
Feasibility oF economic 
interventions For 
Hiv Prevention in 
young PeoPle living in 
inner-city JoHannesburg



 
 
 

 
 

FEASIBILITY OF ECONOMIC INTERVENTIONS FOR 

HIV PREVENTION IN YOUNG PEOPLE LIVING IN  
INNER-CITY JOHANNESBURG 

FINAL REPORT 

 
 
 

March 2014 

 

 

 

The USAID | Project SEARCH, Task Order No.2, is funded by the U.S. Agency for International Development under Contract No. 
GHH-I-00-07-00032-00, beginning September 30, 2008, and supported by the President’s Emergency Plan for AIDS Relief. The 
Research to Prevention (R2P) Project is led by the Johns Hopkins Center for Global Health and managed by the Johns Hopkins 
Bloomberg School of Public Health Center for Communication Programs (CCP). 



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

ACKNOWLEDGEMENTS 

This study was implemented by USAID | Project SEARCH, Task Order No. 2. Research to Prevention 
(R2P). R2P is based at the Johns Hopkins University (JHU) in Baltimore, Maryland, USA. The study was 
implemented in partnership with Wits Reproductive Health & HIV Institute (Wits RHI) at the University 
of the Witwatersrand. Dr. Sinead Delany-Moretlwe (Wits RHI) and Dr. Heena Brahmbhatt (JHU) designed 
the study and provided technical assistance during research implementation and compilation of this 
report. Lawrence Mashimbye (Wits RHI) coordinated the implementation of the research activities and 
provided technical input during compilation of this report. Dr. Henry Moultrie (Wits RHI) and Dr. 
Jonathan Stadler (Wits RHI) assisted with data analysis and design of the qualitative interviews 
respectively. Aislinn Delany (Wits RHI) assisted with preparing the report. We appreciate the inputs from 
Dr. Caitlin Kennedy (JHU) and Dr Deanna Kerrigan (JHU) for review of the final report and Jason Wolfe 
(USAID) in aspects of study design. 

We would like to acknowledge the following Wits RHI team members who assisted with data collection, 
including Mmarashia Beleng (Fieldwork coordinator), Nomalipheze Sitawutawu (Fieldwork coordinator), 
Tshepo Modisane (Fieldworker), Goodson Masekwameng (Fieldworker), Iris Sishi (Fieldworker), 
Nkululeko Mtsha (Fieldworker), Cleopas Hwinya (Data manager), Linh Diep (Data manager) and Sarina 
de Jonge (Regulatory officer).  

We acknowledge the young people from inner city, Johannesburg who participated in the study. We 
thank the youth community advisory board (YCAB) for mobilizing young people in Johannesburg inner 
city and for their continuous support throughout the course of the research.  We thank the three 
schools in the inner city and the Esselen Street Clinic Youth Friendly Services for their support during 
evaluation of cash transfer conditions, and acknowledge the support of the provincial departments of 
Basic Education and Health in this regard.  

This work was supported by USAID|Project SEARCH, Task Order No. 2, funded by the US Agency for 
International Development under contract No. GHH-I-00-07-00032-00, beginning 01 January 2012.  

  

 

 

 
Page 2 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

ACRONYMS 

AIDS  Acquired Immunodeficiency Syndrome 

ATM  Automatic bank Teller Machine 

CCT  Conditional Cash Transfer 

CSG  Child Support Grant 

DBE  Department of Basic Education  

HIV  Human Immunodeficiency Virus  

IMAGE  Intervention with Microfinance for AIDS and Gender Equity  

JHU  Johns Hopkins University 

LTFU  Lost to follow up 

ODK   Open Data Kit 

PTID  Participant Identification  

RCT  Randomized Controlled Trial  

RDS  Respondent Driven Sampling 

SANAC  South African National AIDS Council 

SMS  Short Messaging Service 

STI  Sexually Transmitted Infection 

Wits RHI Wits Reproductive Health and HIV Institute at the University of the Witwatersrand 

