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Global Summary of HIV Epidemic among Adolescents (10-19 years), 2017
(UNAIDS, 2017)
Sub-Saharan

e Africa
Total Female  Male (% of Global)
Estimated number of adolescents 10-19 living with HIV 1,800,000 1,000,000 770,000 85%

Estimated number of adolescents 15-19 newly infected with HIV 250,000 170,000 86,000 76%

E:Li;nee;ted number of adolescents 10-19 dying of AlIDS-related 38,000 18,000 20000 92%
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CONTEXd EASTERN AND SOUTHERN AFRIC
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A AlDSrelatedillness is the leading cause
of deathamongst adolescents;

A Structuraldeprivations are key factors in
child and adolescent antetroviral therapy
(ART) adherence and lossfadlow-up;

A Sociaprotection addresses complex
vulnerabilities disadvantages and risks,
and fosterresilience in the general
adolescent population.
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Resourcing resilience: social protection for HIV prevention amongst
children and adolescents in Eastern and Southern Africa
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Adolescents are the only age group with growing AlDS-related morbidity and mortality in Eastern and Southem
Africa, making HIV prevention research among this population an urgent priority. Structural deprivations are key
drivers of adolescent HIV infection in this region. Biomedical interventions must be combined with behavioural
and social interventions to alleviate the socio-structural of HIV i ion. There is growing evidence
that social protection has the potential to reduce the risk of HIV i tion among chi and adol it:
This research combined expert consultations with a rigorous review of academic and policy literature on the
effectiveness of social protection for HIV prevention among children and adolescents, including prevention for
those already HIV-positive. The study had three goals: (i) assess the evidence on the effectiveness of social
protection for HIV prevention, (ii) ider key challenges to imp ting social protection programmes
that promote HIV prevention, and {iii} identify critical research gaps in social protection and HIV prevention, in
Eastern and Southern Africa. Causal pathways uf inequality, poverty, gender and HIV risk require flexible and
responsive social protection mec C that HIV-inclusive child- and adolescent-sensitive
social protection has the potential to interrupt risk pathways to HIV infection and foster resilience. In pamcular
empirical evidence (literature and expert feedback) detailed the effectiveness of bination social protecti
particularly cashfin-kind components combined with “care” and “capability” among children and adolescents.
Social protection programmes should be dynamic and flexible, and consider age, gender, HIV-related stigma, and
context, including cultural norms, which offer opportunities to improve programmatic coverage, reach and uptake.
Effective HIV prevention also requires integrated social protecti i , developed through strong national
government ownership and leadership. Future research should explore whlch combinations of social protection
work for sub-groups of children and adolescents, particularly those living with HIV.

Keywords: care and support, cash, HIV/AIDS, social protection

The Case for Social Protection for HIV-Positive Children o
Antiretroviral Treatment in Eastern and Southern Africa
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Introduction

AlDS-related iliness is the leading cause of death amongst
adolescents in Eastern and Southern Africa: since 2000,
the number of AlDS-related adolescent deaths in the region
has tripled (WHO, 2015a). HIV infection poses a serious
risk to children and adolescents in the region, with 160,000
new infections annually in this age group (UNICEF-ESARO,
2015). Eastern and Southemn Africa (ESA) is also home to
80% of the world's 3.9-4.5 million HIV-positive children and
adolescents (Kasedde & Olson, 2012). Investing in social
protection in ESA has taken on a new urgency as HIV and
AIDS interact with drivers of poverty to disrupt livelihood
systems and family and community safety nets (Adato &

Bassett, 2009). Children, in particular, are a key constituency
for whom it is imperative o scale up and deepen social
protection to mitigate the effects of extreme deprivation
and vulnerability (Miller & Samson, 2012). The expanding
evidence base on children and HIV/AIDS has contributed to
the progress of the global agenda for improving the health
outcomes of children affected by HIVIAIDS.

A growing literature investigates the potential that types of
social protection have fo promote protective behaviours and
reduce nsk behaviours of children and adolescents affected
by HIV (Cluver, Orkin, Yakubovich, & Sherr, 2016; Miller &
Samsen, 2012; UNICEF-ESARQ, 2015). This literature points
to the importance of improving our understanding of how
various modes and forms of social protection support HIV
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What is the evidence on the effectiveness of social protectior
for ART adherence and Hiélated outcomes for children and
adolescents in ESA

What are thekey challenges to implementing chilcand
adolescentsensitive social protection programmes?




WHAT IS CHILD ADOLESCEMNIENSITIVE SOCIAL PROTECT!

