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ÅSocial protection 
improves health

ÅCombination 
interventions 
address structural 
drivers of HIV

ÅAccessto 
medicines does 
not mean 
adherence

Dream clinics. Hodes, Doubt, Toska, Zungu, Cluver.
(2018). JIAS. 
Sustainable survival. Cluver, Pantelic, Orkin, Toska, 
Medley, Sherr. (2018). JIAS.
Resourcing resilience. Toska, Gittings, Hodes, Cluver, 
Govender, Chademana, Gutierrez. (2016). AJAR.

KEY FINDINGS



Qualitative research
Å N=100 youth, 30 healthcare providers, 30 caregivers
Å 47 months of direct observations Ą >2000 hours of clinic observations
Å Participatory research

Quantitative longitudinal panel study
Å Every adolescent ever initiated ART in a health district:

70 health facilities (grown to 108 by Sept 2017)
Å N=1,520 adolescents, 1060 HIV+, 467 HIV-
Å Community-tracing, 4-year longitudinal tracking
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Longitudinal national survey (N=6,850, N=2,500, 2008-2012)
Å Main study: N=6000 (age: 10-18) 
Å 3 provinces South Africa; 6 sites >30% prevalence
Å Stratified random sampling of census EAS
Å Every household with a child aged 10-17
Å Urban/rural, 1 year follow-up in 2 provinces 
Å n=3401, 97% follow-up

TEEN ADVISORY GROUP
Å Established in 2008
Å 10-19 year old HIV-affected and HIV-positive
Å Participatory feedback sessions on key research and policy priorities

RESEARCH GOALS & CONTEXT

T1-T2 Ą 94% retention
1.3% mortality

T2-T3 Ą 97% retention
2.2% mortality



Teens on the move for work and love Ψ9ȄǘǊŜƳŜ ƳŀƪŜƻǾŜǊΩ

MOBILITY PATIENT RE-BRANDING
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Service Provision User Experiences

Infrastructure

Infrastructure

MAPPING HEALTH SERVICES
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MULTIPLE EXPERIENTAL 
COMPONENTS:

Taste, Colour, Smell, Size, Packaging

Ψ¸ǳƳƳȅ ƻǊ ŎǊǳƳƳȅ ǇŀǊǘƛŎƛǇŀǘƻǊȅ ŜȄŜǊŎƛǎŜ όWŀƴǳŀǊȅ нлмсΣ !ǇǊƛƭ нлмуύ

WHY IS ADHERENCE SO DIFFICULT?



LATENT RESILIENCE

Hodes, Price, Bungane, Toska, Cluver (2017). 
SAMJ. 

PROXY PATIENTS

Teen and Great Aunt, Family Album, 2014

ON THE FRONTLINE

HEALTHCARE PROVIDERS, TEENS, FAMILIES



Cluver, Orkin, Boyes, Meinck, Makhasi(2011). JAIDS

1%

7%

13%

57%

Healthy family AIDS-sick parent Abused & hungry AIDS-sick parent,
abused, hungry

WHY DO TEENAGE GIRLS HAVE SUGAR DADDIES?
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12-14 years 15-17 years

% Incidence of transactional sex
(OR .49 CI .26-.93*)

No cash transfer

Child cash transfer

Cluver, Boyes, Orkin, Pantelic, Molwena, Sherr(2013). The Lancet Global Health.

12-14 years 15-17 years

% Incidence of age-disparate sex 
(OR .29 CI .13-.67**)

/IL[5 Dw!b¢ w95¦/9{ DLw[{Ω IL± wL{Y Lb/L59b/9 όƴҐорллύ
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No intervention Good parenting Child grant Free school All interventions

C9a![9{Υ ҈ twh.!.L[L¢¸ Lb/L59b/9 hC Ψ9/hbhaL/ {9·Ω IL±-
RISKS (modeled marginal effects using multivariate logistic 

regression coefficients)  

Cluver, Orkin, Yakubovich, Sherr. JAIDS 2016

CASH + CARE = LOWER HIV RISK



B= .25; 

p<.001

B= ï.22;   p<.001

B= ï.20;   p<.001

B= .17; 

p<.001
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Foundation (SA), the Nuffield Foundation, the Leverhulme Foundation, the European Research Council and UNICEF. 