YCAB  Youth Community Advisory Board 

YFS  Youth Friendly Services 

  

 

 

 
Page 3 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

TABLE OF CONTENTS 

ACKNOWLEDGEMENTS ........................................................................................................... 2 
ACRONYMS ........................................................................................................................... 3 
TABLE OF CONTENTS .............................................................................................................. 4 
EXECUTIVE SUMMARY ............................................................................................................ 6 

Introduction ................................................................................................................................................. 6 
Methods ....................................................................................................................................................... 7 
Key findings ................................................................................................................................................. 7 

INTRODUCTION ..................................................................................................................... 9 
Risk behavior among youth in South Africa ............................................................................................... 9 
Limited evidence for individually-based HIV prevention interventions for youth .................................... 9 
Societal determinants of HIV in South Africa ........................................................................................... 10 
Economic Interventions to prevent HIV .................................................................................................... 11 
Rationale for this study ............................................................................................................................... 15 
Goal and Objectives .................................................................................................................................... 16 
Methods ...................................................................................................................................................... 18 
Study design ................................................................................................................................................ 18 
Study setting ............................................................................................................................................... 19 
Phase I: Cross-sectional RDS survey ......................................................................................................... 20 

Study population ................................................................................................................................. 20 

Recruitment and enrollment procedures ........................................................................................... 20 

Data collection .................................................................................................................................... 21 

Statistical considerations and analysis ................................................................................................ 22 

Phase II: Pilot randomized controlled trial ............................................................................................... 23 

Study population ................................................................................................................................. 23 

Recruitment and enrollment procedures ........................................................................................... 23 

Randomization and implementation of the intervention ................................................................... 23 

Data collection .................................................................................................................................... 24 

Statistical considerations and analysis ................................................................................................ 24 

Phase III: Qualitative evaluation ............................................................................................................... 25 

Study population ................................................................................................................................. 25 

Recruitment and enrollment procedures ........................................................................................... 25 

Data collection .................................................................................................................................... 25 
 

 

 
Page 4 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

Data analysis ....................................................................................................................................... 25 

Ethical review ............................................................................................................................................. 26 
RESULTS ............................................................................................................................ 27 

Phase I: Cross-sectional RDS survey ......................................................................................................... 27 

Description of participants .................................................................................................................. 27 

Economic vulnerabilities ..................................................................................................................... 28 

HIV-related sexual risk or protective behaviors .................................................................................. 29 

Hope for the future and related risk behaviors .................................................................................. 30 

Factors associated with sexual activity, binge drinking and suicidal ideation .................................... 31 

Phase II: Pilot RCT .................................................................................................................................... 33 

Trial participant characteristics ........................................................................................................... 33 

Implementation of the intervention ................................................................................................... 35 

Outcomes of the pilot cash transfer study at six-month follow up .................................................... 37 

Phase III: Qualitative evaluation ............................................................................................................... 39 

Description of the population ............................................................................................................. 39 

Key themes .......................................................................................................................................... 39 

DISCUSSION........................................................................................................................ 44 
Poverty, economic vulnerabilities and access to health ............................................................................ 44 
Feasibility and acceptability of cash transfers in an urban setting ........................................................... 45 
Effects of different conditions on sexual risk behaviors ........................................................................... 46 
Expenditure of cash transfers and potential for unintended consequences ............................................ 47 
Study Limitations ...................................................................................................................................... 48 
Conclusions and Recommendations ......................................................................................................... 48 

REFERENCES ...................................................................................................................... 49 
TABLES .............................................................................................................................. 54 
FIGURES .............................................................................................................................75 

 

  

 

 

 
Page 5 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

 
EXECUTIVE SUMMARY 

Introduction 
Globally, adolescent health has been shown to be socially determined with national wealth, income 
inequality, and lack of educational access being strongly associated with morbidity and mortality. In 
South Africa, young women in particular are disproportionately affected by the HIV epidemic, and many 
of the factors that increase their risk for HIV infection appear to be socially determined. There is also 
increasing recognition that poverty and gender inequality interact with and exacerbate the spread of 
HIV. Consequently, there is increasing interest in prioritizing interventions that address the underlying 
economic drivers of the epidemic, such as microfinance interventions, social protection schemes, and 
economic incentive schemes. To date, however, few interventions have combined economic 
empowerment with HIV prevention activities, and even fewer have been systematically evaluated.  

