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1. INTRODUCTION AND BACKGROUND 

In 2016, member states of the United Nations and stakeholders, including civil society, faith-based organizations, networks of people living  
with HIV, networks of key populations, international organizations and foundations, adopted the United Nations Political Declaration on Ending  
HIV and AIDS. It set ambitious targets to reduce new HIV infections by 75 per cent by 2020, and reducing new infections among adolescent girls 
and young women to below 100,000 new infections per year. To achieve this goal, the Political Declaration called for 90 per cent of people at  
risk of HIV infection, including all young people in high-prevalence settings, to have access to comprehensive HIV prevention services.

Despite a steep decline in AIDS-related deaths between 2010 and 2017, new HIV infections have declined by only 16 per cent, reaching 1.8 million 
in 2017. Close to half of these new infections occurred in 14 high-burden countries located in Eastern and Southern Africa, the majority of which are 
in the Southern Africa Development Community (SADC) region.

Recognizing the urgency to fast-track the reduction of new HIV infections, SADC, with the support of the UNAIDS Regional Support Team for 
Eastern and Southern Africa (UNAIDS RST-ESA) and the United Nations Population Fund, East and Southern African Regional Office (UNFPA 
ESARO), have developed this Guide. 

The Guide results from a highly consultative process involving all SADC member states, UN agencies, development partners and civil society 
organizations. It was reviewed at the meeting of National AIDS Council Directors and technical experts from SADC, held on 2 to 4 October 2017  
in Johannesburg, South Africa.

Purpose of this Guide 
i) To define a package of interventions that can be implemented by SADC member states to ensure that 90 per cent of adolescent girls and young 

women (AGYW) and their male partners at risk of HIV infection have access to comprehensive combination HIV prevention services in order to 
fast-track the reduction of new HIV infections to below 100,000 by 2020.

ii) To provide a methodology for member states to define targets aligned with those defined in the 2016 Political Declaration and to measure the 
extent to which HIV prevention programmes are meeting the needs of AGYW and their male partners and reducing new HIV infections. 

Who is the Guide for? 
This Guide is intended for programme managers working in National AIDS Councils and Ministries of Health, Education, Gender and Youth that are 
implementing programmes addressing the needs of adolescent girls and young women. 

How to use this Guide 
This Guide uses a step-wise approach that programme managers can follow when designing programmes to reduce the risk of HIV among AGYW 
and their male partners. The Guide aims to enable a common understanding of what is meant by AGYW and their male partners. It proposes a 
package of interventions, principles for setting national and subnational targets against which to measure progress, and indicators to monitor 
programme performance.

The steps are briefly described below:

STEP 1: Know your epidemic
Map the prevalence and the levels of new HIV infections and deaths, disaggregated by geography, age and gender, to identify geographic areas and 
people who are most at risk of HIV infection, in order to focus efforts in reaching those most at risk.

STEP 2: Identify the determinants of HIV 
Identify the biological, behavioural, social, cultural and structural factors that place AGYW and their male partners at risk of HIV. 

STEP 3: Identify the package of interventions
Proposes a package of evidence-based, combination HIV prevention interventions that uses a layering approach. The proposed package of 
interventions is informed by the intensity and resources required, linked to the level of HIV incidence in a particular geographic area.

STEP 4: Set the targets
Outlines the principles that programme managers should consider when setting targets to prevent new HIV infections among AGYW at  
national and subnational level.

STEP 5: Measure progress toward achieving the targets
Recommends relevant indicators for measuring progress in achieving the goal of reducing new HIV infections amongst AGYW and their  
male partners.

Limitations 
This Guide does not attempt to summarize the evidence regarding the risk factors that place people at risk of HIV infection as these are well 
documented. It does not include the standard operating procedures on how to implement specific interventions to prevent new HIV infections.
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2.  DEFINING ADOLESCENT GIRLS AND  
 THEIR MALE PARTNERS

Adolescent girls and young women are defined as persons aged 10 to 24 years. New HIV infections among AGYW are much higher than among 
adolescent boys and young men their own age. Therefore, it is crucial to identify the male partners of AGYW, because reducing new infections 
among AGYW can only be effective if those who expose them are included in interventions.

