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Introduction

W
omen account for half of all adults living with the human immunode-

ficiency virus (HIV) (1). In sub-Saharan Africa, the region most severely 

affected by the pandemic, women constitute a majority – 58% according 

to the Joint United Nations Programme on HIV/AIDS (UNAIDS) estimates 

for 2012 (1). Young women aged 15–24 years are twice as likely as their male counterparts 

to be living with HIV (1, 2). In other regions, including those with concentrated epidemics, 

specific groups of women such as sex workers, injecting drug users, and intimate partners 

(e.g. wives, girlfriends) of clients of sex workers and/or men who have sex with men face 

increased risk and vulnerability to HIV (1). While women face physiological reasons for 

greater risk of HIV acquisition than boys and men, strong evidence indicates that gender 

inequality also increases their vulnerability to HIV. Evidence has established that violence 

against women is associated with an increased risk of HIV among women as well as within 

specific populations, such as sex workers (3, 4). Anecdotal reports of women living with HIV 

suggest that they may also experience violence due to their status.

Recognizing the importance of gender inequality, and particularly violence against women, 

in increasing women’s vulnerability to HIV, several international organizations and donors 

have prioritized the need to address gender inequality and violence against women 

within their HIV strategies. These include: the UNAIDS strategy (2011–2015); the World 

Health Organization (WHO) Global health sector HIV/AIDS strategy (2011–2015); the Global 

Fund to fight AIDS, Tuberculosis and Malaria (GFATM) gender equality strategy and the 

gender strategy of the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) (5–8). The 

agreed conclusions of the 57th Commission on the Status of Women (2013) and the Political 

Declaration on HIV/AIDS (2011) also specify the need to address violence against women in 

the HIV response (9, 10).

Rationale for a programming tool on violence against women and HIV
HIV programmes are a critical entry point for addressing violence against women for several 

reasons. There are common underlying factors such as gender inequality that contribute 

to both epidemics. HIV and acquired immunodeficiency syndrome (AIDS) services provide 

an entry point for women experiencing violence to mitigate HIV risks and vulnerabilities, 

and for women living with HIV to mitigate violence risks associated with HIV. Addressing 

violence can reduce barriers women face in accessing HIV prevention, treatment, care and 

support services.

Positive change in both violence against women and HIV outcomes can be achieved through 

even small efforts to jointly address the dual epidemics. This tool responds to the need for 

presenting evidence-based options for addressing violence against women in the varying 

contexts of HIV epidemics. The need arises from:

•	 strong evidence demonstrating the links between violence against women and HIV;

Introduction 1



•	 emphasis placed by the United Nations (UN), donors, civil society and an increasing 

number of countries on addressing violence against women in the context of the national 

AIDS response;

•	 the importance given to addressing violence against women and gender equality as criti-

cal enablers (i.e. to enable equity, efficacy and sustainability of interventions and promote 

human rights) and as a development synergy for an effective HIV response in the AIDS 

Investment Framework (11, 12);

•	 lack of guidance on evidence-based approaches for countries to address violence against 

women in the context of their national AIDS response.

Purpose, intended users and scope
The publication aims to help users to:

•	 identify core values based on gender equality and human rights, as well as sound prin-

ciples to apply in designing strategies and programmes;

•	 learn about the existing evidence base and programmatic examples for addressing vio-

lence against women in the context of HIV epidemics;

•	 generate programming ideas on what can be done to address violence against women in 

HIV programmes, including in national AIDS plans, programmes and policies.

It is not a blueprint or guideline, with recommendations for or against particular strategies. 

Rather, it introduces users to 16 programming ideas based on a synthesis of evidence from 

systematic and other literature reviews, reports and UN publications on interventions to 

address the intersections of violence against women and HIV.

The intended users of this tool are:

•	 policy-makers, managers of national HIV programmes from relevant line ministries;

•	 donors;

•	 national and international nongovernmental organizations and community-based 

organizations;

•	 United Nations agencies and programmes;

•	 institutions conducting intervention research and providing technical support for vio-

lence against women and HIV programmes.

The current publication helps intended users in considering ‘what’ are some effective or 

promising strategies to consider. It does not provide detailed guidance on ‘how to’ imple-

ment them. It intentionally focuses on specific forms of violence that are most common 

in women’s lives globally, that are most relevant for the HIV epidemic, and for which there 

is more evidence on promising interventions: intimate partner violence, sexual violence 

by non-partners and violence experienced by women in selected key populations, such 

as sex workers. Specific forms of violence faced by women living with HIV, such as forced 

sterilization, are addressed in a separate forthcoming UN document. The scope of this 

document includes adolescent girls (15–19 years of age) to the extent that this age group is 

addressed in interventions with young women, even though it is not explicitly stated. It does 

not address violence against children, conflict-related sexual violence, or violence faced by 

men and transgender people.

16 Ideas for addressing violence against women in the context of the HIV epidemic: A programming tool2



Evidence, core concepts and guiding 
principles
How widespread is violence against women?
Violence against women is a widespread and costly public health problem. It is rooted in 

gender inequality and is a violation of women’s human rights that exists in all parts of the 

world. Violence against women has serious consequences for women’s health that include 

fatal and non-fatal injuries, unintended pregnancies, induced abortions, sexually transmit-

ted infections (STIs) including HIV, and mental health problems (e.g. depression, anxiety, 

suicide) among others. Global and regional estimates on violence against women published 

by WHO show that one in three women worldwide have experienced either physical and/

or sexual violence by an intimate partner or non-partner sexual violence in their lifetime. 

This figure ranges from 27% in the WHO European Region to 46% in the African Region. 

Adolescent girls (15–19 years of age) and young women (20–24 years of age) also experience 

high levels of intimate partner violence in their lifetime with a prevalence of 29% and 32% 

respectively (13).12

1	 While psychological abuse is conceptually included in the definition, it is not usually measured in studies cited in 
this document, in part because the work done to measure it has been less advanced than measurement of physical 
or sexual violence.

2	 Studies, have less often included unwanted sexual comment or advance and acts or attempts to traffic as measures 
of sexual violence compared to forced or coerced sexual acts.

Violence against women (VAW): Any public or 
private act of gender-based violence that results in, or 
is likely to result in physical, sexual or psychological 
harm or suffering to women, including threats of such 
acts, coercion, or arbitrary deprivation of liberty with 
the family or general community. It includes sexual, 
physical, or emotional abuse by an intimate partner 
(known as ‘intimate partner violence’), family members 
or others; sexual harassment and abuse by authority 
figures (such as teachers, police officers or employers); 
sexual trafficking; forced marriage; dowry-related 
violence; honour killings; female genital mutilation; and 
sexual violence in conflict situations.

Gender-based violence (GBV): It describes violence 
that establishes, maintains or attempts to reassert 
unequal power relations based on gender. The term 
was first defined to describe the gendered nature of 
men’s violence against women. Hence, it is often used 

interchangeably with ‘violence against women’. The 
definition has evolved to include violence perpetrated 
against some boys, men and transgender persons 
because they don’t conform to or challenge prevailing 
gender norms and expectations (e.g. may have femi-
nine appearance) or heterosexual norms.

Intimate partner violence: Behaviour within an 
intimate relationship that causes physical, sexual 
or psychological harm, including acts of physical 
aggression, sexual coercion, psychological abuse1 and 
controlling behaviours.

Sexual violence including rape: Any sexual act, 
attempt to obtain a sexual act, unwanted sexual com-
ment or advance2, or acts or attempt to traffic, or acts 
otherwise directed against a person’s sexuality using 
force or coercion, by any person regardless of their 
relationship to the victim, in any setting including, but 
not limited to, home and work.

Box 1	 Definitions (14–16) 
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The association between violence against women and HIV
Research conducted in different countries has documented associations between HIV and 

physical and/or sexual violence, both as a risk factor for HIV infection and as a potential 

consequence of being identified as living with HIV (3, 4, 17–22).

The links between violence against women and HIV
There are four potential ways to explain the links between violence against women and HIV:

1.	 Common risk factors – gender inequality being central – underlie both violence against 

women and HIV transmission (Figure 1).

2.	 Indirect pathways link violence against women to a range of HIV-related outcomes 

(Figure 2).

3.	 Direct transmission of HIV as a result of rape (Figure 2).

4.	 Violence can be a consequence of women living with HIV disclosing their HIV status and 

facing stigma and discrimination.

•	 A systematic review and meta-analysis of studies across different HIV epidemic settings shows that 
intimate partner violence poses a 1.52 fold increase in risk of HIV among women (13).

•	 Analysis of data from a longitudinal HIV study (from 2001 to 2009) in Uganda shows that women 
(15–49 years of age) who had experienced intimate partner violence (physical and/or sexual and/
or verbal) were 1.55 times more likely to subsequently acquire HIV than those who had never 
experienced such violence. The study estimated that 22% of new HIV infections could be attrib-
uted to intimate partner violence (23).

•	 In a longitudinal study in South Africa, young women (aged 15–24 years) who reported multiple 
episodes of intimate partner violence were 1.51 times more likely to acquire HIV compared to 
women with one or no episodes of intimate partner violence. Women who scored low on a 
gender equity scale were 1.51 times more likely to subsequently acquire HIV compared to all other 
women. The study estimated that 12% of new HIV infections could be attributed to intimate 
partner violence and 14% to low gender equity (19).

•	 In a cross-sectional study in Moscow, Russia, female sex workers who experienced physical 
violence from clients in the past year were 3 times more likely and those who received threats of 
violence from their managers were approximately 3.5 times more likely to be at risk for HIV or 
other STIs compared to those who did not experience violence or receive such threats (24).

•	 In a cross-sectional study of 28 000 married women (aged 15–49 years) in India, those who had 
experienced both physical and sexual violence from intimate partners were nearly 4 times more 
likely to be HIV positive than those who had experienced no violence (18, 25).

Box 2	 Key studies illustrating the links between violence against women and HIV

16 Ideas for addressing violence against women in the context of the HIV epidemic: A programming tool4



1. Gender inequality as a common determinant of violence against women and HIV

The first pathway illustrates how gender inequality (see Box 3) is a common determinant 

of both violence against women and HIV transmission (Figure 1).

Evidence suggests that multiple factors, operating at different levels, are associated with 

women’s risk of intimate partner violence and HIV. For example:

•	 Studies suggest that women who are exposed to violence in childhood (e.g. witnessing 

parental violence, experiencing childhood abuse) or those who make an early sexual 

debut (often coerced) are at increased risk of intimate partner violence and HIV later in 

life (14, 27–30). These are labelled as ‘women’s experiences’ in Figure 1.

•	 Studies suggest that men’s experience or witnessing of violence in childhood, harmful 

use of alcohol and having multiple concurrent partners are associated with perpetration 

of violence and increased risk of HIV infection (28, 31–33). These are labelled as ‘men’s 

experiences’ in Figure 1.

•	 Studies suggest that male control over women’s behaviour (e.g. controlling women’s 

access to health care, threats, restricting mobility) is associated with intimate partner 

violence and negative HIV outcomes (14, 19, 21). These are labelled as ‘unequal power 

relationships’ in Figure 1.

•	 Studies show that attitudes (among men and women) condoning violence against 

women, acceptance of norms that legitimize male control over women, and feminine 

norms that condone female submission are associated with increased risk of women’s 

experience of intimate partner violence, male perpetration of violence against women, 

increased HIV risk-behaviours, and decreased access to HIV information and services for 

women (14, 28, 31, 34). These are labelled ‘social or gender norms and cultural practices’ 

in Figure 1.

•	 Evidence further suggests that women’s lack of empowerment and discriminatory, inad-

equate or poorly implemented laws and policies that perpetuate women’s low status in 

society (e.g. low levels of education, lack of access to employment, unequal property and 

inheritance rights) are underlying determinants for both violence against women and 

HIV (28, 35). In Figure 1 these are labelled as ‘socioeconomic inequalities’ and ‘gender 

discriminatory laws and policies’.

Gender inequality: Refers to gender norms and roles, cultural practices, policies and laws, 
economic factors, and institutional practices that collectively contribute to and perpetuate unequal 
power relations between women and men. This inequality disproportionately disadvantages women 
in most societies. It plays out in women’s intimate relationships with men as well as at family, 
household, community, societal, institutional and political levels. Many women lack access to and 
control over economic and other resources (e.g. land, property, access to credit, education) and 
decision-making power (e.g. in sexual relations, health care, spending household resources, making 
decisions about marriage). This lack of power makes it difficult for women to negotiate within, or 
leave abusive relationships or those where they know they could be at risk for HIV and/or other STIs.

