators 
among IMAGE 
intervention 
group and controls 
adjusting for age, 
village pair, marital 
status (except 
in case of sexual 
behaviour with 
spousal partner) 
and baseline 
measure of 
indicator.

Risk rations 
for IMAGE 
intervention 
and control 
group

1.09 (0.73–1.62)

97

Comfortable 
discussing sex/
sexuality
in the home

1.22 (0.53–2.80)

97

Communication with 
household
members about sex/
sexuality
in the past 12 months

1.46 (1.01–2.12)

97
Having gone for 
voluntary
counseling and testing

1.64 (1.06–2.56)

97
More than one sexual 
partner in
the past 12 months

0.95 (0.40–2.27)

Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding 
factors corrected

Measure

Effect size 
[95% 

confidence 
interval]

51

Unprotected sex 
during last
intercourse at last 
occurrence
with a nonspousal 
partner in
the past 12 months

0.76 (0.60–0.96)

Pulerwitz et 
al. (2015)
Ethiopia

Quasi-
experimental 
design

15 to 24 
year old 
men

To assess the 
effects of a 
community-
based project 
in Ethiopia that 
worked with 
young men 
to promote 
gender-
equitable norms 
and reductions 
IPV

Before-after 
in each group 6 months

Group education 
and community 
engagement: Post-
intervention

168
Multivariate 
analysis on the 
changes of any 
type of IPV 
(Physical, sexual or 
psychological)

Percentage 
differences 

53% to 38%

Group education: 
Post-intervention 200 60% to 37%

Comparison: Post-
intervention 115 38% to 37%

Rosenberg 
et al. (2013). 
Rural 
KwaZulu-
Natal, South 
Africa

Cohort study

HIV-
uninfected 
youth age 
18-24

To assess the 
impact of HCT 
services on 
HIV acquisition 
among youth 
was assessed 
using data from 
a household and 
HIV surveillance

Before-after 
in each group

4 years 
between 
2006-
2010

Post-intervention 
(weighted) 3959 HIV incidence

Logistic regression 
to compare the 
hazard of HIV 
acquisition among 
HCT-exposed and 
HCT-unexposed 
participants 
controlling 
for exposure 
weighting to 
gender, sexual 
debut and 
pregnancy

Hazard ratios 
for those 
HCT-exposed 
compared to 
those HCT-
unexposed

0.59 (0.45, 0.78)

Women 1247 HIV incidence 0.57 (0.41, 0.78)

Men 1545 HIV incidence 0.66 (0.37, 1.18)

Age 15–19 2268 HIV incidence 0.59 (0.43, 0.82)

Age ≥20 524 HIV incidence 0.54 (0.31, 0.97)
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factors corrected
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Effect size 
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Rosenberg 
et al. (2014)
Kenya (4 
locations 
from 7 
districts)

RCT

Sexually 
active 
adolescents 
age 15–25

To examine 
adolescents’ 
sexual partner 
characteristics 
in households 
receiving 
the transfer 
compared to 
those in control 
households

Comparison 
between 
groups

One year, 
2007

Intervention 
vs control

253 Male partner older
Logistic regression 
analysis for 
the association 
between CT-
OVC receipt 
and sex partner 
characteristic, 
stratified by 
sex, age, school 
enrolment status 
and baseline SES

Adjusted odds 
ratios for 
CT-OVC and 
control group 
participants

0.94 (0.55, 1.62)

253 Male partner in school 0.77 (0.45, 1.33)

253 Transactional sex 0.79 (0.40, 1.58)

431 Female partner older 0.76 (0.43, 1.33)

431 Female partner in 
school 1.11 (0.70, 1.76)

431 Transactional sex 1.57 (0.60, 4.07)

Rotheram-
Borus et al. 
(2012)
Kampala, 
Uganda

Pilot pre- 
and post-
intervention 
assessment

Youth age 
13–23

Assessment 
of HIV risk 
behaviours 
among those 
receiving HIV 
education plus 
vocational 
training 
compared to 
those with 
HIV education 
only; cohort 
study of effects 
of combined 
intervention 
over time

Before-
after among 
participants

24 
months 
(2006-
2008)

Baseline vs 
Intervention 

74 Employed %

Random-intercept 
regression models 
provide estimates 
for outcome 
measures assessed 
at baseline and the 
24-month follow-
up.