Not all adolescent girls and young women and their male partners are at risk of HIV infection. Those most at risk include those who:

• are in sero-discordant relationships;
• are involved in age-disparate relationships;
• engage in multiple sexual relationships, which may or may not be concurrent;
• pay for sex (usually males);
• are HIV-positive (males and females);
• use contraceptives and have sex without condoms; and
• engage in transactional sex (older males and younger females or older females and younger males).



6 / SADC GUIDE TO HIV PREVENTION

QUICK LOOK  
THE FRAMEWORK IS INTENDED TO GUIDE PROGRAMME 
MANAGERS IN UNDERTAKING EVIDENCE-BASED 
PROGRAMMES TO REDUCE NEW HIV INFECTIONS AMONG 
AGYW AND THEIR MALE PARTNERS IN THE SADC REGION

© UNFPA



SADC GUIDE TO HIV PREVENTION / 7

3. GUIDANCE FRAMEWORK 

The following framework is intended to guide programme managers in undertaking evidence-based programmes to reduce new HIV infections 
among AGYW and their male partners in the SADC region:

STEP 1: Know your epidemic 
SADC member states can be classified into one of the following HIV incidence categories (per 1,000 population), based on HIV incidence among 
AGYW as estimated by UNAIDS in 2018: 

HIV incidence rates for SADC countries, 2018.

HIV incidence per 1,000 population in 2018 Countries

High Incidence =>3 Lesotho (13.40), Botswana (12.17), South Africa (11.70), Eswatini (11.20), 
Mozambique (7.56), Zambia (6.03), Namibia (5.61), Zimbabwe (4.62), 
Malawi (3.80)

Medium incidence 1 to 2.99 Tanzania (2.07), Angola (1.39)

Low incidence <1 Madagascar (0.45), Democratic Republic of the Congo (0.26),  
Comoros (0.02), Mauritius (N/A), Seychelles (N/A)

Source: UNAIDS, http://aidsinfo.unaids.org/1

The HIV epidemic in countries, as in the SADC region, is not homogenous. Programme managers need to understand where new infections  
are increasing and who is most at risk by analysing their epidemic, drawing upon UNAIDS estimates and population-based surveys, to determine  
the following:

a. Levels of new HIV infections and HIV prevalence at national and subnational level disaggregated by age, gender, marital and  
socioeconomic status. 

b. Estimated AIDS-related death rates using national vital statistics.

c. An analysis of the geographic burden of HIV to identify high-burden areas and hotspots, using geospatial clustering (hotspots) of HIV  
infections and associated risk factors within subnational areas, in order to target interventions to the areas most at risk.

Case study: Geospatial mapping, South Africa 
When undertaking geospatial mapping, programme managers should identify the subnational HIV incidence and prevalence estimate. In this case 
study from South Africa, the analysis started with provinces and subsequently analysed the next level (districts) and then the local authority. Within 
each district or local authority, areas were further disaggregated by urban or rural areas. At each level, the population was disaggregated by age 
groups, sex and socioeconomic level to determine who is most at risk of HIV infection. This analysis allows programme managers to identify, within 
local authority areas, the hotspots of those most at risk and to plan interventions and allocate resources to fast-track the response in these areas. 



8 / SADC GUIDE TO HIV PREVENTION

Figure 2: Thematic maps of distribution of HIV prevalence and demographic determinants across districts in South Africa  
(Wabiri, et al, 2016).

Map A   shows sex ratio; where females preponderate, the HIV prevalence is high. Therefore, focusing on females and migration of 
males from the area is important.

Map B   shows HIV is higher in predominantly black areas, suggesting that black women should be a target for HIV prevention 
interventions (when considered with Map A).