Box 3	 Definition of gender inequality (26)
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2. Violence against women as an indirect factor for increased HIV risk, and a 
barrier to uptake of HIV services, poor treatment adherence and response

Figure 2 illustrates the existence of indirect pathways linking violence against women and 

HIV (19).

•	 Studies show that women who were sexually or physically abused either in their childhood 

or adolescence are more likely to engage in risk-taking behaviours that are associated 

with HIV. This includes increased likelihood of engaging in transactional sex, early sexual 

initiation, having multiple sexual partners or unprotected anal sex, increased likelihood 

of harmful substance use (drugs or alcohol), and partnering with older and/or men who 

are themselves at higher risk for HIV infection (19, 21, 22, 30, 36, 37).

•	 Studies show that women who are in abusive relationships are less likely to negotiate 

condom use and practice safer sex (19, 21, 38, 39). The reduced ability to adopt protective 

behaviours may be linked to psychological trauma and distress experienced by women 

and to increased depression and other mental health problems associated with the 

trauma. Reduced ability to adopt protective behaviours can also be rooted in lower self-

esteem and self-efficacy among women who experience violence (40–42).

•	 Studies show that men who perpetrate sexual and/or physical violence are more likely 

than those who don’t perpetrate violence to engage in risk-taking behaviours, including 

Figure 1: Gender inequality as a common driver of both 
violence against women and HIV/AIDS (Pathway 1)

Women’s experiences 
(e.g. history of childhood 

violence, exposure to 
early sex, less education, 

lack of employment)  
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(e.g. reduced sexual, 
economic and other 

household decision-making 
and negotiation, reduced 

mobility for women)

Men’s or male 
partner’s experiences 
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multiple sexual partners)
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Women’s increased risk 
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Decreased uptake of HIV 
prevention, treatment, 

care and support

Socioeconomic 
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(e.g. lack of access to 
education for girls, 

poverty, lack of access 
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Social or community 
gender norms and 

cultural practices that 
promote inequalities 

(e.g. tolerance of violence, 
male authority over women, 

polygamy, brideprice, 
dowry, emphasis on female 

purity and honour)

Gender discriminatory 
policies, laws and services 
and poor implementation 

of policies, laws, and 
services that promote 
gender equality (e.g. 

discriminatory family laws 
and laws on inheritance)
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having multiple sexual partners, engaging in harmful use of alcohol and drugs and coerc-

ing women into having unprotected sex. Hence, women in relationships with such men 

are also at increased risk of HIV acquisition (18, 22, 30, 43–46).

•	 Studies on uptake of HIV testing and counselling, barriers and outcomes of HIV disclo-

sure show that fear of rejection, abandonment and violence by partners remain major 

barriers to testing, disclosure and uptake of and adherence to treatment for women in 

many parts of the world (47–53).

•	 Women who experience sexual violence are often stigmatized in communities, work places 

and other institutions including in health care. Women who experience sexual violence 

may not be taken seriously when they report it. Hence, they may hesitate to seek HIV and 

other services (54). Moreover, controlling behaviour by perpetrators (e.g. partners or non-

partners) can compound their silence and prevent them from seeking services.

•	 Studies from the United States of America suggest that women living with HIV who are 

exposed to violence by partners and/or others and other traumatic and stressful life 

events may be at increased risk of non-adherence to antiretroviral therapy (ART), lower 

CD4 counts, and higher viral loads (55–58).

Figure 2: Indirect and direct links between violence against women, 
HIV risk and uptake of services (Pathways 2 and 3)
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•	Fear of repercussions

Pathway 3: Direct transmission of HIV as a result of rape

Pathway 2: Indirect Transmission
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3. Sexual violence as a direct risk factor for HIV transmission

The third pathway highlighted in Figure 2 points to the possibility of direct transmission of 

HIV as a consequence of sexual violence or rape (59). The risk of HIV transmission from a 

single incident of rape is small, even in settings with high HIV prevalence, but the risk may 

be elevated in cases of genital injury (e.g. degree of trauma, lacerations or tears in the vagina 

resulting from the use of force or objects), penetration by multiple perpetrators or anal 

penetration (4, 60). A woman’s individual risk of HIV from forced sex may also be elevated 

when it occurs repeatedly within intimate relationships (3). Girls may be at elevated risk 

of transmission because their vaginal tracts are immature and may tear more easily. Sex 

workers may experience sexual violence repeatedly. They may also be at increased risk of 

HIV associated with an elevated risk of HIV and others STIs among perpetrators (4).

4. Violence against women as an outcome of HIV status and disclosure

Women living with HIV experience high levels of intimate partner violence and other forms 

of violence (e.g. forced sterilization). They also experience high levels of stigma (e.g. being 

shunned) and discrimination (e.g. forced evictions or refused treatment or care because of 

their HIV status) and other human rights abuses, which some studies define as a continuum 

of violence (61). A 2004 review of rates, barriers and outcomes of HIV disclosure showed 

that among women who disclosed their HIV status, a majority reported positive outcomes 

and supportive reactions. However, between 3 and 15% of women in these studies reported 

experiencing violence at the time of disclosure (48, 62). A recent study in Ethiopia found 

that a majority of 385 women living with HIV who disclosed their status to their partners 

reported negative reactions such as anger, blame, end of relationship, abandonment and 

violence (63). Another study among 289 women living with HIV in Nigeria found that those 

who disclosed their status to their partner were three times more likely to have experienced 

physical and emotional violence following diagnosis than those who had not disclosed (64). 

Qualitative research from South Africa exploring the experiences of women living with HIV 

suggests that upon disclosure of their HIV status they experience a continuum of stigma, 

discrimination and violence ranging from blame, discriminatory behaviours (e.g. refusing to 

touch or eat food prepared by the woman) to verbal abuse (e.g. shouting, insults) to physical 

and sexual abuse (65).

Guiding principles for programmes to address violence against women 
and HIV
The ways in which programmes are designed and implemented play an important role in 

their success. The key principles presented here emphasize both core values and sound 

programme design considerations (26, 66–69).

Core values

Programmes must:

•	 Be driven by a human rights approach. This means recognizing that violence against 

women violates the fundamental principle of equality between women and men that 

16 Ideas for addressing violence against women in the context of the HIV epidemic: A programming tool8



is enshrined in international and regional human rights laws and instruments (e.g. 

Convention on the Elimination of All Forms of Discrimination Against Women, or CEDAW). It 

means challenging unjust or unequal distribution of power between men and women 

that underlies violence against women and HIV risk, and actively promoting an equitable 

balance of power between women and men. It means that programme staff, as duty 

bearers, are responsible for promoting and upholding human rights. This includes for 

example, upholding, respecting and supporting a woman’s right to make her own deci-

sions in relation to the violence she experiences (e.g. choosing not to leave or report an 

abusive relationship to authorities). It means giving women information and options 

they can use to make informed choices and decisions about their lives including repro-

ductive decisions. It also means promoting the rights of sex workers to not be subjected 

to violence.

•	 Put women’s safety first and ensure confidentiality of information. For example, the loca-

tion, outreach and timing of programme activities and services must be planned in ways 

to minimize risk of further violence and stigma.

•	 As a minimum, do no harm. Interventions can result in a backlash against women from 

their partners, families and community members. It is important to be cognizant of this 

and include strategies to monitor unintended consequences, promote women’s safety, 

and mitigate such backlash.

•	 Strive to promote gender equality. There are increasing calls for implementing ‘gender 

transformative’ interventions to address violence against women, HIV and AIDS (see Box 4).

•	 Treat all people with respect, regardless of age, sexual orientation, gender identity, ethnic-

ity, religion, class, occupation or HIV status.

•	 Facilitate meaningful participation of women and/or men in the design, implementation 

and evaluation of the interventions by strengthening their capacities and involving them 

as decision-makers.

Programming principles

In the planning and designing of interventions, the following principles should be consid-

ered (Figure 3).

Gender transformative approaches encourage critical awareness of gender roles and norms and include 
ways to change harmful to more equitable gender norms in order to foster more equitable power 
relationships between women and men, and between women and others in the community. They pro-
mote women’s right and dignity; challenge unfair and unequal distribution of resources and allocation 
of duties between men and women; and consider specific needs of women and men. Such approaches 
can be implemented separately with women and girls and with men and boys. However, they are also 
being increasingly implemented with both women and girls and men and boys together and across 
generations – either simultaneously, or in a coordinated way in order to challenge harmful masculine 
and feminine norms and unequal power relations that may be upheld by everyone in the community.

Box 4	 Definition of gender transformative approaches (26, 70)
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16 ideas for addressing violence 
against women and HIV

How to use this publication
Sections 1 to 4 present 16 programming ideas that jointly address violence against women 

and HIV through four sets of complementary strategies:

•	 Section 1: Empowering women and girls through integrated, multisectoral approaches 

(Programming ideas 1 to 4).

•	 Section 2: Transforming cultural and social norms related to gender (Programming ideas 

5 to 8).

•	 Section 3: Integrating violence against women and HIV services (Programming ideas 

9 to 12).

•	 Section 4: Promoting and implementing laws and policies related to violence against 

women, gender equality and HIV (Programming ideas 13 to 16).

Figure 4 (page 14) provides a summary of the 16 ideas in a ‘programming wheel’ that provides 

a quick and easy reference to get started. The four sections are ordered so that strategies 

move from the individual level (i.e. women), to the community and service levels, through 

to the structural level (i.e. laws and policies). Each section contains four programming ideas. 

Individual programming ideas describe the relevant intervention, provide a summary of 

the evidence, and assess the evidence for effectiveness of the approach. Country-based 

examples of respective interventions – including their main elements, beneficiaries, evalu-

ation design, key results and lessons learnt – are summarized for each programming idea 

in Annexes 1 to 14.

Users can choose the strategy(ies) that is/are most relevant to their community or context 

(e.g. integrating violence against women and HIV services, or transforming cultural and 

social norms) and directly go to the programming idea(s) in that section. More than one 

programming idea can be implemented in synergistic or complementary ways (e.g. inter-

ventions can be designed to empower women and simultaneously work with men to change 

gender norms).

A note on evidence
Evidence on ‘what works’ or ‘what is effective’ is typically based on assessing the quality 

of evidence. Quality of evidence is based on type of evaluation design, potential biases, 

strength and consistency of effects on outcomes across one or more settings or programmes. 
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Evaluations based on randomized controlled trials1 are considered stronger compared to 

quasi-experimental study designs.2 Evaluations based on experimental designs (i.e. either 

randomized controlled trials or quasi-experimental designs) are considered stronger than 

non-experimental designs (i.e. where there is no control or comparison group) because 

with the latter it is difficult to rule out alternative explanations for observed changes or 

confidently attribute them to the intervention. Similarly, outcomes such as improvements 

in knowledge and attitudes towards violence against women and HIV are considered weak 

compared to reductions in perpetration or experience of violence and HIV prevalence or 

incidence, because improvements in knowledge and attitudes do not always translate into 

improvements in behaviours. It is also important to highlight the following points:

•	 The evidence for the impact of interventions to address violence against women in the 

context of HIV is still emerging. As yet, few interventions have been rigorously evaluated. 

Those that have been rigorously evaluated and shown to be effective in one setting have 

not been replicated elsewhere in order to establish consistency of effects across different 

settings.

•	 Many well evaluated programmes have been implemented in high-income settings, with 

fewer in low- and middle-income countries.

•	 Randomized controlled trials are not always practical or appropriate for designing 

complex (i.e. multi-component) interventions that are often context-specific and aim 

to make changes at the community, societal, institutional and/or policy levels. Several 

interventions have instead used cluster randomized controlled trials,3 which still offer 

strong confidence in trial findings. Others, such as mass media interventions, have been 

evaluated using quasi-experimental or non-experimental designs (71).

•	 In many low-resource settings, it is not always feasible to collect data on HIV incidence, 

as it requires more financial resources and a longer time frame to show change and 

impact. Hence, many programmes measure intermediate outcomes (e.g. partner com-

munication about sexual and reproductive issues, sexual risk behaviours, condom use, 

uptake of HIV testing) that may be more amenable to change in the short or medium 

term. Intermediate outcomes for both violence against women and HIV interventions 

can provide important information about pathways that lead to change in perpetration 

or experience of violence against women as well as HIV transmission.

•	 Many interventions do not provide information about cost, which is needed to assess 

feasibility of implementing such interventions in different settings.