Percentage 
differences 
between 
baseline and 
follow-up

48% vs 83%

74 Engaged in sex, % 69% vs 70%

74 Mean number of 
partners

Mean 
difference 
between 
baseline and 
follow-up 

2.12 (SD=293) vs 1.12 
(SD=1.20)

74
Abstinent or using 
condoms 100% of the 
time, %

Percentage 
differences 
between 
baseline and 
follow-up

45% vs 71%

74 Mean satisfaction 
with life Mean 

difference 
between 
baseline and 
follow-up

61.4 (SD=23.6) vs 63.8 
(SD=15.9)

74 Mean social support 24.8 (SD=7.2) vs 29.6 
(SD=7.7)

74 Mean number of 
delinquent behaviours

1.21 (2.08) vs 0.54 
(SD=0.94)
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74 Mean psychological 
distress

0.76 (SD=0.67) vs 0.76 
(SD=0.74)

74 Percent using alcohol 
or marijuana

Percentage 
differences 
between 
baseline and 
follow-up

76% vs 30%

74 Percent using hard 
drugs 57% vs 18%

Siaplay 
(2012) 
Cape Town, 
South
Africa

Analysis 
of existing 
longitudinal 
data

Young 
adults age 
14–26 at 
baseline

To assess 
differences 
in several 
outcomes for 
young adults in 
Old Age Pension 
(OAP) recipient 
households 
compared 
to those in 
non-OAP 
households

Secondary 
data analysis

Wave 1 
to 4 from 
2002 to 
2004

OAP receipt 
vs control

797 Ever had sex (young 
women)

Regression models 
on the impact of 
Old Age Pension 
programme on 
sexual behaviours 
of young adults 
aged 14-26 
controlling for 
baseline covariates 

Differences 
in OAP grant 
household 
recipients vs 
control group 

-0.168 (0.075)

650 Ever had sex (young 
men)

-0.069 (0.100)

1873 Multiple partners 
(young women) 0.041 (0.036)

1434 Multiple partners 
(young men) -0.040 (0.063)

1558 Condom use at last sex 
(young women) -0.080 (0.046)

1236 Condom use at last sex 
(young men) -0.031 (0.054)

2068 Married (young 
women) 0.019 (0.055)

1668 Married (young men) -0.168 (0.068)

OAPFemale 
vs Control

797 Ever had sex (young 
women)

-0.185 (0.064)

650 Ever had sex (young 
men) -0.063 (0.097)

1873 Multiple partners 
(young women) 0.033 (0.041)

1434 Multiple partners 
(young me) -0.046 (0.065)

1558 Condom use at last sex 
(young women) -0.051 (0.047)

1236 Condom use at last sex 
(young men) -0.080 (0.072)

2068 Married (young 
women) -0.102 (0.054)

1668 Married (young men) -0.240 (0.065)

OAPMale vs 
Control 797 Ever had sex (young 

women) -0.049 (0.106)

Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding 
factors corrected

Measure

Effect size 
[95% 

confidence 
interval]
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Method of 
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size
Outcome(s)

Confounding 
factors corrected

Measure

Effect size 
[95% 

confidence 
interval]

650 Ever had sex (young 
men) -0.140 (0.120)

1873 Multiple partners 
(young women) 0.078 (0.067)

1434 Multiple partners 
(young me) -0.025 (0.063)

1558 Condom use at last sex 
(young women) -0.049 (0.069)

1236 Condom use at last sex 
(young men) -0.038 (0.072)

2068 Married (young 
women) 0.207 (0.082)

1668 Married (young men) 0.240 (0.061)

Smith et al. 
(2008)
South Africa

RCT

Boys and 
girls (mean 
age – 14 
years old)

To assess the 
impact of 
HealthWise 
intervention 
on reducing 
multiple health 
risk
behaviours 
among the 
population of 
school-going 
South
African 
adolescents.