Map C   shows that informal rural and urban areas are heavily burdened and deserve to be prioritized. 
Map D   shows that persons aged 25 to 49 and young people aged 15 to 24 carry a disproportionate burden of HIV in  

high-burden districts.
Map E  reveals that the HIV prevalence is highest in poor economic areas.
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STEP 2: Identify the determinants of HIV 
Once the geographic areas and the populations most at risk of HIV infection have been identified, programme managers should attempt to 
understand the biological, behavioural, sociocultural and structural risk factors that increase the vulnerability of AGYW and their male partners to HIV 
infection.

Data and analysis of these risk factors may be found within national health information systems, population-based HIV impact assessment studies, 
modelling by UNAIDS using the spectrum model, sentinel surveys and demographic and health surveys, among others.

Structural drivers of HIV
Change first sentence to read: Socioeconomic and cultural factors are the structural drivers that increase the risk of HIV infection for AGYW. They 
include poverty, gender inequality, lack of education, unemployment, toxic concepts of masculinity, gender-based violence, and harmful traditional 
practices such as female genital mutilation and early marriage.

Economic dependence, power inequalities and fear of abuse prevent girls from refusing sex and negotiating condom use. Sexual violence increases 
HIV risk directly through forced and unprotected sex, exposure to multiple sexual partners, and genital trauma. Intimate partner violence correlates 
with higher HIV incidence, especially in settings of high prevalence. Keeping girls in school, especially through secondary level, lowers their 
vulnerability to HIV infection. Girls leave school owing to a range of issues including menstrual health, unintended pregnancy, and a lack of value 
of female education. Programme managers should look at the factors that cause girls to drop out and review laws and policies to ensure that girls 
complete their schooling.

Interventions that address some structural drivers include keeping girls in school, providing microfinance and livelihood opportunities for AGYW, and 
strengthening women’s social autonomy. Since these interventions seek to change established sociocultural norms that underpin gender inequality, 
boys and men, traditional leaders, health staff and law enforcement officials must be involved. 

Biological determinants of HIV
HIV prevention programmes should emphasize the biological determinants that increase the risk of young women to HIV, including acute HIV 
infection in male partners with high semen viral load, the presence of certain sexually transmitted infections (STIs), and low levels of  
male circumcision. 

Female biological susceptibility
AGYW are at higher risk of HIV acquisition as HIV passes more easily through the cells of the vaginal lining because the surface area of the vagina is 
larger compared to the penis. The high level of activation of the immune cells in the female genital tract also increases the biological risk of acquiring 
HIV (Pomerants, et al, 1988; Dellar, Dlamini and Karim, 2015 cited in UNAIDS 2016 Guidance). 

Male biological susceptibility
In 2007, consistent and compelling evidence led WHO and UNAIDS to recommend the scale-up of medical male circumcision (MMC) as an 
additional HIV prevention intervention in 14 priority countries, of which 10 are in the SADC region. 

The package of services to be offered as part of MMC include HIV testing services, STI screening, safe sex social and behavioural communication, 
condoms, and changing gender norms and attitudes. Nearly 12 million men have been circumcised in the period 2010 to 2017 in the 10 priority 
countries in the SADC region. 

It is estimated that one new HIV infection is averted for every 80 circumcisions performed from 2008 to 2017. UNAIDS has identified male 
circumcision as a crucial intervention to achieve the 2020 global target of fewer than 500,000 new HIV infections annually (a 75 per cent reduction 
from 2010)2. 

STIs 
The presence of certain STIs such as herpes simplex 2, trichomonas, and vaginitis increases the risk of HIV among AGYW. 

New evidence shows that women with an inflammation of the vagina owing to an overgrowth of Prevotella bivia bacteria were nearly 13 times 
more likely to be infected with HIV than those with lower levels of these bacteria. The presence of Prevotella bivia also significantly reduces the 
effectiveness of PrEP (CAPRISA, 2016). Many women are not aware that they have this overgrowth of Prevotella bivia bacteria and yet this is a 
treatable risk factor (Schwebke, et al, 2015). Wider health screening and data collection are needed to ensure routine reporting on women who 
present Prevotella bivia. 