1	 Randomized controlled trials are a rigorous way of determining whether an intervention has had an impact on 
desired outcome(s). Individuals are randomly allocated to an intervention group and a control group; both groups are 
treated identically except for the experimental intervention; and outcomes for participants are analysed within the 
group to which they are allocated irrespective of whether they experienced the intended intervention. The analysis 
focuses on estimating size of differences in outcome(s) between the intervention and control groups.

2	 Quasi-experimental study designs aim to evaluate the impact of interventions on outcomes, but do not randomly 
allocate individuals to intervention and control group. Quasi-experimental studies can use pre- and post-intervention 
comparison and also include non-randomly selected control groups. They are considered weaker than randomized 
controlled trials because of the possibility that intervention and control groups may be different at baseline and 
because of the possibility of confounding factors that cannot be accounted for in explaining outcomes. 

3	 Community or cluster randomized controlled trials are types of randomized controlled trials in which groups of 
individuals (e.g. units such as villages, or health facilities or schools) are randomly allocated to intervention and 
control groups instead of individuals. They are more appropriate when interventions are targeted to entire units (e.g. 
mass media campaign or providing microfinance loans to groups of women in a village) and there is greater likelihood 
that individuals in the same unit will influence behaviours of others. 
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•	 Many interventions or programmes do not provide sufficient information about the con-

text in which interventions have worked, and also how they have worked among different 

sub-groups of participants. This makes it challenging to identify how best to design and 

adapt the intervention to the different contexts and needs of different sub-groups of 

beneficiaries.

Box 5 summarizes the criteria used for assessing the effectiveness of programming ideas 

1 to 12.1 The evidence base for addressing violence against women in the context of HIV is 

in the early stages of being established for the reasons described above. Therefore, many of 

the programming ideas described are considered promising rather than effective. However, 

this should not deter users from undertaking programming in this area. This tool should be 

used with an open approach to trying promising interventions and generating innovative 

new ideas. However, programme design must include a careful consideration of pathways 

of change, adaptation to the local context, and rigorous monitoring and evaluation. Where 

available, existing WHO guidelines also provide evidence-based interventions for some of 

the programming ideas.

1	 The final 4 programming ideas on laws and policies (i.e. 13 to 16) are not subject to the rating of effectiveness because 
policy interventions do not easily lend themselves to evaluations based on experimental study designs.

 	Effective: Programming ideas that are supported by multiple, well designed programme 
evaluations that show reductions in perpetration and/or experience of violence against women 
(e.g. intimate partner violence or sexual violence) and/or improvements in HIV-related risk 
behaviours (e.g. condom use, reductions in transactional sex) or uptake of HIV services or 
HIV/STI prevalence or incidence. Programming ideas for which corresponding WHO guidelines 
or recommendations already exist are also included in this category.

 	Promising: Programming ideas that are supported by either: at least one well designed or 
several less well-designed programme evaluations that show reductions in perpetration and/
or experience of violence against women and/or positive changes in knowledge or attitudes or 
beliefs or norms related to violence against women and/or improvements in HIV-related risk 
behaviours (e.g. condom use, reductions in multiple sexual partners) or uptake of HIV services 
or HIV/STI prevalence or incidence, or in HIV knowledge and/or attitudes.

 	 Ineffective or effectiveness unclear: This includes: 1) programming ideas that are supported 
by one or more well designed programme evaluation that show no reductions in perpetration 
and/or experience of violence against women and/or no positive changes in knowledge, /
attitudes, beliefs or norms related to violence against women; and/or no positive changes in 
HIV-related outcomes; or 2) programming ideas where there is insufficient or mixed evidence 
of improvements in violence against women and/or HIV-related outcomes.

 	Effectiveness undetermined: Programming ideas that do not have any or weak evaluations, 
but have potential because of a theoretical basis or known risk factors, or they have on-going 
evaluations.

 	N/A: Not applicable

Box 5	 Criteria for rating the effectiveness of the programming ideas

16 ideas for addressing violence against women and HIV 13



1
Below is a programming wheel that captures the core principles, broad strategies and 

approaches and the 16 programming ideas that fit within them.

Figure 4: Violence against women and HIV programming wheel

For further information on each Programming Idea, please click 

on the corresponding number.
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E
mpowerment of women is one critical strategy/approach to preventing violence 

and reducing women’s vulnerabilities to HIV. Empowerment strategies can improve 

women’s overall quality of life and well-being, enable them to practice safer sexual, 

reproductive and other health behaviours, and increase their confidence and ability 

to seek and obtain services. Hence, it can contribute to better health outcomes for women.

To date, interventions to empower women have focused largely on economic empowerment. 

Hence, the evidence base is more robust for such approaches. Economic empowerment can 

support greater voice, power, agency or status for women in their intimate relationships, 

help women leave abusive relationships by increasing their options, and/or reducing their 

need to agree to unsafe sex in the context of transactional sex1 and sex work. In this section, 

four programming ideas are described that empower women to reduce their vulnerabilities 

to violence and HIV. These include:

•	 Integrated economic and gender empowerment strategies

•	 Cash transfers – conditional and unconditional

•	 Increasing women’s ownership of property, assets and securing their inheritance rights

•	 Integrated sex worker-led community empowerment interventions

1	 Transactional sex is defined as sex that is exchanged for actual or anticipated material gain (e.g. basic necessities 
such as transportation or a place to sleep, cash, material goods including gifts) (202).

Empowerment of women is a multidimensional long-term social process that enables them to gain 
control over their lives and act in their own best interest. It can be facilitated by enabling women 
to have access to resources (e.g. information, financial services, productive assets, educational 
opportunities, social networks) and the ability to control their lives (e.g. improved self-esteem, com-
munication, negotiation and decision-making skills, mobility, skills to earn a livelihood).

Economic empowerment includes: increasing women’s access to employment or jobs, financial 
services (e.g. microfinance and microcredit), property and other productive assets (e.g. safeguarding 
women’s property and inheritance rights), supporting them in development of livelihood and other 
skills (e.g. vocational, literacy training), and cash transfers that may be linked to education or use of 
health services or behaviour change.

Box 6	 What is meant by empowerment of women? (72–74)

16 Ideas for addressing violence against women in the context of the HIV epidemic: A programming tool16



Programming Idea 1: Integrated economic and 
gender empowerment strategies

What it involves: Microfinance includes a 

broad range of services to individuals or 

groups who are usually unable to access more 

traditional financial services or credit (e.g. 

low-income clients including women) – often 

without collateral. Services can include loans, 

savings, insurance, financial, and transfer ser-

vices (remittances) (75).

A small but increasing number of inter-

ventions combine microfinance or other 

economic empowerment strategies (e.g. liveli-

hood support or vocational training, financial 

literacy or training) with gender or life skills 

training and sexual and reproductive health 

or HIV education, service provision or com-

munity engagement. They are referred to as 

‘integrated’ interventions.

Summary of the evidence: While interventions 

to empower women economically have gener-

ally been effective at improving the economic 

well-being of the household, their impact on 

preventing violence against women or improv-

ing HIV-related outcomes is mixed (28, 76). In a 

systematic review of 41 studies that examined 

the impact of economic empowerment on vio-

lence against women, some studies showed 

reductions in partner violence and others 

showed an increase in partner violence asso-

ciated with women’s involvement in income 

generation (76). Analysis of these studies 

suggests that the increase in violence may be 

linked to or occurring in situations where there 

is a transition in women’s traditional gender 

roles, which can be threatening to men, make 

them feel powerless or inadequate and result 

in a backlash. It also suggests that while such 

an increase in violence may occur in the short 

term, violence may decline in the long term as 

men and communities become habituated to 

women’s new gender roles (76).

It is likely that beyond income generation, 

other context-specific factors influence 

whether economic empowerment is protec-

tive or increases risk of partner violence for 

women. Therefore, there may be a need to 

add training on gender empowerment and 

relationship negotiation skills and/or com-

plementary community interventions (e.g. 

engaging men to promote equitable gender 

norms) in order to reduce the risk of gender-

related conflict in the household. A literature 

review of integrated microfinance and HIV 

interventions, primarily from sub-Saharan 

Africa, some of which explicitly include gen-

der empowerment components or discussions 

on gender norms, shows that such interven-

tions have used a diversity of approaches 

and measured different outcomes (77). This 

makes it difficult to draw definitive conclu-

sions about their effectiveness and what has 

worked in different settings. However, a few 

(e.g. Intervention with Microfinance for AIDS 

and Gender Equity – IMAGE) have shown 

promising results in reducing experience of 

intimate partner violence, improved partner 

communication about safer sex, and increased 

uptake of HIV testing and counselling in some 

settings (77). See Annex 1.1 for examples of 

these promising integrated interventions for 

empowering women.

Conclusion: Integrated economic and gender 

empowerment interventions, primarily from 

one or two settings in sub-Saharan Africa, 

show promising results in reducing partner 

violence and improving some HIV outcomes. 

They have been evaluated with relatively 

strong study designs. Therefore, this program-

ming idea is considered to be promising in 

relation to both violence against women and 

HIV-related outcomes.

VAW HIV
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Programming Idea 2: Cash transfers – 
conditional and unconditional

What it involves: Cash transfers are social pro-

tection programmes often targeted to women 

in a household with the aim of reducing pov-

erty, building human capital (e.g. sending girls 

to school) and enhancing food security. They 

operate in more than 40 countries, primarily in 

Latin America and increasingly in Africa and 

Asia, and are estimated to reach over a billion 

people from low- and middle-income coun-

tries. A number of these programmes provide 

a cash grant to the household conditional 

upon certain pro-social behaviours, such as 

women giving birth in institutional settings, 

keeping girls in school, ensuring children are 

immunized and reducing risky sexual behav-

iours (verified by STI tests). These are known 

as conditional cash transfers.

Summary of the evidence: There is increas-

ing evidence that cash transfer programmes 

generally improve child health outcomes and 

uptake of services for pregnant women and 

children as well as increase school enrol-

ment for girls (78, 79). A literature review of 

cash transfer programmes and their impact 

on prevention of sexual transmission for HIV 

suggests that they may hold promise in reduc-

ing sexual risk behaviour, particularly among 

adolescents and young women in low- and 

middle-income countries, by addressing struc-

tural risk factors such as poverty (80). Two 

cluster-randomized trials, from Malawi and 

the United Republic of Tanzania, show that 

cash transfers – conditional on keeping girls 

(aged 13–22) in schools and on young adults 

(aged 18–30) remaining free from STIs respec-

tively – can reduce STI and HIV prevalence 

and risky sexual behaviours (81, 82). However, 

these trials do not examine reductions in vio-

lence, nor do they challenge unequal power 

relations between men and women. The 

assumption is that enrolment and retention in 

schools would have a transformative effect on 

health-related behaviours of girls (for exam-

ple by incentivizing girls to delay childbearing 

or marriage).

Conditional cash transfers have been criticized 

as placing an undue burden on women and per-

haps exposing them to backlash from family 

and community members (80, 83). A few cash 

transfer programmes have examined partner/

domestic violence as an outcome (28, 84). For 

example, evaluations of Mexico’s PROGRESA/

Oportunidades programme showed that while 

there was increased spousal violence in the 

short term, in the long term (i.e. five to nine 

years after the start of the programme) there 

was no difference in spousal violence rates 

among those women who participated in the 

cash transfer programme compared to those 

who did not (85, 86). A cluster-randomized 

controlled trial that examined the impact of 

Ecuador’s cash transfer programme for moth-

ers on domestic violence found ambiguous 

results. For women with more than primary 

school education, cash transfers decreased 

intimate partner emotional violence, but for 

women with primary school education or less, 

the effect of the cash transfer depended on 

their education relative to their partners (86). 

See Annex 1.2 for examples of conditional 

cash transfer interventions.

Conclusion: The effectiveness of this idea for 

reducing violence against women is unclear 

because the evidence from Latin America 

is mixed and is based on weak evaluation 

designs. While conditional cash transfer inter-

ventions with strong evaluation designs from 

sub-Saharan Africa are promising in rela-

tion to improving HIV outcomes, they do not 

measure outcomes related to violence against 

women.

VAW HIV
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Programming Idea 3: Increasing women’s 
ownership of property, assets and 
securing their inheritance rights

What it involves: Interventions that help 

women secure their inheritance rights to land, 

property (e.g. housing), or other assets include:

•	 training women about their rights in rela-

tion to property and inheritance;

•	 advocacy and training with police, judiciary 

and other government officials to uphold 

women’s property rights;

•	 providing legal services to women whose 

rights are violated;

•	 providing community paralegal services 

including support for will preparation;

•	 advocacy with policy-makers, media and 

community leaders to change discrimina-

tory laws and customary practices that 

prevent women from inheriting property.