Before-
after among 
participants

36 
months

Control vs 
HealthWise 2383

Sexual intercourse in 
lifetime: Not sexually 
active at wave 1

Group-level 
prevalences in 
imputed data 
and gender 
by treatment 
interactions, 
controlling for race

Odds ratios 

0.6 (0.4–0.99)

Can get condoms: All 
participants 0.1 (0.5–2.2)

Alcohol use in lifetime: 
Non-drinkers at wave 1 1.5 (0.95–2.3)

Alcohol use in past
Month: All participants 1.6 (1.1–2.4)

Heavy alcohol use: All 
participants 1.5 (0.9–2.4)

Alcohol use in past 
month: Non-drinkers 
at wave 1

1.9 (1.1–3.3)

Heavy alcohol use: 
Non-drinkers at wave 1 1.6 (0.8–3.5)

Cigarette use in 
lifetime: Non-smokers 
at wave 1

1.5 (1.03–2.3)

Cigarette use in past 
month: All participants 1.2 (0.8–1.7)
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Heavy cigarette use: All 
participants 1.0 (0.7–1.4)

Cigarette use in past month: Non-
smokers at wave 1 1.8 (1.2–2.8)

Heavy cigarette use: Non-smokers 
at wave 1 1.2 (0.7–2.1)

Marijuana use in lifetime: Non-
users at wave 1 0.4 (1.1–2.2)

Marijuana use in past month: All 
participants 0.4 (0.99–2.5)

Marijuana use in past month: Non-
users at wave 1 0.4 (0.9–2.5)

Swartz et al. 
(2012)
South 
Africa

RCT
14-16 
year old 
adolescents

To assess 
a peer-led 
intervention 
for vulnerable 
adolescents

Before-
after among 
participants

24 
months

Control vs 
Vhutshilo 
post-test

137

Help-seeking

Statistical analysis 
on the indicators 
for Vhutshilo 
programme

Percentage 
differences 
between 
groups

60% vs 58%

Supportive behaviour 57% vs 56%

Emotional intelligence 61% vs 58%

Decision-making 53% vs 51%

Future orientation 48% vs 53%

Gender orientation 54% vs 54%

HIV knowledge 73% vs 66%

HIV attitudes 59% vs 57%

HIV intentions 44% vs 42%

Control vs 
Vhutshilo 
delayed 
post-test

109

Help-seeking 60% vs 59%

Supportive behaviour 57% vs 59%

Emotional
intelligence 61% vs 58%

Decision-making 53% vs 49%

Future orientation 48% vs 58%

Gender orientation 54% vs 59%

HIV knowledge 73% vs 75%

HIV attitudes 59% vs 61%

Citation & 
Location

Study Type
Target 

group(s)
Intervention(s)

Method of 
comparison

Duration Study arms
Sample 

size
Outcome(s)

Confounding 
factors corrected

Measure

Effect size 
[95% 

confidence 
interval]
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HIV intentions 44% vs 42%

Thigpen et 
al. (2012)
Botswana

RCT
18-39 year 
old men and 
women

To assess HIV 
heterosexual 
transmission 

Before-
after among 
participants

32 
months

TDF–FTC vs 
Placebo

1219

HIV incidence
A modified 
intention-to-treat 
analysis

Incidence 
rate ratio

1.2 vs 3.1 infections 
per 100 person years

TDF–FTC vs 
Placebo TDF-FTC effectiveness

Intention-
to-treat 
effect

62.2% (21.5-83.4; p= 
0.03)

Van Damme 
et al. (2012)
Kenya, 
South Africa 
& Tanzania

RCT 18-35 year 
old women

To assess the 
effectiveness 
of TDF-FTC in 
preventing
HIV acquisition 
and to evaluate 
safety

Before-
after among 
participants

22 
months

TDF–FTC 
vs Placebo 
(Overall 
analysis)

HIV incidence

A intention-to-
treat analysis to 
test effectiveness 
of results

Hazard 
ratios

0.87 (0.55–1.38)

TDF–FTC 
vs Placebo 
(Arusha, 
Tanzania)

HIV incidence NA

TDF–FTC 
vs Placebo 
(Bloemfontein, 
SA)

HIV incidence 0.77 (0.17–3.43)

TDF–FTC vs 
Placebo (Bondo, 
Kenya)

HIV incidence 0.93 (0.44–1.97)

TDF–FTC 
vs Placebo 
(Pretoria, SA)

HIV incidence 1.00 (0.51–1.95)

TDF–FTC vs 
Placebo (>25 
years)

HIV incidence 0.91 (0.40–2.06)

TDF–FTC vs 
Placebo (<25 
years)

HIV incidence 0.97 (0.54–1.73)

TDF–FTC vs 
Placebo (STI at 
baseline –YES)

HIV incidence 0.54 (0.19–1.56)

TDF–FTC vs 
Placebo (STI at 
baseline – NO)