OA set of public and private policies and programmes aimed at preventing,
reducing and eliminating economic and social vulnerabilities to poverty anc
deprivatione
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METHODOLOGY

Rigorousreview of academic, policy, and grey literature on ckskehsitive
social protection in Eastern and Southern Alrica,

Expertconsultationswith 27 experts from national, regional, and
international institutions and research bodies;

In-depth interviewswith 26 local providers, researchers, and stakehold:
In the Eastern Cape Province of South Africa,

Participatory researclwith 39 South African adolescents as part of
Mzantsi Wakho, a larggommunity-traced cohort study of A9 year olds
(N=1,526), N=1,059 of whom are Hiv®sitive.
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A MIXEDMETHODS STUDY

A Qualitative ethnography £0132018,led by Dr. Hodes, UCT)

A Quantitative longitudinal panel study (2012018, led by Prof. Cluver, Oxford
N=1,526 adolescents, 1060 HIV+, 4BV

A Teen workshops

— ~— ,_/
BOTSWANA
Limpopo t 3
NAMIBIA

\ Mpuma
Nunhwemﬁamenglang@_t'

“Free State KwazZulu.

dof 2 b 7 Northern (\5 Natal
- Cape
— & p u/_/ ‘))r

L : ; /
LS, 3 Eastern .
PO Cape //
. Western " 1LESOTHO
[, Cape o o o 2 SWAZILAND
L 3 MOZAMBIQUE



SUMMARY OF STUDIES

Two types of evidence:
(1) effectivenesgdrials or interventionstudies;

(2) analysisof effectiveness of nationdével programmes.
A 26 pilot or effectiveness/ interventiotrials
A 6 nationatlevelprogrammes
A 11 programmes

SUMMARY OF POLICIES

A 13 countries in ESA have a social protection policy, 5 are
developing one;

A Childsensitiveprovisions entrenched in mampplicies, high
level of variation between environments and provisions;
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Evidence on Social Protection Type Countries

Economic ‘cash’/ in-kind only Burkina Faso, Kenya, Malawi, South Africa

Psychosocial ‘care’ only D.R. Congo, South Africa, Tanzania, Uganda, Zambia, Zimbabwe

‘cash + care’ Kenya, South Africa, Uganda, Zambia, Zimbabwe

‘cash + capability’ Kenya

‘care + capability’ Botswana, South Africa, Uganda, Zambia, Zimbabwe

‘cash + care + capability’ Uganda, Zimbabwe

transformative social protection - have at | Angola, Botswana, Burundi, Comoros, Ethiopia, Kenya, Lesotho,

least one social protection policy in place Madagascar, Malawi, Mozambique, Namibia, Rwanda, South

or under development Africa, South Sudan, Tanzania, Uganda, Zambia, Zimbabwe




KNOWN RISK FACTORS FOR ADOLESCERDNERENCE:

Known risk factors for non-adherence among adolescents include
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Transportation Disrupted Non-disclosure  Mental health Stigma Caregiver Transition from
costs, travel family of HIV-positive Issues physical illness paediatric to
distance to structures and status to and emotional adult care

clinics and caregiver-child  children by an challenges
food insecurity  relationships  appropriate age
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SOCIAL PROTECTION CAN INTERRUPT THESE KNOWN PAT]
THROUGH:

A Povertyreduction and economidevelopment;
A Improvedaccess tdealthcare;
A Improvedfood security,

A Greatergender equality, access to education and health
services;

A Reducedstigma andliscrimination; and

A Improvingcaregiver psychosocial and physical vieling.




FINDINGE SOCIAL PROTECTION WORKSE

Whe importance of deliberate, politicallpacked and sustainable
combinations of childsensitive social protection mechanisms
cannot be overstated2

(Expert Consultation)

THE POWER OF SOCIAL CASH TRAN

A Strong evidence for HIV prevention
A Growing evidence for ART adherence

A Furtherresearch on the types and combinations of cash transfers

for improved adolescent adherence is e
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NATIONAL PROGRAMMING IN SOUTH AFRICA: CHILD Gl
REDUCES INCIDENCE OF TRANSACTIONAL SEX AND A
DISPARATE SEX FOR GIRLS (N=3500, RSA)

% Incidence of transactional sex % Incidence of agdisparate sex
8 1 (OR .49 CI .203%) (OR .29 CI .237*)

. No cash transfer

. Child cash transfer

12-14 years 15-17 years 12-14 vears 15-17 years
MzANTSl'
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Kenya: unconditional OVC cash transfer (effects in OR)
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3 HalpernPettifor, Thirmurthy(2014) PLOS One.
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Conditional cash transfers: the evideAgase

Malawi: Baird et al 2012

A RCT conditional/unconditional cash transfers

A Both equally effective on HIV prevalence (OR.36)
A Both equally effective on HSX/prevalence (OR.24)

South Africa:Pettifor et al 2017

A RCT conditional cash transfers
A No difference on HIV incidence
A Less intimate partner violence

A Less unprotected sex

South Africa:Abdool Karim 2016
A RCT conditional cash transfers
A HIV incidence too low to detect
A Less HSY incidence (IRR.7)




Combinations are betterCasht+ care +clinic

CluverToska Orkin Meinck Hodes YakubovichShery AIDS Care 2016