Ministries of Health should strengthen their Health Information Systems to track data on STIs disaggregated by age, gender and type of STIs and 
to improve contact tracing. All persons who report with STIs should be offered HIV testing as the presence of an STI does increase the risk of 
contracting HIV. 

Lack of knowledge of serostatus and HIV treatment by male partners
Women are more vulnerable to HIV infection when their male sexual partners living with HIV do not test and know their status, and do not access 
treatment, therefore exposing women to high viral loads. Ensuring that male partners test for HIV and are initiated on early treatment reduces the 
risk of sexual transmission of HIV (Grinsztejn et al, 2014, and Anglemyer, Horvath, and Rutherford, 2013). Studies show that people who do not 
know their serostatus are 3.5 times more likely to transmit the virus than those who are HIV-positive and aware of their status (Marks, Crepaz, and 
Janssen, 2006). 

2 WHO. 2018. WHO Progress Brief: Voluntary Medical Male Circumcision for HIV-prevention. 
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Behavioural determinants of HIV
Knowledge of HIV prevention among young people 
Programme managers should examine the extent to which AGYW correctly identify ways of preventing the sexual transmission of HIV and reject 
major misconceptions about HIV transmission. This data enables programme managers to assess the extent to which comprehensive sexuality 
education and national HIV prevention education and communication campaigns are having the desired impact. This data can be complemented 
with qualitative studies with AGYW, parents and educators to understand why gaps persist and how to strengthen programme implementation. 

Multiple and concurrent sexual partnerships 
Concurrent sexual partners and the inconsistent use of condoms within these relationships increases the risk of HIV. Programme managers should 
analyse the rates of multiple sexual partnerships, drawing upon population-based surveys or, where this data is not available, it should be included 
into national population-based surveys. The analysis of the data should take into account the type of partner (i.e. spouse, casual, etc.), number of 
sexual partners, and the age of the partner in the past 12 months or ever. This analysis will also enable programme managers to discern the extent 
to which multiple partners are age disparate. 

Transactional sex
Transactional age-disparate sex are relationships where men, and sometimes women, with economic means engage in sexual relationships with 
younger women or men in exchange for money or material goods. AGYW may engage in these relationships out of the desire or peer pressure 
related to acquiring consumer goods or due to sheer poverty. There may or may not be a large age disparity between the partners. Both partners 
in these relationships, especially AGYW, are vulnerable to HIV acquisition, as these relationships are often characterized by concurrent sexual 
relationships and sex without condoms, where the wealthier partner uses his or her economic power to influence the decisions of the  
younger partner. 

The prevalence of transactional sex can be measured by asking participants in population-based surveys if they have ever given or received gifts, 
goods, services or money in exchange for sex. Analysing this data in relation to the age of the sexual partner can also shed light on the proportion of 
transactional sexual relationship that are also age-disparate. Qualitative studies can also shed further light as to the factors that drive transactional sex. 

Condoms 
Condoms are the only method that prevents HIV, STIs and unintended pregnancies. Inconsistent condom use in concurrent, transactional or age-
disparate sexual relationships place all partners at risk of HIV. The indicator of condom use at last sex with a non-regular partner is used to measure 
behavioural risk of HIV. Programme managers should also analyse condom data in relation to the type of sexual relationships (including multiple 
sexual partnerships and concurrent partnerships). Programme managers should also note the potential for respondent bias, where respondents may 
give answers considered socially correct. 

STEP 3: The package of HIV prevention interventions 
The table below provides a recommended package of combination HIV prevention interventions that programme managers can use to design an 
appropriate and effective response. The primary focus of any prevention programme is to prevent new infections and to ensure that no one is left 
behind. However, the intensity of the intervention and the investment required may not be the same everywhere. 

It is recommended that programme managers adopt a layering response and define the package of HIV prevention interventions in relation to the 
geographic areas with high levels of new HIV infections. Programme managers should ensure that organizations and networks of young people are 
meaningfully engaged in prioritizing, designing, implementing, monitoring and evaluating interventions.