HIV incidence 1.12 (0.63–2.01)

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors corrected
Measure

Effect size 
[95% 

confidence 
interval]
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TDF–FTC vs Placebo (Bacterial 
vaginosis – YES) HIV incidence 0.67 (0.34–1.34)

TDF–FTC vs Placebo (Bacterial 
vaginosis – No) HIV incidence 1.62 (0.75–3.49)

TDF–FTC vs Placebo (Use of 
injectable contraceptive – YES) HIV incidence 0.70 (0.39–1.27)

TDF–FTC vs Placebo (Use of 
injectable contraceptive – NO) HIV incidence 1.74 (0.71–4.26)

TDF–FTC vs Placebo 
(Availability of study drug after 
randomization - >80%)

HIV incidence 0.75 (0.44–1.30)

TDF–FTC vs Placebo 
(Availability of study drug after 
randomization - <80%)

HIV incidence 1.96 (0.62–6.17)

Visser et al. 
(2017)
South 
Africa

Evaluation 
study

13 to 20 
year old 
school 
attending 
Males and 
Females

An evaluation 
of a peer 
education 
and support 
programme 
in secondary 
schools to 
prevent
and reduce 
high-risk sexual 
behaviour 
amongst 
adolescents

Before-
after among 
participants

18 
months Experimental vs Control

2104 Sexually experienced

Analyses of 
differences in 
reported high-
risk sexual 
behaviour 
patterns

Percentage 
differences 
between 
groups of 
participant 
who 
responded 
yes to 
questions

41.6 vs 46.2

2104 Had sex during the 
past three months 36.9 vs 30.8

2104
Multiple partners 
during the last 3 
months

15.6 vs 17.3 

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]



100

2104

Used condom every 
time when having 
sex during past 3 
months

59.3 vs 54.7

2104 Sex without consent 19.7 vs 20.8

2104
Most friends are 
having sex (group 
norm)

20.7 vs 25.4 

2104 Friends practice safe 
sex 51.0 vs 54.1

2104 Current alcohol use 21.9 vs 22.7

2104 Excessive alcohol 
use 13.1 vs 18.0

2104 Illicit drug use 6.5 vs 7.2 

2104 Most friends drink 
alcohol (group norm) 25.0 vs 27.2

Visser et al. 
(2015) 
KwaZulu-
Natal, 
Eastern Cape, 
Mpumalanga, 
Gauteng, 
South Africa

Post-inter-
vention 
study

Former 
OVC age 
18–25

To investigate differences in 
HIV risk behaviour and other 
outcomes between former 
ISIBINDI participants and a 
control group

Post-
intervention 
period

Not 
specified

Ex-ISIBINDI 
participants 
vs control 
group

406 Self-esteem

Mean 
difference 
between 
Ex-ISIBINDI 
participants 
and control 
group

5.01 vs 3.82

406 Problem-solving 3.97 vs 2.26

406 Interpersonal skills 2.95 vs 2.96

406 Resilience 3.43 vs 3.26

406 Family support 4.62 vs 3.31

406 HIV risk 12.9 vs 19.7

Wagman et al. 
(2015) 
Rakai, Uganda

RCT
15-49 year 
old in Rakai 
Community

To assess whether provision 
of a combination of IPV 
prevention and HIV services 
would reduce IPV and HIV 
incidence in the SHARE 
intervention.

Before-
after among 
participants

60 
Months

Intervention 
vs control 
group 
(women)

3776
Experience of past-
year emotional 
(verbal) abuse

Regression 
analysis to 
establish the 
effects of 
intervention 
on IPV 
outcomes

Adjusted 
prevalence 
rate ratios

0.91 (0.79–1.04)

Intervention 
vs control 
group 
(women)

3939 Experience of past-
year physical IPV 0.79 (0.67–0.92)

Intervention 
vs control 
group 
(women)

3775 Experience of past-
year sexual IPV 0.80 (0.67–0.97)

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]
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Intervention vs control group 
(women) 3775 Experience of past-

year forced sex 0.79 (0.65–0.96)

Intervention vs control group 
(men) 2511

Perpetration of 
past-year emotional 
(verbal) abuse

0.99 (0.85–1.16)

Intervention vs control group 
(men) 2587 Perpetration of past-

year physical IPV 1.00 (0.77–1.30)