Summary of the evidence: Women are often 

denied access to and control over land and 

property because of discriminatory inherit-

ance laws or customary practices. Many 

women without land and property are left 

economically insecure and susceptible to 

poverty, as well as reliant on spouses or male 

relatives for survival. Qualitative research 

from Uganda, South Africa and South Asia 

shows that women’s access to land and own-

ership of assets (e.g. housing) contributes 

to food security, more control over sexual 

decision-making, and their ability to leave 

abusive or violent relationships (87, 88). It 

can also enhance women’s social status and 

decision-making role or bargaining power 

within the household. These factors in turn 

may contribute to improved health outcomes 

for themselves and their families (89, 90). 

Conversely, women who are left without land 

or property may engage in high-risk coping 

strategies including transactional sex, or sex 

work for survival and hence, face increased 

vulnerability to HIV. Research also shows that 

women whose husbands die because of HIV-

related conditions are often denied access 

to property and inheritance by relatives. 

(28, 88, 91, 92).

Several interventions in African and South 

Asian countries have been implemented to 

empower women to demand their property 

and inheritance rights in the context of 

HIV (93, 94). While important lessons have 

been learnt from these interventions, none 

of them have been evaluated for impact on 

reductions in violence or on improvements in 

HIV outcomes. Instead, evaluations (mainly 

non-experimental designs) have focused on 

process measures (e.g. increased participation 

in will preparation; increased participation 

in community mobilization around property 

rights; increased knowledge of laws, rights 

and responsibilities). Therefore, no examples 

of this programming idea are provided in the 

accompanying annexes.

Conclusion: Interventions to increase wom-

en’s ownership of assets and property and 

secure their inheritance rights have not been 

evaluated to assess violence against women 

and/or HIV outcomes. Therefore, this idea is 

considered as effectiveness undetermined, 

and needs to be rigorously evaluated.

VAW HIV
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Programming Idea 4: Integrated sex worker-
led community empowerment

What it involves: Community empowerment 

is defined as a social action process that 

promotes the participation of individuals, 

organizations and communities to enable 

them to gain control over their lives in ways 

that improves quality of life and equity. It 

cannot be imposed from outside, but can be 

facilitated through processes to help individu-

als and communities empower themselves. It 

challenges unfair, unequal power relations 

between communities, institutions and gov-

ernment; catalyses actions to help individuals 

and communities gain access to resources and 

control over their lives; promotes collective 

identity and actions to bring positive changes; 

and brings change through dialogue, critical 

reflection and raising awareness (95, 96). In 

relation to sex worker communities, it seeks 

to create safe spaces, a sense of cohesion and 

collective identity among sex workers, and an 

awareness of sex workers’ human rights. It 

builds a sense of agency so that sex workers 

can advocate for increased control over their 

own lives and bodies. It tackles unequal power 

relations between sex workers and those 

associated with sex work (e.g. law enforce-

ment officers, managers of sex workers and 

establishments where sex work takes place, 

clients) who marginalize, oppress and violate 

their rights. Activities include:

•	 Collectivization (e.g. forming groups or 

organizations, building capacity for lead-

ership, fostering ownership among sex 

workers) to fully lead and implement broad-

based HIV interventions and advocate for 

their rights.

•	 Training and sensitizing gate-keepers and 

communities (e.g. police, clients, commu-

nity members, health care providers, media) 

on laws and rights of sex workers and hold-

ing them accountable for violations.

•	 Providing legal, health, and social services 

for violence and establishing crisis response 

mechanisms to facilitate reporting and 

resolution of incidents of violence.

•	 Documenting abuse and conducting advo-

cacy for changes in laws and policies that 

increase the risk of violence against sex 

workers.

Summary of the evidence: Cross-sectional 

studies show that physical and sexual 

violence against sex workers significantly 

increases their risk of STI and HIV infection 

and decreases likelihood of consistent (or any) 

condom use (97). Evidence from India suggests 

that facilitating sex workers to report and 

resolve incidents of violence through com-

munity empowerment and crisis response 

systems may reduce violence and improve 

HIV outcomes (98, 99). A systematic review of 

community empowerment interventions with 

female sex workers shows protective effects 

on HIV and STI infection and improved con-

dom use with clients (100). See Annex 1.3 for 

examples of integrated community empower-

ment interventions with sex workers.

Conclusion: This approach is considered to 

have insufficient evidence of effectiveness 

in reducing violence against sex workers as 

integrated community empowerment has 

been evaluated for violence outcomes in only 

one setting and that too with a weak design. 

Separately, community empowerment with 

sex workers is shown to improve HIV-related 

outcomes in a systematic review of evidence, 

but the studies included in the review did not 

measure violence outcomes. It is ranked as 

effective for HIV-related outcomes and is a 

recommendation in WHO guidelines (101).

VAW HIV
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•	 Economic empowerment strategies alone are not enough to empower women. Interventions that 
have integrated or linked economic empowerment of women with training and skills in gender 
equality and negotiating safer sexual relationships have demonstrated better outcomes for vio-
lence and HIV prevention, and may produce more lasting benefits (102).

•	 The unique needs and vulnerabilities of adolescent girls must be taken into account when design-
ing economic interventions for them. Girls generally have less power, agency and access to 
resources than do boys or adult women (103). For example, microfinance may not be as effective 
for adolescent girls, as it may be unrealistic to expect them to have high repayment rates if they 
are not equipped in business skills. However, building their self-esteem and confidence and use 
of other economic empowerment strategies such as vocational training or livelihood skills can 
prepare them for running their own business enterprises later, and help build an awareness of their 
right to control their own bodies and sexual and reproductive choices. Adolescent girls also need 
support, mentoring and role models from adult women including their mothers and other older 
female relatives (104). Therefore, programming aimed at girls must include ways to also engage 
their families.

•	 In the short term, interventions to economically empower women can have a backlash effect 
against them from their partners, families and community members because they intentionally aim 
to change unequal power relations. It is important to be cognizant of this and include strategies to 
mitigate such effects, for example, by working with both men and women to change rigid gender 
norms (105).

•	 Participatory, peer-based approaches can serve as a mechanism for social support, solidarity and 
collective action among groups such as female sex workers in order to counter violence as well as 
foster a sense of self-confidence and self-esteem.

Box 7	 Lessons Learnt (Programming ideas 1 to 4)
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T
here is strong evidence that beliefs and norms related to gender perpetuate 

violence against women and shape the vulnerabilities of women and men to 

HIV. In many settings, norms related to masculinity socialize some men to take 

sexual risks, dominate sexual interactions, or use violence as a way to assert their 

authority over women. Similarly, norms related to femininity encourage some women to be 

passive in their interactions with men (e.g. in negotiating safe sex, refusing unwanted sex or 

reporting violence). They prevent communities and societies from intervening with or sup-

porting women who experience violence. These norms can be reinforced by religious beliefs 

and in turn reinforce harmful practices that increase women’s vulnerability to violence and 

HIV (e.g. widow cleansing, bride price).

Changing social and cultural norms is therefore critical to preventing and addressing 

violence against women and HIV. Interventions aimed at transforming social norms seek 

to change negative behaviours by modelling alternative attitudes and behaviours, and by 

changing individual and collective perceptions about the acceptability of certain behaviours. 

Strategies to transform social norms are implemented at multiple levels, with different 

target groups and in different institutional settings. Four programming ideas (5 to 8) are 

presented below. These include:

•	 Working with men and boys to promote gender equitable attitudes and behaviours

•	 Changing unequal and harmful norms through community mobilization

•	 Social norms marketing/edutainment or behaviour change communication campaigns

•	 School-based interventions

Gender norms refer to societal rules and expectations that govern relationships between and among 
women and men in the public and private spheres, and what is appropriate behaviour and conduct 
for women and men. Gender norms can change over time, or be different within specific cultural and 
social groups and communities. It is not necessary that all individuals hold the same internal beliefs 
as the norm. For example, despite some societies’ acceptance of violence against women, not all 
men hold the same belief or perpetrate violence against their partners.

Examples of norms established in some communities, which support violence against women:

•	 A man has a right to assert power over a woman and is considered socially superior.

•	 A man has a right to physically discipline a woman for ‘incorrect’ behaviour.

•	 Physical violence is an acceptable way to resolve conflict in a relationship.

•	 Intimate partner violence is a ‘taboo’ subject.

•	 Divorce is shameful.

•	 Sex is a man’s right in marriage.

•	 Sexual activity (including rape) is a marker of masculinity.

•	 Women and girls who act or dress in a certain way are “asking to be raped”.

Box 8	 What are gender norms? Examples of norms that 
perpetuate violence against women (66, 106)
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Programming Idea 5: Working with 
men and boys to promote gender 
equitable attitudes and behaviours

What it involves: This involves interventions 

to change norms and promote gender equality 

at the individual level through: i) group par-

ticipatory education; ii) peer-based support; 

and iii) communication campaigns. They are 

aimed at boys and men including, youth lead-

ers, fathers and sports coaches. Such efforts:

•	 Encourage participants to critically reflect 

(e.g. through role plays, story-telling and 

other interactive exercises) about mascu-

linity and how it affects their lives, their 

relationships with women, and how it gen-

erates unequal power dynamics.

•	 Develop skills in expressing feelings without 

being violent, conflict resolution, promoting 

equity in couple relationships, and con-

dom use.

•	 Provide safe spaces for men and boys 

through peer-based support groups to ask 

questions about masculinity, their health 

and other concerns affecting their lives.

•	 Incorporate communication campaigns 

that emphasize what can be gained by men 

changing their behaviour as well as offer 

male role models (e.g. celebrities, sports 

coaches) for positive behaviour change.

•	 Provide basic knowledge about HIV preven-

tion, treatment, care and support, sexual and 

reproductive health and violence against 

women.

Summary of the evidence: A 2011 systematic 

review of 65 interventions on engaging men and 

boys to prevent sexual violence – mostly from 

North America, with only nine studies from 

low- and middle-income countries – showed 

significant results in reducing perpetration of 

sexual violence and/or other forms of violence 

in seven studies (107). Of the 47 studies that 

examined attitudes towards acceptability 

of violence, ten showed significant improve-

ments in attitudes. Of the 25 studies that 

looked at gender norms, seven showed signifi-

cant improvements towards more equitable 

norms. Another literature review (in 2007) on 

engaging men and boys for changing gender-

based inequities in health showed that, of the 

58 interventions from North America, Latin 

America, Sub-Saharan Africa and Asia, more 

than half showed positive changes in men’s 

attitudes towards gender equality. In addition, 

some showed increased condom use (n=3), 

decreased self-reported STIs (n=1) increased 

contraceptive use (n=3), and increased use of 

sexual and reproductive health services by 

men (n=1) (108). Of the 15 studies that included 

outcomes related to violence against women, 

only four interventions showed reductions in 

acceptability of violence or in perpetration of 

violence. See Annex 1.4 for examples of inter-

ventions with men and boys.

Conclusion: This approach shows consistent 

results in terms of positive changes for violence 

against women outcomes in several studies 

included in the two reviews. However, most 

of the studies used weak evaluation designs. 

Therefore, this programming approach is 

considered to be promising for addressing 

violence against women. It also shows positive 

results for HIV-related outcomes in several 

studies, albeit with weak designs and hence, 

it is promising also for HIV-related outcomes.

VAW HIV
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Programming Idea 6: Changing unequal and harmful 
norms through community mobilization

What it involves: Community mobilization 

refers to working with men, women, boys, 

girls, community or religious leaders, and 

institutions in a community over time in dif-

ferent ways to foster critical reflection and 

dialogue about harmful cultural and social 

norms, and inspire, encourage and support 

them in making positive changes in their lives. 

It encompasses activities such as: community 

meetings, activities and events (e.g. door-to-

door discussions, dramas, poster discussions); 

training or sensitization sessions with differ-

ent community members; and organizing 

collective actions (e.g. marches, petitions). 

Community mobilization efforts work better 

when they: engage the whole community; rec-

ognize that social norm change is a gradual 

process requiring concerted and sustained 

effort and repeated exposure to alternative 

ideas; foster critical reflection and dialogue 

around alternative values related to gender, 

sexuality, power and violence through par-

ticipatory learning; and build and strengthen 

community ownership and social networks 

by mobilizing existing community structures, 

resources and organizations (109).