SAU VER   P RO T£GER   £D U Q UER 

CASH SOCIAL PROTECTION INTERVENTIONS REDUCE THE RISK OF PSYCHOSOCIAL PROBLEMS AS WELL 

AS HIV RISK BEHAVIOURS.  Specifical ly, they reduce the impact of poverty on HIV risk behaviours. 

CARE SOCIAL PROTECTION INTERVENTIONS REDUCE PSYCHOSOCIAL PROBLEMS (Figure 2).

SOCIAL PROTECTION REDUCES ADOLESCENT HIV-RISK BEHAVIOURS. Social protection is particularly 

effective for adolescents at highest HIV risk due to structural and psychosocial drivers.

SOCIAL PROTECTION AND HIV: RESEARCH IMPLICATIONS FOR POLICY - 1 OF 6

HOW CAN  SOCIAL PROTECTION  REDUCE ADOLESCEN T H IV-RISK?

FIGURE 1 FIGURE 2
Adolescent girls: 

EFFECTS OF PSYCHOSOCIAL FACTORS

on associations between structural deprivation and 

subsequent HIV risk behaviour among adolescents

Adolescent girls: 

EFFECTS OF SOCIAL PROTECTION

on structural risk pathways to HIV-risk behaviour
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B= .60; p<.001

B= .20; 

p<.001

B= .08; 

p<.001

SCHOOL
DROPOUT ñCAREò SOCIAL

PROTECTION

ñCASHò SOCIAL
PROTECTIONABUSE

         DEFINITIONS

HIV RISK BEHAVIOURS: transactional sex, age-disparate sex, multiple partners, sex using substances (alcohol/drugs), 

unprotected sex and pregnancy.

STRUCTURAL DRIVERS: food insecurit y, informal housing, AIDS-affected and community violence.

PSYCHOSOCIAL PROBLEMS: school dropout , substance use, behaviour problems, mental health distress.

CASH SOCIAL PROTECTION: cash transfers, free school, books, feeding, transport, uniform, food garden, parcel or kitchen.

CARE SOCIAL PROTECTION: positive parenting teacher social support , home based care, school counsellor.

FINDINGS

PROTECTIVE

RISK

HOW DOES CASH + CARE WORK?
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Sexually-infected

Vertically-infected

CASCADE FOR ADOLESCENTS LIVING WITH HIV



Self-reported past-week non-adherence ςvalidity check

Viral failure (56%VL in past 2 years) OR2.3 CI 1.4-3.8, p<.001

Symptomatic pulmonary TB OR 1.5, CI 1.1-2.2, p<.02

Independentof age,gender,perinatal/horizontalinfection,rural/urban location,
ethnicity, formal/informal home,maternal/paternalorphanhood, generalhealth
status,time on treatment, travel time to clinic

29%

42%

64%

0% 20% 40% 60% 80% 100%

2-year past-week adherence

past-week adherence T2

past-week adherence T1

ADOLESCENT ART ADHERENCE
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NUMBER OF DIFFERENT TYPES OF VIOLENCE EXPOSED TO

Physical abuse 20% 
Teacher violence 41%
Domestic violence 12%
Clinic verbal violence19%

VIOLENCE MAKES US NON-ADHERENT



CASH + CARE + CLINIC = LOWER NON-ADHERENCE



3% 5%
8% 8% 8% 9%

70%

NONE CASH ACCOMPANYKIND TIME STOCKED ALL

Stocked with medication                94%

Time for teensby staff                    88%

Accompaniedto clinic                     88%

Cash for transport to clinic             70%

Kind Staff at Clinic                            81%

STACKEDFOR SUCCESS56%

STACKING THE ODDS FOR RETENTION IN CARE
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HIGH 
SEXUAL 

RISK

29%

HIGH 
VIRAL

ACTIVITY

54%

19%

HIGH HIV TRANSMISSION RISK (N=990)