Intervention vs control group 
(men) 2511 Perpetration of past-

year sexual IPV 0.81 (0.52–1.26)

Intervention vs control group 
(men) 2511 Perpetration of past-

year forced sex 0.85 (0.50–1.42)

Intervention vs control group 
(women) 11803 HIV incidence Regression 

analysis to 
establish the 
effects of 
intervention on 
HIV incidence

Adjusted 
prevalence 
rate ratios

0.72 (0.49–1.07)

Intervention vs control group 
(men) 8098 HIV incidence 0.59 (0.35–0.95)

Intervention vs control group 
(Overall) 19900 HIV incidence 0.67 (0.46–0.97)

Wingood et al. 
(2013) South 
Africa

RCT

isXhosa 
women 
aged 18-35 
years

To assess the 
efficacy of SISTA 
South
Africa on
HIV risk-
reduction 

Before-
after among 
participants

12 
months

SISTA South Africa vs General 
Health conditions

45 Consistent condom 
use (30 days)

Regression 
analysis on 
the effects of 
SISTA South 
Africa HIV 
intervention on 
dichotomous 
behavioural 
outcomes

Adjusted 
odds ratios

0.54 (0.21 to 
1.43)

53 Consistent condom 
use (3 months)

0.66 (0.30 to 
1.46)

124 Condom use at last 
sex

0.96 (0.50 to 
1.85)

189 Lack of preference 
for dry sex

0.22 (0.10 to 
0.47)

188

Male partners’ lack 
of
preference for dry 
sex

0.24 (0.11 to 
0.52)

Not 
specified

Frequency of vaginal 
sex (30 days)

Regression 
analysis on 
the effects of 
SISTA South 
Africa HIV 
intervention 
on continuous 
behavioural and 
psychosocial 
outcomes

Adjusted 
mean 
differences

1.25 (0.25-2.25)

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]
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Frequency of vaginal sex (3 months) 2.80 (-0.12-5.73)

Frequency of unprotected vaginal 
sex (30 days) 1.12 (0.23-2.01)

Frequency of unprotected vaginal 
sex (3 months) 2.57 (-0.04-5.18)

HIV knowledge 0.62 (0.49-1.19)

Relationship control 1.34 (0.18-2.50)

Opposition to HIV stigma 0.75 (0.21-1.29)

Attitudes toward condom use 0.13 (-1.49-1.76)

Partner communication 0.55 (-0.18-1.28)

Condom use self-efficacy 1.45 (-0.76-3.67)

Citation & 
Location

Study 
Type

Target 
group(s)

Intervention(s)
Method of 

comparison
Duration Study arms

Sample 
size

Outcome(s)
Confounding 

factors 
corrected

Measure

Effect size 
[95% 

confidence 
interval]
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Appendix B: Qualitative studies on HIV prevention interventions for AGYW in sub-Saharan Africa

Author, Date & Location Study population Study design Intervention type Main results

Hallman and Roca (2011) 
KwaZulu-Natal, South 
Africa

Adolescents in 
grades 10 and 11 
at the start of the 
intervention

RCT evaluation testing the 
relative effectiveness of 
two versions of the Siyakha 
Nentsha intervention 
against the standard life 
skills curriculum

1-hour sessions 2–3 times/week focused on building 
adolescents’ health and social capabilities. This was compared 
to an enhanced version that also included sessions on 
financial capabilities.

After 18 months, intervention boys (both regular and enhanced) were 
more likely to have remained sexually abstinent compared to the 
control group, and those who did have sex reported having fewer sexual 
partners than boys in the control group. Neither magnitudes of effect or 
significance levels were reported. These outcomes were not reported for 
girls.

Mantell et al. (2006) 
Rural South Africa

670 school 
attending males and 
females aged 14-17 
years and teachers, 
nurses and local 
and international 
researchers

Qualitative formative 
research

It focused on issues of gender, empowerment and sexuality as 
mechanisms to promote condom use and delay in initiation of 
sexual debut.

The Mpondombili Project used youth peer educators along with teachers 
and nurses as adult mentors to deliver a gender and empowerment 
intervention with adolescent boys and girls in mixed-sex groups in 
schools. This study demonstrates the feasibility of developing a state-
of-the-art intervention in an under-resourced setting, with substantial 
involvement of the target population of youth.