Summary of the evidence: Several HIV pro-

grammes have successfully used community 

mobilization strategies (110). For example, 

‘Stepping Stones’ was developed as a commu-

nity intervention to promote gender equitable 

norms and behaviours and HIV prevention. 

It has been used in more than 100 low- and 

middle-income countries (66, 111, 112). A 

systematic review of Stepping Stones inter-

ventions from Angola, Ethiopia, Fiji, the 

Gambia, India, South Africa, the United 

Republic of Tanzania and Uganda shows that: 

reported perpetration of violence against 

women, transactional sex by men, and her-

pes simplex virus (HSV-2) prevalence among 

women and men was reduced in South Africa; 

reported condom use increased in two out of 

eight studies; partner communication about 

HIV improved in three out of seven studies; 

gender equitable attitudes and behaviours 

improved in one out of five studies; and stigma 

against people living with HIV decreased in 

four studies (113). ‘SASA!’1 is a community 

mobilization approach developed by Raising 

Voices (a Uganda-based nongovernmental 

organization). SASA! encourages communi-

ties to reflect on gender norms, roles and 

power relationships by encouraging dialogue 

about the different dimensions of power. The 

beneficiaries include: women, men, young 

people, family members, neighbours, com-

munity elders and other stakeholders (e.g. 

health care providers, police, judges, teach-

ers, business owners, religious leaders, policy 

makers and the media) (114). It is currently 

being evaluated using a cluster-randomized 

controlled trial in Uganda with eight commu-

nities (114, 115). See Annex 1.5 for examples of 

community mobilization interventions.

Conclusion: The impact of Stepping Stones 

on reduction of violence against women and 

HIV outcomes has been established with rig-

orous evaluation design in only one setting. 

Nevertheless, its impact on HIV outcomes 

has been established across different set-

tings, albeit with weaker evaluation designs. 

Evaluations of other models of community 

mobilization such as SASA! are not yet pub-

lished. Therefore, this programming approach 

is considered to be promising.

1	 Means “now” in Kiswahili. It is also an acronym for 
four stages of change towards alternative values and 
behaviours: Start, Awareness, Support and Action.

VAW HIV
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Programming Idea 7: Social norms 
marketing/edutainment or behaviour 
change communication campaigns

What it involves: This refers to campaigns to 

raise awareness about negative behaviours or 

practices, encourage dialogue about harmful 

social and cultural norms, and reinforce social 

and behaviour change messages at the soci-

etal and community level. They are variously 

referred to as ‘awareness raising strategies’, 

‘behaviour change communication’, ‘social 

norms marketing’ or ‘edutainment’. The for-

mat can involve popular songs, music videos, 

soap operas, use of celebrities to promote a 

certain message as well as other mass media 

approaches (e.g. social media, cell phones, 

community theatre, bill boards and posters). 

They attract large audiences with quality 

entertainment, while weaving in educational 

messages related to a health behaviour (e.g. 

using condoms), a social norm (e.g. non-

acceptability of violence against women), or a 

fact (e.g. existence of a law or availability of a 

service). Some target a general audience, while 

others reach young women and/or men. Well 

designed campaigns are usually informed by 

social and behaviour change theories (e.g. the 

idea that drama can connect emotionally with 

audiences and help untangle complex issues 

such as attitudes related to gender equality) 

(28, 116–118). They are widely used in HIV pro-

gramming and increasingly also in preventing 

violence against women. Such efforts can be 

used in tandem with community mobilization 

and interpersonal communication (e.g. group 

education, individual counselling) aimed at 

changing individual norms and behaviours. One 

advantage of such strategies is that they reach 

large numbers/proportions of the population.

Summary of the evidence: Several cam-

paigns highlight the issue of violence against 

women. These include: the United Nations 

Secretary-General’s ‘UNiTE’ campaign; Oxfam 

International’s ‘We can end all violence against 

women’ campaign; the ‘16 days of activism 

against gender violence’ campaign; ‘One man 

can end domestic and sexual violence’ cam-

paign in South Africa; and the ‘Men can stop 

rape’ campaign in the United States. A literature 

review of violence against women campaigns 

suggests that many are not informed by social 

and behaviour change theories, and they are 

poorly evaluated (e.g. no baseline or comparison 

group, or only collect information on whether 

messages were remembered, but not changes 

in attitudes) (118). Interventions such as ‘Soul 

City’ in South Africa, ‘Somos Diferentes, Somos 

Iguales’ (which includes the soap opera ‘Sexto 

Sentido’) in Nicaragua, and ‘Bell Bajao’ in India 

have increased awareness of violence against 

women as a widespread problem. However, 

they have had mixed impacts on changing 

personal attitudes and collective norms on 

the acceptability of violence against women. 

None of them measure reductions in violence 

against women as an outcome. Somos Diferentes, 

Somos Iguales has shown greater partner com-

munication about HIV and condom use with 

casual partners among those exposed (118). 

Some experts have concluded that such efforts 

may be useful in raising public awareness of 

violence against women, but may be more lim-

ited bringing social or normative or behaviour 

change (28, 118). See Annex 1.6 for examples of 

social norms marketing campaigns.

Conclusion: Given the weak evaluation 

designs and limited impact of these cam-

paigns on reductions in perpetration or 

experience of violence against women, this 

programming idea is considered as having 

insufficient evidence and hence, is unclear in 

terms of its effectiveness for violence against 

women outcomes, but is promising for HIV-

related outcomes as it has illustrated some 

positive outcomes.
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Programming Idea 8: School-based interventions

What it involves: Schools are a key entry 

point for institutionalizing efforts to promote 

equitable norms early in the life course, before 

other norms are fully ingrained in the lives of 

adolescents. School-based interventions may 

include, for example, the socialization of boys 

and girls towards more equitable attitudes and 

norms especially in sexual relationships. They 

may aim to prevent bullying, sexual abuse of 

children and teenagers, dating violence, and 

young men’s perpetration of rape, as well as 

a focus on improving bystander behaviours 

(e.g. encouraging men to speak out against 

rape, stopping peers, interrupting incidents 

of violence, supporting survivors). They can 

include individual and group education activi-

ties, involving same-sex or mixed-sex groups 

and can use both interactive and didactic 

learning methods. Educational curricula (e.g. 

life skills education, comprehensive sexuality 

education, sexual and reproductive health 

and HIV education) can include: an emphasis 

on learning about consent in sexual relation-

ships and empathy for survivors of violence; 

promote alternative ideas about masculinity 

and femininity, sexual orientation and gender 

identities; promote gender equitable attitudes 

and behaviours related to sexuality and vio-

lence; and help students learn how to become 

more proactive about taking actions to stop 

violence. School-based approaches can also 

include communication activities (e.g. posters, 

theatre), skills training in conflict resolution, 

implementing policies to create school envi-

ronments that are safe from violence, and 

linkages to services for those who experience 

violence (107, 119).

Summary of the evidence: The evidence base 

for school-based interventions and its impact 

on reducing violence against women is more 

robust for curriculum-based rather than 

policy-oriented interventions and hence, the 

latter are not reviewed here. An increasing 

number of school-based educational curricula 

are being implemented to address violence 

against women and to prevent HIV. A 2011 

systematic review of engaging men and boys 

(see Programming Idea 5) to prevent sexual 

violence included 65 studies – 90% of which 

took place in school settings (107). Most inter-

ventions focused on group-based educational 

curricula and most used teachers to facilitate 

the group education. Seven out of nine studies 

showed significant results in reducing perpe-

tration of sexual violence and/or at reductions 

in other forms of violence. Of the 47 studies 

that examined attitudes towards acceptability 

of violence, ten showed significant improve-

ments in attitudes showing less tolerance of 

violence against women. Of the 25 studies 

that looked at gender norms, seven showed 

significant improvements towards more equi-

table norms and attitudes. The review did not 

report impact on HIV-related outcomes and 

many of the studies were designed primarily 

to look at gender equality and violence against 

women. A systematic review of comprehensive 

sexuality education shows that these have 

been effective in improving sexual and repro-

ductive health and HIV behaviours. However, 

their evaluations have not included out-

comes related to improving gender equitable 

norms or violence against women (120, 121). 

See Annex 1.7 for examples of school-based 

interventions.

Conclusion: Evidence suggests that school-

based educational interventions on preventing 

dating violence (primarily in high-income set-

tings), or promoting gender equitable norms 

and non-acceptability of violence are effective 

in reducing perpetration of violence against 

women. Its impact on HIV outcomes has not 

been evaluated and is therefore its effective-

ness is considered to be undetermined.

VAW HIV
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Positive changes in social and cultural norms are possible:

•	 Experience shows that such interventions can have measurable impacts on gender norms, violence 
against women and HIV-related behaviours.

•	 Changes in attitudes and norms related to gender can take place in contradictory, unexpected and 
unintended ways. Messages about gender norms may be interpreted by young women and men 
in the context of their own personal, social and cultural realities and transitions into adulthood. 
This means that while there may be improvements in some aspects of gender equality (e.g. beliefs 
about acceptability of violence) there may be resistance to change in other aspects (e.g. beliefs 
about male entitlement to multiple sexual partners).

•	 The impact of these interventions is likely to be different for women and men. However, not many 
of the interventions that include both women and men have conducted separate analyses of how 
normative and behaviour change occurs separately for each group.

Content of messages is important:

•	 It is important to give explicit and positive messages about gender equitable norms, promoting 
health and healthy relationships rather than negative messages that shame and blame men.

•	 Changes are most likely to occur in areas where the content is directly focused on. For example, 
where content directly focuses on violence against women, equitable power relations, gender 
norms and sexual health, it may be more likely to impact all the issues.

Participatory methods that generate critical reflection can lead to better results:

•	 Methods that engage participants in critical reflection and dialogue about norms, and build 
behaviour change skills, are more likely to be effective in leading to change than those that merely 
acknowledge issues of gender equality.

Change requires sustained efforts over time and working at multiple levels:

•	 It is important that mobilizing individuals such as groups of men or women is not done in siloes. 
Changing norms at the individual level is more likely to be sustained if it is supported by broader 
social norm change. This requires multiple strategies to reach diverse stakeholders in the broader 
community in order to reinforce messages about positive norm change.

•	 Interventions to bring about normative and behaviour change related to violence against women 
require longer time frames for implementation and follow up in order to show sustained results.

Box 9	 Lessons Learnt

2: Transforming cultural and social norms related to gender 29
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H
IV prevention, treatment, care 

and support services are impor-

tant entry points for integrating 

prevention and response or 

services for violence against women for 

several reasons. Women’s experience or fear 

of violence can be barriers in their access 

to and uptake of HIV, sexual and reproduc-

tive health services. Services can do further 

harm and place women at increased risk of 

violence if they fail to maintain confiden-

tiality or take into account the unequal or 

lack of autonomous decision-making power 

that women may have in their relationships 

with partners or other family members. 

For example, failure to consider violence 

and men’s controlling behaviours in efforts 

to promote male involvement can further 

undermine women’s safety and autonomy 

in decision-making about their health. 

Non-empathetic (e.g. telling a woman that 

she must accept abuse), stigmatizing (e.g. 

blaming a woman who has experienced 

rape for inviting it) and discriminatory (e.g. 

refusing to provide care) responses by health 

providers can compound the trauma and/

or dangers faced by women who experience 

violence.

On the positive side, because most women 

seek sexual and reproductive health (e.g. 

antenatal care, family planning) and HIV 

services (e.g. prevention of mother-to-child 

HIV transmission or PMTCT) at some point 

in their lives, integrating violence prevention 

and HIV services offer an opportunity to: 

identify women in danger before violence 

escalates; provide emergency care; prevent 

or reduce negative health outcomes of vio-

lence (e.g. unwanted pregnancy, STIs, HIV, 

trauma); assist survivors to access other 

services (e.g. shelters, legal aid, support 

groups) and protections; and provide better 

care, information, advice and options (e.g. 

with respect to safer sex, HIV disclosure, 

breastfeeding), enabling them to make 

informed choices and decisions with respect 

to their health.

This section presents programming ideas (9 

to 12) to integrate violence against women 

and HIV prevention, treatment, care and 

support care services – both at the health 

facility and community level. These pro-

gramming ideas aim to reduce the risk of 

HIV, strengthen uptake and access to HIV 

services, and improve quality of care by tak-

ing into account the risk or experience of 

violence faced by women.