National interventions to be implemented  
in all areas

1. Access to client-centred integrated SRH/HIV services (contraceptives, maternal 
health, including PMTCT, STIs, VMMC, HTS, and ART, including adherence).

2. Distribution and promotion of male and female condoms and lubricants.

3. National HIV communications (SBCC, demand generation, social media). 

4. Keep girls in school through a variety of incentives.

5. Age-appropriate comprehensive sexuality education for youth in educational settings 
(primary, secondary and tertiary) and out-of-school youth. 

Medium to high HIV incidence districts  
of 0.3 to 1.99

Over and above the national package of interventions include: 
1. Targeted interpersonal SBCC programmes using evidence-based approaches with 

linkages to SRH/HIV commodities and services. 

2. Community outreach and demand generation for services targeting AGYW and their 
male partners (condom distribution, HTS, prevention counselling). 

3. Sexual and gender-based violence.

Extremely high HIV incidence 2.0+ Over and above national interventions and those in medium to high districts, include:
1. Access and adherence to PrEP.

2. Intensive targeted community outreach efforts.

3. Conditional cash transfers with incentives for AGYW. 
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The following provides a brief description of some of these interventions:

Access to client-centred integrated SRHR, HIV services 
Providing client-centred services means that programme managers should create an enabling environment, remove the barriers for access to 
integrated services for adolescents and key populations, and ensure that healthcare workers are trained to provide services that are respectful 
and address the health needs of all clients.

The provision of client-centred integrated SRHR, HIV and GBV services means that all SRHR (family planning, STIs, etc.) and HIV (HTS and ART) 
service delivery points should provide clients with a comprehensive integrated package of SRHR, HIV and SGBV services that are designed to 
meet their needs. 

Voluntary medical male circumcision programmes should be implemented to ensure that 90 per cent of adolescent boys and young men aged 
10 to 29 years are circumcised. VMMC services should reinforce messages on partner reduction and condom use, and integrate STI screening, 
HTS and referral to treatment for those in need. 

The provision of quality client-centred integrated SRHR, HIV and SGBV services allows to use every opportunity to enable all people to prevent 
unintended pregnancies, HIV and STIs, while providing quality care and treatment to secure their health and well-being. 

Distribution and promotion of male and female condoms and lubricants
Based on global modelling, it is estimated that condoms have averted approximately 50 million new HIV infections since the onset of the HIV 
epidemic (UNFPA, WHO and UNAIDS 2015).

Programme managers should adopt a total market approach to the promotion and distribution of male and female condoms. This approach 
recognizes that government and donor-procured condoms should be targeted to those most in need and who cannot afford to buy condoms. 
Programme managers should analyse which outlets are most appropriate to distribute government and donor-procured condoms, such as 
formal and informal drinking establishments (bars and taverns), garages, shops, military barracks and prisons, so that people can access 
condoms where needed. Socially marketed condoms should be targeted to those who have some means to pay for condoms, while 
commercial condoms should be available for those who can afford to buy them. Socially marketed and commercial condoms should be 
available through filling stations, shops, pharmacies, upmarket bars, taverns and hotels. 

Governments should strengthen supply chain management systems so that condom distribution is tracked to the last mile. Condom 
programmes should be supported with demand creation campaigns with greater intensity in areas where people are at higher risk of  
HIV infection. 

Social and behavioural communication
Social and behavioural communication (SBC) is an evidence-informed participatory intervention designed to address the behaviours that 
put people at risk of HIV infection and to generate demand for services and commodities, such as condoms. The development of an SBC 
intervention draws upon the evidence derived through the “Know your epidemic step” and the identification of the determinants of HIV. It uses 
qualitative data to get a deeper understanding of audience perceptions. 

Informed by theories of social and behavioural change, mass media, marketing and community participation, SBC works in partnership with  
the audience and creative experts to design imaginative and innovative messages through a combination of channels (traditional and social 
media) to address the biomedical, behavioural, social and structural drivers of the epidemic. All SBC should make linkages to service delivery 
and uptake. 