Mukoma et al. (2009).
South Africa and 
Tanzania

3,542 grade 8 
students Process evaluation study

The aim was to: (1) assess whether the intervention was 
implemented as planned; (2) assess the quality of the 
implementation; [33] understand the impeding and enabling 
factors for implementation; (4) assess acceptability and 
subjective evaluations of the intervention among the students 
and teachers; and (5) provide information that could assist in 
the interpretation of the behavioural outcomes.

The SATZ intervention contained many of the characteristics associated 
with successful interventions to delay sexual intercourse and promote 
condom use. The intervention received favourable responses from 
students and teachers, but personal and contextual factors that 
influenced implementation highlight some of the difficult conditions 
under which school-based HIV/AIDS interventions have to be 
implemented. 

Packel et al. (2012)
Kilombero/ Ulanga, 
Tanzania

1943 male and 
female participants 
ageg 18–30 (subset 
of the 2399 enrolled 
in RESPECT Trial)

RESPECT RCT exploring 
the effect of incentives 
on self-reported risk 
behaviour

CCTs of USD 10 or USD 20 per testing round conditioned on 
testing negative for 4 curable STIs every 4 months (3 testing 
rounds in 12 months)

Opportunities enabled by the RESPECT intervention included 
leveraging conditional cash awards, but participants also emphasized 
the importance of exploiting new health status knowledge from regular 
STI testing. Risk reduction strategies included condom use within 
partnerships and/or with other partners, and an unexpected emphasis on 
temporary abstinence.

Pettifor et al. (2019)
Northwest Tanzania

AGYW aged 15 to 
23 who were out of 
school

A qualitative assessment 
with participants who 
participated in a DREAMS 
cash transfer plus 
programme which was 
implemented by the Sauti 
Project. 

Cash transfers of TZS 70,000 (approximately USD 31) were 
provided to AGYW every three months for 18 months. AGYW 
who attended at least 10 hours of a behaviour change and 
communication (BCC) curriculum were eligible to participate 
in the cash transfer. 

Out of school AGYW in rural Tanzania who participated in a cash plus 
financial education programme discussed some possible pathways 
through which the programme may have reduced dependence on male 
partners. The pathways discussed included the cash providing for 
AGYWs basic needs that they previously acquired from male partners 
and also through increased empowerment, agency and self-esteem 
acquired from the financial education, savings groups and business 
development aspects of the programme.

Pronyk et al. (2008) 
Limpopo Province, South 
Africa

220 pair matched 
women age 14–35 
at baseline

Secondary analysis of 
IMAGE study data to 
assess the effects of the 
intervention on young 
female participants’ HIV 
risk behaviour

IMAGE included group microcredit (5 women per group) and 
12–15 months of gender and HIV training plus community 
mobilization.

Qualitative data suggest a greater acceptance of intra-household 
communication about HIV and sexuality. Although women noted 
challenges associated with acceptance of condoms by men, increased 
confidence  and skills associated with participation in the intervention 
supported their introduction in sexual relationships.

Stoner et al. (2019)
Mpumalanga Province, 
South Africa 22 girls and young 

women age 13-20

A qualitative assessment 
with participants who 
participated in a DREAMS 
cash transfer plus 
programme which was 
implemented in the Swa 
Koteka intervention.

The Swa Koteka intervention provided a monthly cash 
transfer to young women and their households, conditional on 
attending 80% or more of school days

Participants described how the intervention motivated them to increase 
condom use, have fewer partners, end risky relationships and access 
HIV testing services at local primary health clinics. Changes were 
attributed to receipt of the cash transfer, in addition to HIV testing 
and sexual health information. Processes of change included improved 
communication with partners and increased negotiation power in sexual 
decision-making. 

Wegner et al. (2008)
South Africa

13-16 year old 
school attending 
boys and girls

Focus group discussions 
with learners, interviews 
with Principals, and lesson 
evaluation forms by 
educators

To evaluate a school-based risk reduction intervention. 
The process evaluation was meant to understand how the 
newly developed programme met local needs and to test the 
measurement of proximal and distal outcomes in order to 
develop an intervention that could then be further evaluated 
with a larger sample.

The HealthWise programme had a sound theoretical basis and 
incorporated programme components previously shown to be effective 
in the United States. Effective interventions focus on reducing specific 
risk-taking behaviours by means of experiential, interactive activities, 
which convey information about risk, social influences and pressures; 
increase skills and confidence  and reinforce personal values and group 
norms
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