•	 Addressing violence in HIV risk-reduction 

counselling

•	 Addressing violence in HIV testing and 

counselling, PMTCT, treatment and care 

services

•	 Providing comprehensive post-rape care 

including HIV post-exposure prophylaxis 

(PEP)

•	 Addressing HIV in services for survivors 

of violence
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Programming Idea 9: Addressing violence 
in HIV risk-reduction counselling

What it involves: Risk-reduction education and 

counselling with individuals, couples or groups 

is a core part of HIV prevention strategies. 

Violence against women can be integrated into 

HIV risk-reduction counselling by including 

specific messages about equitable decision-

making with partners and regarding violence 

against women and its links to HIV; supporting 

women in developing skills to negotiate safer sex 

in the context of violence and unequal power 

relationships; providing referrals to support 

services (e.g. shelters, legal services); and sup-

porting women with safety management when 

exposed to violence. They also need to address 

the links between harmful substance use (e.g. 

alcohol and other drugs), violence and HIV 

risk. Such efforts are based on models of social 

and behavioural change (e.g. social learning 

theory) and/or theories of gender relations (e.g. 

theory of gender and power) (116, 117, 122, 123). 

Entry points for integrating violence preven-

tion activities can include any HIV prevention 

programme where risk-reduction education 

and counselling is offered to women; couples; 

key populations (e.g. sex workers, women who 

use drugs, women in prisons, partners of men 

who use alcohol or drugs); clients of antenatal 

services, STI and family planning services; ado-

lescents; and people living with HIV.

Summary of the evidence: Several interven-

tions in HIV risk-reduction counselling for 

individuals, couples or in groups, primarily from 

the USA, have incorporated strategies to address 

violence faced by women. These interventions 

have been implemented with female sex work-

ers, women who use drugs, women in prisons, 

Latina and African-American women, and ado-

lescent girls. Three randomized controlled trials 

in the USA show mixed results with respect to 

violence reduction outcomes. These include: 

a safety planning intervention for drug-using 

female sex workers in Miami, Florida; a coun-

selling intervention for women involved with 

the criminal justice system in Portland, Oregon; 

and an enhanced negotiation intervention 

with African-American drug users in Atlanta, 

Georgia (124–126). All three interventions 

showed reductions in unprotected sex or risk-

associated behaviour. However, only the safety 

planning sex worker intervention in Miami and 

the enhanced negotiation intervention with 

African-American female drug users in Atlanta 

showed reductions in experience of sexual 

abuse. In low- and middle-income countries, 

pilot randomized controlled trials with small 

numbers of female sex workers in Mongolia and 

South Africa, and with married women in India 

show significantly less exposure to violence 

among those who received HIV risk-reduction 

and violence prevention counselling at follow 

up, compared to baseline levels (127–130). It is 

important to note that these interventions aim 

to primarily influence HIV-related outcomes 

and violence reduction is usually a secondary 

outcome of interest, which weakens the pos-

sibility of getting positive results for violence. 

Examples of interventions that have integrated 

violence prevention in HIV risk-reduction coun-

selling are provided in Annex 1.8.

Conclusion: Well-designed evaluations of 

individual counselling and safety planning 

interventions, primarily from the USA, show 

mixed results on violence against women 

outcomes. They are however, considered 

effective in reducing HIV-related risk. Pilot 

interventions on integrated violence preven-

tion and HIV risk-reduction counselling from 

low- and middle-income settings are promis-

ing, but need to be evaluated beyond the pilot 

phase. Therefore, this approach is considered 

as promising for preventing violence against 

women and effective for HIV-related outcomes.
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Programming Idea 10: Addressing violence in HIV testing 
and counselling, PMTCT, treatment and care services

What it involves: Women accessing HIV ser-

vices have to make decisions related to HIV 

testing, disclosure of status, infant feeding, 

treatment for themselves and their child(ren), 

and contraceptive use. HIV testing and coun-

selling, PMTCT, and treatment and care 

services can address violence by (131):

•	 training providers to recognize signs of vio-

lence against women; assess women’s risk 

of violence; and provide women-centred 

care (e.g. being non-judgmental, empathetic 

listening, ensuring confidentiality, helping 

women access information and resources);

•	 identifying women with signs and symptoms 

indicative of partner violence (i.e. clinical 

inquiry), and providing them appropriate 

clinical care and referrals to support services;

•	 advocating to women, their partners, family 

members and the wider community about 

gender equality in sexual, health and HIV-

related decision-making;

•	 helping women who fear or experience 

violence increase their safety and to access 

support services (e.g. for legal services, 

shelters, women’s nongovernmental organi-

zations, support groups);

•	 teaching women partner communication 

and negotiation skills, taking into account 

unequal power in decision-making and 

fears or experience of violence;

•	 monitoring and supporting women living 

with HIV for subsequent violence;

•	 ensuring that the male partner is not present 

when the woman is asked about or discloses 

violence, as she may be subjected to further 

abuse by her partner as a consequence.

Summary of the evidence: The evidence-base 

for this approach comes primarily from stud-

ies designed to respond to violence against 

women. The outcomes are not preventing 

violence against women, but a range of qual-

ity of care and service delivery outcomes. The 

activities mentioned above are based on rec-

ommendations from existing WHO guidelines 

that are based on a systematic assessment 

of the evidence (131). Evidence, mainly from 

high-income settings, suggests that interactive 

training of health care providers may improve 

identification of and clinical care and support 

to women experiencing violence, provided 

that systems of care and referral are in place 

(132–134). A systematic review of interventions 

on universal screening of women experiencing 

intimate partner violence shows that screen-

ing is not effective in either reducing partner 

violence or improving women’s quality of life 

and health outcomes (135, 136). Therefore, 

WHO guidelines recommend identifying 

women based on signs and symptoms indica-

tive of partner violence rather than universal 

screening (131). Evidence on interventions to 

support HIV disclosure, safety planning, and 

psychosocial support for women experiencing 

violence is limited. There are no examples for 

this programming idea in the accompanying 

annexes as there are, as yet, no evaluated inter-

ventions that directly assess HIV outcomes.

Conclusion: Integrating violence in HIV ser-

vices is not-applicable (N/A) for preventing 

violence against women, as it responds to 

women who have already experienced vio-

lence. Existing WHO guidelines recommend 

integrating violence services in all health care 

settings including HIV testing and counsel-

ling, PMTCT, treatment and care services to 

mitigate the consequences of violence faced 

by women and to avoid exposing women, 

especially those living with HIV, to further vio-

lence. However, this has not been evaluated for 

impact on HIV-related outcomes therefore, it 

is considered as effectiveness undetermined.

VAW HIV
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Programming Idea 11: Providing comprehensive 
post-rape care including HIV post-

exposure prophylaxis (PEP)

What it involves: Providing comprehensive 

post-rape care, including HIV PEP, to survivors 

of rape who seek care within 72 hours can help 

reduce the risk of HIV infection (131, 137–139). 

Comprehensive post-rape care addresses the 

full range of health, psychosocial support, 

and police and legal justice needs of rape sur-

vivors. In the immediate term, it includes PEP 

for HIV and other STIs, emergency contracep-

tion, assessment and treatment of injuries and 

women-centred care (see programming idea 

10). Longer-term needs for survivors include 

support for adherence to PEP, mental health 

care (e.g. for depression, drug and alcohol use 

problems) (131). Health-care providers also 

play a critical role in collection and documen-

tation of forensic evidence that can support 

criminal prosecution of perpetrators, if the 

survivor wishes to pursue this (137). Survivors 

who decide to pursue criminal charges may 

need referrals to legal services and support 

for navigating the criminal justice system 

(68). Therefore, provision of comprehensive 

post-rape care requires strong coordination 

and referrals between health, police, justice 

and social services.

Summary of the evidence: Studies show that 

PEP is more effective when delivered as part 

of comprehensive post-rape care services 

(140, 141). Comprehensive post-rape care 

remains inaccessible to the majority of rape 

survivors worldwide. Reasons include: limited 

availability of services; stigma and insensitiv-

ity faced by survivors; a lack of information 

and awareness about services; delays due to 

poor police procedures; limited coordination 

between police and medical services; and a 

lack of funding allocated to these services 

(142). Evidence on effectiveness of PEP in 

preventing HIV is limited to one study. Policy 

discussions may need to reflect whether to 

offer PEP routinely (e.g. in high HIV prevalence 

settings) or after a risk assessment (e.g. in low 

HIV prevalence settings) (131). Effectiveness 

of PEP depends on adherence, which may be 

a problem for women due to side-effects of 

the drug and the emotional consequences of 

rape. There is limited evidence on effective 

approaches for improving adherence support. 

A study from South Africa in which psycho-

social support was provided to rape survivors, 

showed no impact on adherence to PEP (143). 

Examples of post-rape care interventions are 

provided in Annex 1.9.

Conclusion: The approach is rated as not-

applicable (N/A) in terms of its impact on 

preventing violence as it responds to women 

who have already experienced violence. WHO 

guidelines recommend offering comprehen-

sive post-rape care services, including HIV 

PEP, to survivors of rape who attend within 72 

hours of the incident. It is regarded as effec-

tive, albeit the limited evidence, in preventing 

HIV infection. 

VAW HIV
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Programming Idea 12: Addressing HIV in 
services for survivors of violence

What it involves: This refers to the provision 

of HIV prevention information, education, 

counselling, as well as referrals to HIV ser-

vices (e.g. treatment and care) to survivors of 

intimate partner violence and sexual abuse 

through other programmes and services that 

they already use (e.g. shelters, social services 

for survivors of abuse, mental health ser-

vices, services for treating women engaged 

in harmful substance use). This can also 

include individual or group HIV risk-reduction 

education or counselling and trauma based 

cognitive behaviour therapy, e.g. PTSD for 

post-traumatic stress disorder (PTSD). Such 

interventions can also build skills in negotiat-

ing safer sex and partner communication, and 

offer support mechanisms from peers.

Summary of the evidence: A majority of 

interventions that target survivors of vio-

lence for HIV prevention through violence 

prevention and response services have been 

implemented in high-income countries (e.g. 

the USA). A review of domestic violence shel-

ters in one state in the USA found that, while 

most shelters assessed sexual abuse history, 

few provided HIV prevention information and 

counselling or STI services. Many shelters did 

not have active HIV prevention programmes, 

as they did not see HIV as a priority and also 

faced human and financial resource con-

straints (144). Three randomized controlled 

trials and one quasi-experimental study with 

women survivors of childhood abuse, all con-

ducted in urban areas of the USA, provided 

individual or group education sessions rang-

ing from 11 to 25 sessions spread between 6 

weeks and 6 months. The content of these 

sessions included: trauma-based therapy, 

enhanced sexual health education and 

counselling for HIV risk-reduction, and adher-

ence counselling for HIV positive women with 

histories of childhood sexual abuse. Three 

out of the four interventions showed impact 

on risk-reduction (i.e. either reduced sexual 

risk taking or unprotected sex) (145–149). A 

pilot quasi-experimental study conducted 

in Johannesburg, South Africa compared 

participatory group education on HIV preven-

tion offered to abused women over 6 sessions 

with the outcomes of a 1-day workshop. The 

evaluation found similar improvements in 

HIV knowledge, risk-reduction intentions and 

condom use self-efficacy in both groups at 

the two-month follow up (150). Most inter-

ventions providing HIV prevention services to 

women with a history of experiencing violence 

are based on small sample sizes, require sig-

nificant and specialized human resources for 

intensive sessions over a long period of time, 

and have been applied in high-income set-

tings where shelters and services for violence 

prevention and response are more widely 

available than in low- and middle-income 

country settings. Hence, it is unclear how 

feasible they are in resource-poor settings. 

Examples of interventions that address HIV in 

services for survivors of violence are provided 

in Annex 1.10.

Conclusion: This approach is not-applicable 

(N/A) for preventing violence against women 

as it focuses on HIV prevention among those 

who have already experienced violence. Given 

that these interventions were mainly with 

pilot interventions with small sample sizes 

and have not been implemented outside the 

USA, this approach is considered to be prom-

ising for HIV outcomes among women who 

experience violence.

VAW HIV
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•	 Where women are preoccupied with their personal safety, they may be less attentive to HIV 
prevention messages, face challenges in disclosing their HIV status, implementing risk-reduction, 
engaging in other preventive health behaviours and adhering to HIV treatment. Even where there 
is no violence, many women face unequal power in sexual relationships. Therefore, HIV prevention, 
treatment, care and support interventions need to understand the context of women’s intimate 
relationships, identify women at risk of or experiencing violence, and tailor HIV information and 
services to take into account unequal power relations, women’s safety, and histories of violence.

•	 Service providers may need training to understand how HIV and violence are linked, how to 
recognize and assess risk of violence based on signs and symptoms, and how to provide women-
centred care to those who disclose their experience of violence.