Age-appropriate HIV education and communication 
Comprehensive sexuality education programmes for youth in and out-of-school, and social and behavioural communication interventions should 
aim to increase knowledge of HIV, STIs and unintended pregnancies and to impart skills that will empower people with confidence to adopt and 
negotiate safer sexual practices with partners and to change their own behaviour (Bandura, 1989).

Community outreach and demand for services
Comprises a range of interventions, including social mobilization to engage with community leaders and structures on key behavioural, social, 
cultural and gender norms driving the local epidemic. Structured community-based interventions are undertaken by trained community  
healthcare workers and social mobilizers who facilitate participatory group or individual interventions, using pretested toolkits and approaches 
to increase knowledge, transfer skills, address the cognitive and emotional barriers and promote the uptake of services. These may be 
complemented with door-to-door and/or household risk assessments, condom distribution, home-based counselling, and testing and referral 
and follow-up to services. It may also include setting up adherence clubs for people living with HIV or active follow-up of people living with HIV to 
ensure adherence to treatment. The intensity of the community outreach required will depend on the severity of the epidemic. 

Pre-exposure prophylaxis
Pre-exposure prophylaxis (PrEP) is effective in reducing new HIV infections. When Oral Tenofovir (TDF) and Emtricitabine (FTC) were combined 
and administered as PrEP against HIV-1 acquisition, it was found to be highly efficacious among women with high adherence levels. The efficacy 
of TDF was found to be 71 per cent (P=0.002) and of TDF–FTC 66 per cent (P=0.005) in preventing HIV infection (Baeten et al, 2012). A recent 
study by the Centre for the AIDS Programme of Research in South Africa (CAPRISA) showed that Tenofovir gel PrEP was effective in preventing 
HIV in women with a healthy lactobacillus dominant vagina when compared to women who did not have lactobacillus vaginal dominance. 
The study found that Gardnerella vaginalis, which dominates the vagina when lactobacillus levels are low, absorbs TDF, thereby reducing the 
availability of TDF to prevent HIV infection and consequently limiting its efficacy as PrEP against HIV (CAPRISA, 2016). 

These findings reinforce that it is essential to integrate PrEP scale-up with sexual and reproductive health services that provide STI and family 
planning services. 



12 / SADC GUIDE TO HIV PREVENTION

STEP 4: Set the targets
Programme managers should set targets to prevent new HIV infections among AGYW and their male partners guided by the following principles:

A. Align with global targets of the 2016 Political Declaration on HIV and AIDS 
National programme managers should set national and subnational targets to reduce new HIV infections, taking into account the targets in the 
Political Declaration on HIV and AIDS, namely, to reduce new HIV infections by 75 per cent and to reduce annual new HIV infections among 
adolescent girls and young women to less than 100,000 by 2020. 

In 2017, it is estimated that 1.8 million people were infected globally with HIV. Nearly 685,000 or 38 per cent of all new infections took place  
in the SADC region. Six SADC member states account for 87 per cent or 593,000 of all new infections: South Africa (39.0 per cent),  
Mozambique (19.0 per cent), Tanzania (9.5 per cent), Zambia (7.0 per cent), Zimbabwe (6.0 per cent), and Malawi (6.0)3. 

Globally, 340,000 new infections took place among AGYW aged 15 to 24 years in 2017; of these, 170,000 or half occurred in the SADC region.  
Six SADC Member States account for 88 per cent of all new infections among AGYW: South Africa (44.0%), Mozambique (17.0%), Tanzania (8.0%), 
Zambia (7.0%), Malawi (6.0%) and Zimbabwe (5.0%)4. 

To achieve the global target of reducing new HIV infections among AGYW by 75 per cent by 2020 will require that the SADC region reduces new  
HIV infections by 113,500 between 2018 and 2020. South Africa would need to reduce new HIV infections among AGYW aged 15 to 24 years  
by 52,200 in the same period.

Once national targets on preventing new infections have been set, programme managers should cascade these down to the subnational level. 
To determine priority areas for action, consider the distribution of the epidemic using incidence data, where available, or prevalence data and the 
population size of the subnational geographic area, while ensuring that no-one is excluded from HIV prevention interventions.

B. Develop, implement, monitor and evaluate a coordinated, comprehensive multisectoral combination HIV prevention plan to ensure 
that 90 per cent of people at risk of HIV infection access comprehensive prevention services

Programme managers should lead the development of a multisectoral plan that integrates behavioural, biomedical, social and structural drivers.  
The plan should assign accountability for results in reducing new HIV infections among AGYW and their male partners to various stakeholders. 

In developing the plan, programme managers should decide upon the package of combination HIV prevention interventions required and map the 
various interventions being undertaken so as to build upon existing initiatives and identify and fill gaps in the response. 

The development, implementation and oversight of this plan should be carried out through one national coordinating mechanism that brings together 
all stakeholders, national government departments, civil society organizations, and bilateral and multilateral development partners, and that meets 
regularly to assess the progress made. The plan should be accompanied by one monitoring and evaluation framework (See Annex A on proposed 
indicators). The national coordinating structure should be emulated at the subnational level and local government level that will adapt the national 
plan and the package of interventions required to respond to the local dynamics of the epidemic in their area. 

The multisectoral plan should include clear objectives that are specific, measurable, achievable, relevant and time-oriented. It should define the 
actions to be undertaken to achieve the objectives. Activities should be defined that are doable, whether they will have the desired impact, the time 
required to undertake the actions, and how the actions and attaining the objectives will contribute towards achieving local, national, regional and 
global targets.

The multisectoral plan should be costed and advocacy undertaken with Ministries of Finance and international development partners to support  
its implementation. 

C. Strengthen national systems to fast-track the prevention of new HIV infection and to ensure linkages to treatment, care  
and support 

Programme managers in Ministries of Health should prioritize investing in the national health systems to deliver quality integrated SRHR/HIV services, 
drawing upon the six core components, or “building blocks” of healthcare systems as articulated by the World Health Organization (WHO):  
(i) service delivery; (ii) health workforce; (iii) health information systems; (iv) access to essential medicines; (v) financing; and (vi) leadership/governance 
(WHO, 2010). Increasingly, a seventh building block is added, namely, strengthening linkages between community and facility, and the generation of 
demand for health services. Ministries of Health should ensure that services are client-centred and designed to the meet the needs of AGYW and 
their male partners. This includes ensuring that appropriate service delivery standards are set and met in providing integrated contraceptive, HIV and 
STI services for AGYW, and that integrated VMMC services are provided to their male partners with linkages to treatment where need be. 

Similarly, programme managers in Ministries of Education should make sure that Comprehensive Sexuality Education is included in the curriculum 
and strengthen the quality of delivery to ensure that core essential topics are included and taught early (before sexual debut). Educators (teachers) 
should be capacitated to not only transfer knowledge but to also build the skills of young people in managing relationships, condom negotiation and 
their rights to access SRHR/HIV services without fear of stigma and discrimination. Mechanisms should be put in place to link students with services 
in their local communities and to ensure that all youth have access to condoms and contraceptives to protect their health and well-being. 

Programme managers in the Ministries of Youth should be at the forefront of efforts, in partnership with Ministries of Health, to define programme 
interventions and to mobilize resources to reduce the vulnerability to HIV infection of out-of-school-youth in areas with high HIV incidence. 

3 UNAIDS. AIDSinfo.org. Note figures rounded off to closest .5%. 
4 Ibid. Note figures rounded off to closest .5%.
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Programme managers in Ministries of Health, gender, police and law enforcement should coordinate efforts to reduce the risks of harmful practices, 
in particular sexual violence and intimate partner violence, child marriage and female genital mutilation.

Ministries of Finance should allocate appropriate resources to enable full implementation of the plan. The investment in adolescent girls and young 
women will allow governments to reap the demographic dividend through a healthy and productive youthful population that can contribute towards 
national development. 