•	 Putting in place comprehensive post-rape care services requires a policy framework, infrastructure, 
medical equipment and supplies training, and referral mechanisms as part of ensuring quality of 
care. It also requires support for adherence to PEP. Each setting may need to consider which model 
of service delivery is more appropriate for them. For example, in low-resource settings, it may be 
more appropriate to integrate post-rape care in existing services and facilities.

•	 Women can be reached with integrated violence prevention and response and HIV services 
through either HIV services or through services for abused women. While providing HIV pre-
vention, treatment and care to women who use services for violence (e.g. shelters) has been 
implemented in the USA and seems promising, in low- and middle-income settings, support 
services to respond to violence against women are not widely available. Therefore, this approach 
may need to be further tested in such settings for feasibility.

•	 Referral mechanisms between health services and other supportive services need to be strength-
ened in order to better tailor, support and meet the needs of women who experience and 
disclose violence in HIV settings.

Box 10	    Lessons Learnt
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L
aws and policies that protect women from violence are important for signalling 

non-tolerance of violence against women, protecting survivors from further acts of 

violence, and providing justice to survivors. Laws and policies that promote gender 

equality more broadly are also important, as they create an enabling environment 

and increase the likelihood of success and sustainability of efforts to reduce violence against 

women and vulnerability to HIV. While laws alone cannot stop HIV and AIDS, punitive and 

discriminatory laws – and law enforcement practices – can deny justice for people living 

with and at risk of HIV. Such laws can create environments in which individuals may not 

be able to protect themselves from HIV or be able to access HIV prevention, treatment, 

care and support (151). For example, laws criminalizing sex work increase sex workers’ vul-

nerability to violence. Similarly, laws that criminalize HIV transmission or non-disclosure 

disproportionately affect women who may not disclose their status due to fear of violence 

or are unable to demand condom use because of violence (151). Many countries also have 

religious and customary laws and practices (e.g. widow inheritance, widow cleansing) that 

perpetuate violence and discrimination against women, and are often in conflict with 

national laws and policies.

Even where there are good laws, they are often inadequately enforced. Common enforce-

ment problems are: lack of coordination among courts and other services; reluctance by 

police or prosecutors to investigate cases or protect women in danger; unwillingness or 

inability of the judiciary to enforce laws due to lack of capacity; lack of resources and 

specialized knowledge; corruption, bureaucracy, and victim-blaming bias within the police 

and justice systems; lack of awareness of the laws among the public; and public distrust in 

formal justice mechanisms. As a result, women who experience violence not only distrust, 

but are further victimized by the very systems designed to protect them. Therefore, there 

is a need to strengthen enforcement and implementation of national policies, plans and 

protocols to guide health, legal, education and other sectors’ responses to violence against 

women. Policies to reduce harmful use of alcohol are also important for both preventing 

violence against women and the risk of HIV. Studies demonstrate that problem drinking is 

associated with risk of HIV infection as well as with risk of partner violence (28, 33).

The following four programming ideas (13 to 16) include:

•	 Promoting laws to address violence against women and gender equality

•	 Improving women’s access to justice

•	 Develop and implement national plans and policies to address violence against women 

including in HIV responses 

•	 Addressing the intersections of violence against women, harmful alcohol use and HIV

16 Ideas for addressing violence against women in the context of the HIV epidemic: A programming tool40



Programming Idea 13: Promoting laws to address 
violence against women and gender equality

What it involves: Law reform needs careful 

research and analysis of how various laws, 

provisions within the laws, and religious and 

customary laws and practices might impact 

women’s vulnerability to violence and HIV. 

Promoting law reform involves advocacy 

activities, including strategic communication, 

building alliances and partnerships, budget 

tracking and analysis, and mobilizing civil 

society. It requires investing in and ensuring 

the active involvement of civil society, such 

as women’s organizations and networks; sex 

work organizations; and women living with 

HIV. It also requires active engagement with 

and strengthening capacities of professionals 

from the legal, health and education sectors. 

It can include litigation activities, participat-

ing in drafting and amendments of laws, and 

dialogue with key law-and policy-makers. 

Equally important is advocacy aimed at 

religious and community leaders to encour-

age them towards prohibiting religious and 

customary laws and practices that increase 

violence and discrimination against women.

Summary of evidence: Nearly 125 countries 

have some legislation criminalizing at least 

some forms of violence against women (e.g. 

domestic partner violence, sexual violence, 

child sexual abuse, sexual harassment). 

Despite this progress, there continues to be 

many weaknesses in specific provisions, defi-

nitions of what constitutes violence against 

women, sanctions and penalties, and require-

ments for evidence for establishing a crime in 

many countries. For example, only 52 countries 

recognize rape within marriage as a crime, 

making it difficult for women to protect them-

selves from sexual violence within marriage 

and negotiate safe sex (151). Legal reforms 

to protect women from violence have shown 

some evidence in increasing the reporting of 

violence and improving the quality of police 

and judicial response. However, no studies 

have directly examined the impact of law 

reforms on overall rates of partner violence, 

arrests, prosecutions, and convictions, particu-

larly in low- and middle-income countries (28).

There is insufficient evidence on whether 

efforts at law reform alone have had an effect 

on preventing or reducing violence against 

women and their vulnerability to HIV. Part of 

the challenge is that pathways by which laws 

influence individual behaviours and practices 

are complex and impact is not experienced in 

the short term. However, case studies on law 

reforms highlight that there is an inherent 

value in the reform process itself as campaigns 

to pass or amend legislation serve as impor-

tant platforms for public discussion and can 

strengthen partnerships among civil society, 

government officials, parliamentarians, and 

other stakeholders (e.g. judiciary, police) (28). 

Modelling analysis on impact of various HIV 

interventions shows that changes to the legal 

and policy environment, including those aimed 

at reducing violence against women and stigma 

and discrimination against people living with 

HIV, can substantially reduce the annual num-

ber of new HIV infections (152). See Annex 1.11 

for examples of law reform efforts.

Conclusion: While laws alone cannot reduce 

or prevent violence against women, most 

experts who work on violence against women 

agree that laws addressing violence against 

women and gender equality are instrumental 

in bringing these issues out into the open (i.e. 

changing the culture of silence and stigma), 

dispelling the idea that violence is a private 

matter and sending a message about what is 

socially acceptable.

13
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Programming Idea 14: Improving women’s access to justice

What it involves: Efforts to improve women’s 

access to justice can include:

•	 training police and judiciary about relevant 

laws affecting violence, women’s human 

rights and the rights of key populations 

affected by HIV, better policing and proce-

dural practices, and supportive responses to 

survivors;

•	 establishing women police units, domestic 

violence, or family courts to administer 

justice;

•	 increasing collaboration, referrals, and 

coordination among law enforcement and 

social services through coalition building 

and policy changes – known as ‘coordinated 

community response’;

•	 increasing women’s literacy and awareness 

of the laws, their rights, and access to legal 

services including through paralegals;

•	 strengthening forensic systems for better 

documentation of evidence that can be 

admitted in courts (see WHO Guidelines for 

medico-legal care for survivors of sexual vio-

lence) (137).

Summary of the evidence: Countries such as 

Costa Rica, Nicaragua, South Africa, and the 

USA have implemented coordinated com-

munity responses. While such models have 

improved coordination of services and redress 

for women who come forward to report vio-

lence (i.e. increasing arrests, cases resulting 

in prosecution), they have not increased 

women’s use of services or reduced overall 

levels of partner violence (28, 153). The lack of 

buy-in at the senior level and sustained efforts 

have resulted in police and judiciary training 

in Latin America and the Caribbean having 

limited impact on practice with respect to 

family violence. Where it has worked, it is due 

to the participation of peers in trainings, the 

use of protocols mandated from the top, and 

training that has been integrated into pre- and 

in-service curricula (153). Police and judiciary 

training has also focused on reducing human 

rights abuses of key populations vulnerable to 

HIV (151). Very few of these have been evalu-

ated, and also being part of multi-component 

HIV programmes makes it difficult to disentan-

gle the impact of police and judicial training 

components from others (98). In several coun-

tries (e.g. Argentina, Brazil, Colombia, Costa 

Rica, Ecuador, Nicaragua, Peru and Uruguay), 

special police units staffed by female officers 

have been established to encourage women 

to come forward and to offer them more 

sensitive services. However, evaluations have 

shown that female police officers do not nec-

essarily have better attitudes towards victims 

of violence than their male counterparts. 

Moreover, these units are underfunded, they 

lack equipment, the female officers are not 

properly trained, and they are often part of a 

dysfunctional overall justice system. Hence, 

they have limited impact on quality of care 

and redress received by women (28, 153). 

Finally, interventions to increase rights lit-

eracy of women, community awareness of 

laws and provide women legal services have 

largely not been evaluated, making it difficult 

to draw conclusions about their effectiveness. 

See Annex 1.12 for examples of interventions 

to improve women’s access to justice.

Conclusion: Evidence suggests that improving 

access to justice for women who experience 

violence may require improving the ‘whole 

systems’ approach, as isolated efforts to train 

police and judiciary or increase female offic-

ers may have limited impact in the context of 

dysfunctional justice systems.
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Programming Idea 15: Developing and implementing 
national plans and policies to address violence 

against women including in HIV responses

What it involves: A number of countries (e.g. 

Argentina, Liberia, Mexico, the Philippines 

and the United Republic of Tanzania,) have 

developed multisectoral national plans and 

policies on violence against women, as well 

as sector-specific policies and operational 

protocols to guide responses of the health, 

legal/justice, education, and other sectors. 

These plans and policies provide a framework 

for guiding the various sectors in terms of: 

their actions; roles and responsibilities; coor-

dination mechanisms; budget allocations; 

and accountability mechanisms. A national 

framework is critical for strengthening the 

implementation of legislative frameworks on 

violence against women. Practical guidance 

to develop national plans on violence against 

women or integrate violence against women 

in national AIDS plans highlights the following 

activities: reviewing existing policy and legis-

lative frameworks; compiling relevant data 

on violence against women and HIV linkages; 

convening multisectoral stakeholder groups; 

building capacity of policy-makers and man-

agers to address violence against women and 

HIV linkages; and conducting evidence-based 

advocacy (154–156).

Summary of the evidence: The work to 

develop and implement national plans on 

violence against women or integrate violence 

against women into national HIV plans is only 

just beginning in many settings. As yet, there 

is no evaluation of the impact of national 

plans and policies on violence against women 

outcomes. A gender equality assessment of 

20 national HIV strategic plans from eastern 

and southern Africa1 showed that only eight 

1	 Angola, Botswana, Comoros, Eritrea, Ethiopia, Kenya, 
Lesotho, Malawi, Madagascar, Mauritius, Mozambique, 
Namibia, Rwanda, Seychelles, Swaziland, the United 
Republic of Tanzania, Uganda, Zambia and Zimbabwe.

of them explicitly articulated gender-based 

violence as a priority and included interven-

tions to either provide services or prevent 

gender-based violence. Of these, only four 

countries (i.e. Mozambique, Rwanda, South 

Africa and the United Republic of Tanzania) 

included interventions for prevention and 

services for gender-based violence (157). It 

is unclear how many plans have concretely 

allocated resources for gender-based violence 

activities or how they are being implemented. 

Implementation is frequently problematic, 

due to budget constraints or a lack of politi-

cal will. An analysis of the implementation of 

national violence against women plans from 

Central American countries2 between 2001 

and 2003 found that policies had not even 

been widely disseminated (158). For example, 

in several of these countries, health providers 

were unaware of the policies or their specific 

content. In some cases, national policies posed 

unintended adverse consequences. For exam-

ple several countries, including Guatemala 

and Panama, require health providers to report 

cases of family violence to legal authorities. 

This places providers in a position of betraying 

confidentiality of their clients, and potentially 

reduces women’s willingness to disclose vio-

lence (158). See Annex 1.13 for examples of 

national plans to address violence against 

women.

Conclusion: National policies and plans 

provide an important framework for guiding 

and coordinating multisectoral responses to 

violence against women in the context of HIV. 

Implementation of existing commitments to 

violence against women in national plans and 

policies, needs to be further strengthened.

2	 Belize, Bolivia, Costa Rica, El Salvador, Guatemala, 
Honduras, Nicaragua, Panama and Peru.
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Programming Idea 16: Addressing the intersections of violence 
against women, harmful alcohol use and HIV risk

What it involves: Addressing the intersections 

of violence against women, harmful use of 

alcohol and HIV risk is an emerging area of 

programming. It can include:

•	 policies to reduce alcohol availability, such 

as restricting hours and days of sale, imple-

menting a rationing system, introducing 

minimum purchase-age policies and reduc-

ing the density of retail outlets;

•	 policies to regulate the prices of alcohol and 

increase taxes;

•	 policies to ban alcohol advertising and mar-

keting (e.g. in movies, through merchandise, 

events, internet, podcasts, mobile phones);

•	 early identification of problem drinking and 

counselling interventions in health care 

settings.

Summary of the evidence: The relationship 

between harmful use of alcohol and violence 

is complex. Alcohol is not considered to be a 

cause of partner violence, but rather a con-

tributing factor. Not everyone who drinks 

is equally at risk of committing violence. In 

many cultures there are high rates of vio-

lence against women even though alcohol is 

considered taboo. Studies show that drinking, 

especially binge drinking by men, may increase 

the frequency and severity of intimate partner 

abuse, and that the risk of partner violence 

is elevated on days when men drink (28, 66). 

Studies show that excessive alcohol use by 

male partners is strongly associated with HIV 

infection. A systematic review of 86 studies 

in sub-Saharan Africa found that alcohol 

consumption is consistently associated with 

unprotected sex, multiple partners, coercive 

sex, and transactional sex. The meta-analysis 

showed that drinkers have 1.57 times the risk 

of acquiring HIV compared to abstainers, and 

problem drinkers have 2.04 times the risk 

compared to abstainers (33).

A meta-analysis of 112 studies shows an 

inverse relationship between high prices and 

taxes on consumption of alcohol and heavy 

drinking (159). A meta-analysis of 23 inter-

ventions involving early identification (i.e. 

screening) and brief counselling by health 

care providers, implemented in primary care 

settings from the USA, also shows promise 

in reducing men’s problem drinking (160). 

However, these two meta-analyses did not 

include impact on partner violence or HIV 

outcomes. Other studies from Australia and 

the USA show that policies to reduce avail-

ability of alcohol (e.g. to curb density of 

alcohol outlets, reduce opening/selling hours) 

can potentially lead to fewer alcohol related 

problems, including domestic quarrels and 

assaults (66). Community interventions to 

change drinking norms are an emerging area, 

with ongoing interventions in sub-Saharan 

Africa (e.g. Namibia, South Africa) (161, 162). 

See Annex 1.14 for examples of interventions 

for this programming idea.

Conclusion: Addressing the intersections 

of alcohol use, violence against women and 

HIV is an emerging area for programming. 

Evidence from high-income countries sug-

gests that policies to reduce access to and 

availability of alcohol can reduce problem 

drinking, and may reduce situations that trig-

ger violence (e.g. domestic quarrels). However, 

evidence on impact of these strategies on 

actual reductions in violence against women 

and on HIV-related outcomes is lacking.
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•	 Laws that are based on international human rights standards for addressing violence against 
women, promoting gender equality, and protecting the rights of communities affected by and 
living with HIV from discrimination can create an enabling environment for reducing women’s 
vulnerability to violence and HIV.

•	 In many countries, law reforms have not necessarily yielded changes on the ground for women, 
in part because laws are not adequately operationalized or enforced and national policies and 
implementation plans are not adequately resourced.

•	 Improving women’s access to justice may require strengthening the broader justice system. This 
may require strengthening capacities of the police, judiciary, paralegals, and forensic experts to: 
recognize the problem of violence against women; reflect on their own biases including against 
key populations affected by HIV; and interpret laws and respond appropriately. Strengthening 
coordination, referrals, and linkages among different sectors providing services to women who 
experience violence (e.g. legal, police protection, health care, safe space, psychosocial support) is 
also necessary.

•	 Efforts to train police, judiciary, forensic experts and others need buy-in from senior management. 
Such efforts may need to be integrated into pre- and in-service curricula, and into law enforce-
ment and legal practices in routine procedures and protocols. It is not necessarily true that female 
police or judges are, by virtue of their sex, automatically more sensitive to women survivors of 
violence.

•	 National policies, protocols and plans are useful mechanisms for guiding, resourcing, coordinating 
and ensuring accountability of national responses to violence against women. While a number of 
good practices are emerging in developing such plans, policies and protocols, their implementation 
lags behind due to lack of political will and lack of resources.

•	 Policies to reduce the harmful consequences of alcohol represent an emerging area of intervention 
to reduce violence against women and HIV risk. More evaluations are needed to assess the impact 
of policies and of individual and community interventions to reduce problem drinking on violence 
and HIV risk, especially in low- and middle-income countries.

Box 11	    Lessons Learnt
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Annex 1.11. Good practice examples, 
programming idea 13: Promoting laws to address 
violence against women and gender equality
1. Advocacy and activism by women’s organizations in Latin and Central American countries 

have been instrumental in bringing about reforms on legislation related to violence against 

women in the past 15 years (158). Organizations such as the Latin American Committee 

for the Defense of Women’s Rights (CLADEM), as well as women’s commissions in national 

legislative bodies, have engaged in legal analysis, lobbying and raising awareness of the 

weaknesses of existing legislation, as well as the need for reforms. These organizations have 

worked with women parliamentarians, political leaders, cabinet advisers and ministers of 

health to exchange experiences, define priority issues for actions and press for changes in 

laws. Some important achievements of the legal reforms have been:

•	 Establishing protective measures (Belize, Costa Rica, El Salvador, Guatemala and 

Nicaragua) including for psychological damage such as depression or post-traumatic 

stress disorder resulting from abuse as a criminal offense (Nicaragua).

•	 Establishing family ties as an aggravating circumstance in the case of injury, warranting 

the use of more severe penalties (Nicaragua).

•	 Changing the status of sex crimes and spousal violence to public offenses, and broaden-

ing the definitions and the sanctions for rape and incest (Belize, Costa Rica, Honduras, 

Nicaragua, and Panama).

2. Decriminalizing sex work and implications for violence against sex workers: In New Zealand, 

the 2003 Prostitution reform act decriminalized sex work and enabled sex workers to oper-

ate safely in public. The New Zealand Prostitutes’ Collective, brothel operators and the 

labour inspectorate collaborated to develop workplace health and safety standards for sex 

work. Sex workers can bring employment discrimination complaints to the Human Rights 

Commission. The Mediation Service on Employment adjudicates disputes. The police sup-

port sex workers in reporting violence (191).

3. Working with community elders to change customary laws and practices: The Kenya Legal and 

Ethical Issues Network on HIV and AIDS is educating community elders in alternative dis-

pute resolution to property and inheritance disputes between widows and their in-laws. 

They are also training widows and local law enforcement officials to create awareness of 

human rights so that traditional legal systems can be adapted to facilitate promotion and 

protection of women’s rights (151).

4. Resources for law reform on violence against women:

•	 Handbook for drafting legislation on violence against women (2012) (192)

•	 Global commission on HIV and the law: Risks, rights and health (2012) (151)

•	 Respect, protect and fulfill: Legislating for women’s rights in the context of HIV and AIDS – Volume 

One: Sexual and Domestic Violence (2009) (193)
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Annex 1.12. Good practice examples, 
programming idea 14: Improving women’s 
access to justice
1. Training and fostering police accountability to increase sex workers’ access to justice: Tais Plus is 

an nongovernmental organization that promotes human rights of sex workers, including 

male and transgender sex workers in Bishkek, Kyrgyzstan. They work to improve sex worker 

access to direct legal assistance through multisectoral collaborations. The organization 

works with the police, municipal officials and members of the judiciary. It also provides 

education to sex workers about their human rights. Since 2003, Tais Plus and the AIDS 

Foundation East-West have been supporting police training to improve police and sex 

worker interactions, particularly as many sex workers face violence from the police, sex 

work managers, clients and criminal gangs. A pilot program, Legal Support for People Involved 

in Sex Work, which began in 2003, offered sex workers direct legal assistance, education 

about their legal rights, and peer training. The pilot also facilitated collaboration between 

sex workers and police and other members of the criminal justice system. In the first year 

of its operation, the project took on 76 legal cases involving sex workers. In 2008, the organi-

zation provided documentation of human rights abuses and violence against sex workers 

in the CEDAW shadow report. Evaluation of its police training is ongoing and results are 

forthcoming (194).

2. The Women’s Legal Rights Initiative has implemented several projects to strengthen enforce-

ment of laws related to violence against women and women’s rights. For example, in 

Guatemala, the Initiative trained 50 community women as certified paralegals. The parale-

gals developed and used a manual on intra-family violence to facilitate better access to legal 

services for survivors of violence by educating the public about the law, legal mechanisms 

and available resources to help survivors of violence (195).

3. Resources for improving women’s access to justice: The United Nations Office of Drug and 

Crimes (UNODC) has developed a handbook of effective police responses to violence against 

women that serves as practical guidance for first responders, particularly the police in how 

to sensitively respond to and investigate cases of violence against women. The handbook 

provides a number of good practice examples from countries on investigating reports of 

violence, collecting evidence, responding to offenders, and providing services to victims of 

violence against women (196).

16 Ideas for addressing violence against women in the context of the HIV epidemic: A programming tool66



Annex 1.13. Good practice examples, 
programming idea 15: Develop and imple-
ment national plans, policies and protocols to 
address violence against women including in 
HIV responses
1. Developing national plans on violence against women: A number of country-specific good 

practices in establishing national plans and policies on violence against women have been 

described in a Handbook for developing national action plans on violence against women by UN 

Women (156). Costa Rica’s national plan for the care and prevention of intra-family vio-

lence (PLANOVI) was adopted in 1998 to address intra-family violence against women. The 

plan was a result of strong advocacy by women’s organizations, and is coordinated by the 

National Institute of Women (INAMU). It includes governmental and nongovernmental 

organizations, and stipulates the health sector to provide services and support to women 

affected by gender-based violence. The goals of PLANOVI are: to implement an integrated 

system for detecting intra-family violence and extra-family sexual abuse; prevent aggres-

sion against women; provide care and services to survivors so that they may recuperate and 

begin living healthier lives free of violence; and promote actions to change sociocultural 

patterns that encourage and justify violent behaviours and instil non-violent lifestyles that 

are based on respect for individual differences (156, 158).

2. Integrating gender-based violence in national HIV plans: Papua New Guinea’s National HIV and 

AIDS strategy (2011–2015) recognizes the empowerment of women and girls as a key prin-

cipal. It specifies reducing gender-related vulnerability, including gender-based and sexual 

violence, as a strategic priority to reduce HIV vulnerability. It stipulates that interventions to 

reduce physical and sexual violence against women and girls and support survivors of vio-

lence will be urgently scaled up. Its objectives for reducing violence against women include: 

implementation of multisectoral responses to reduce gender-based and sexual violence; 

strengthening access to comprehensive services to reduce HIV-related vulnerability among 

survivors of gender-based and sexual violence; working with men and boys to promote 

gender equality and prevent gender-based violence; and implementing advocacy interven-

tions to address cultural practices and factors such as polygamy, bride-price, divorce, and 

customary laws on inheritance (197).
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Annex 1.14. Good practice examples, 
programming idea 16: Addressing the inter-
sections of violence against women, harmful 
alcohol use and HIV risk
Policies to reduce availability of alcohol: In Australia, the population of Halls Creek, a small town 

in the remote Kimberley region of Western Australia, is predominantly Aboriginal. After 

many years of high alcohol consumption, a number of measures were taken in an effort to 

redress its negative influence on the community. Key among these was a restriction on the 

trading hours when ‘take-away’ alcohol was available. The effects of this intervention were 

monitored by examining longitudinal patterns of alcohol consumption, incidence of crime, 

and outpatient data at the local hospital. The data were compared with equivalent peri-

ods prior to the restricted trading hours. A decrease in alcohol consumption was observed 

for each of the two years following the intervention. Overall, incidence of crime declined. 

Alcohol-related presentations to the hospital and presentations resulting from domestic 

violence decreased relative to the equivalent quarterly period prior to the intervention. 

There were short-term fluctuations observed, particularly with domestic violence, where 

presentations (of less severity) became more frequent during several quarters. Emergency 

evacuations as a result of injury showed a marked decrease. The consistency of trends 

across a variety of health and social data showed a positive effect after the implementa-

tion of restricted trading hours. While a direct effect is likely, a multitude of concurrent 

programmes promoting health in the community place limitations on this conclusion. The 

process in achieving change, supported by statutory measures, has however, been success-

ful in curbing the morbidity and mortality experienced by the community (198).
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