D. Use efficient, effective and innovative solutions 
Planners should aim to deliver programmes that are efficient and effective in reducing new HIV infections. This may include adapting programmes 
that have demonstrated impact in the national context, as well as trying innovative responses that are monitored and evaluated to determine  
their success. 

Innovative responses are often disruptive. They may be novel ways of programme and service delivery, or may be technologically based and reach 
much larger numbers of targeted persons. They may be more accessible, scalable, replicable and sustainable (Rotheram, Borum Swendeman 
and Chorpita, 2012). For example, low-cost internet and cell phone-based interventions make it feasible to deliver messages targeted to specific 
populations (Ybarra and Bull, 2007). 

When planning cellphone and internet-based interventions, programme managers should look at data on the digital gender gap in their country. 
Women’s access to the internet through computers and smart phones is much lower than men’s. In Mozambique, just 7 per cent of women use  
the internet. The disparity limits women’s ability to get health information online.

Systematic reviews and meta-analyses show that there are no differences in the efficacy of computer-based delivered interventions (including 
mHealth and eHealth programmes) and human-delivered interventions, but that the former cost less to deliver and allow for better customization  
of content and more flexible means of delivery (Noar, Black and Pierce, 2009).

E. The plan should be resourced with human, equipment and financial resources commensurate with the scale required to curb  
new infections

Programme managers should ensure that resources, including financial, human and commodities, are allocated to support the package of 
interventions. While prioritizing investments in the geographic areas with the highest risk of infection, investments must continue in national 
prevention interventions in areas with low to moderate levels of new HIV infections, so that new infections are not reduced in a high-burden  
area only to see an increase in another area. 

HIV prevention plans (i) need to be costed to understand the investment required to reduce new HIV infections; (ii) need resource mapping to 
determine how much and where current domestic and international resources are being invested; (iii) require identification of gaps to be addressed 
with the mobilization of local resources; and (iv) require sustainability plans developed with partners to ensure a smooth transition to domestic 
resources should funding priorities and focus areas change. All partners should participate in costing the plan.

STEP 5: Measure progress toward achieving the targets
The final step is to identify the relevant indicators to measure progress in achieving the set targets for reducing new HIV infections among AGYM and 
their sexual partners. 

Indicators are defined as “standardized measures that can be used to report on the burden of disease, health status, or behavioural traits in a given 
population and describe or measure programme activities” (WHO, CDC, UNAIDS, FHI 360, 2017). 

The UNAIDS Global AIDS Monitoring 2017 Guide and the 2017 Bio-Behavioural Survey Guide (WHO, CDC, UNAIDS, FHI 360, 2017) are the  
most useful sources for developing, adapting, and/or monitoring indicators of progress toward the 2016 United Nations Political Declaration on  
HIV and AIDS. 

SADC member states should agree upon a common set of indicators to allow for comparisons across countries, to measure whether the 
programme is having the desired impact, to show progress over time, and to encourage accountability for both national and donor resources.

Annex A proposes some indicators that can be considered by SADC in relation to the desired impact of the programme (reducing new HIV 
infections) and the outputs relating to the proposed package of interventions as defined on page 12. 

Programme managers should carry out periodic evaluations of programme interventions to determine whether they are having the desired impact or 
whether they need tweaking and/or adjustments. Programme managers should also undertake operational research to inform programme design. 
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CONCLUSION

This Guide has clarified the target population of AGYW and identified the steps to be taken to reduce new HIV infections in SADC countries.  
The suggested five steps are: 

(1) Know your epidemic; 

(2) Identify the determinants of HIV; 

(3) Identify the interventions; 

(4) Set the targets; and  
(5) Measure progress toward achieving the targets. 

The Guide includes principles to be considered in setting targets. Each country will need to take into consideration its own resource-base,  
expertise and context when developing its own plan at national and subnational level, where applicable. Finally, a list of essential reading materials 
is suggested.
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