The South African National AIDS Council (SANAC) synthesis report (2011) recommends specifically 
exploring the feasibility, acceptability, and cost of using cash transfers to alter the underlying structural 
drivers of the South African HIV epidemic, either through social protection instruments (such as the 
Child Support Grant [CSG]) or more direct incentives. Cash transfers may reduce HIV risk in young 
women by addressing underlying social and structural vulnerabilities that increase the risk to HIV 
infection. However, the mechanism by which they may reduce HIV risk depends heavily on the target 
population, as well as the specific pathways by which poverty and income inequality influence infection 
risk. To date, many of the studies investigating cash transfer interventions for HIV prevention have been 
evaluated in rural communities, and most have focused on cash transfers conditioned on school 
attendance for young girls. Prior studies have failed to explore the success of cash transfer programs in 
reducing HIV-associated risk factors among young males and whether these programs should be 
sensitive to differences in behavior by gender. There is also a need to assess the feasibility of cash 
transfer programs for young men and women in urban, low-resource settings, as findings from rural 
settings may not be generalizeable and there may be unintended consequences of cash transfers given 
to disadvantaged youth in urban settings. In addition, it is unclear which focus of economic interventions 
would result in the maximum social benefit. Studies assessing the mechanisms of cash transfer, the 
intended and unintended consequences of cash transfers, and cash conditioned on various outcomes 
are critical to better understand how these programs might address HIV risk associated with poverty and 
inequity.   

This study sought to understand the extent to which poverty and income inequality facilitate HIV risk 
behavior in young people aged 15 to 24 years, and whether economic vulnerabilities act as barriers to 
access to health and HIV prevention services for this age group. The study also aimed to evaluate the 
feasibility of conditional cash transfers (CCTs) in a low-income urban setting in South Africa and to 
provide a better understanding of the intended and unintended consequences of cash incentives in such 
a setting.  
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Methods 
The study consisted of three phases. First, a cross-sectional survey using respondent-driven sampling 
(RDS) methods was conducted in a sample of younger (15-19 years) and older (16-24 years) youth, both 
those in-school and out-of-school in the low-resource urban setting of inner city Johannesburg. Youth 
aged 18 years and older provided informed consent, while youth younger than 18 years provided assent 
and consent was obtained from a parent/caregiver. Survey interviews were computer assisted and self-
administered. They were based on a standardized instrument using validated measures for items 
including sexual behavior, health seeking behavior, substance use, violence, gender power relations, 
family structure, and grant history. The survey was followed by the design and implementation of 
randomized controlled pilot study in 120 young people aged 16-18 years to evaluate the feasibility and 
acceptability of three different cash transfer strategies. Youth were randomized to receive one of the 
following: an unconditioned monthly cash transfer over a period of six months; a monthly cash transfer 
conditioned on 80% school attendance; or a clinic conditioned cash transfer which provided a single 
payment as an incentive to encourage clinic attendance for a sexual and reproductive health visit. A 
single payment was equivalent to R280 (~USD 28.00). Direct cash transfers were made electronically 
through the use of cardless services allowing withdrawal of cash from an ATM using a pin code. 
Participants were asked to return at six months for a follow-up assessment. In the third phase of the 
study, a sample of participants (n=12) were invited to participate in in-depth interviews. Permission was 
obtained from participants to use data routinely collected as part of clinical care for this study. Ethical 
clearance for this study was obtained from the Human Research Ethics Committee (Medical) at the 
University of the Witwatersrand and the Johns Hopkins Bloomberg School of Public Health Institutional 
Review Board. 

Key findings 
Data from the cross-sectional surveys confirmed evidence of economic vulnerability in this population 
that was associated with increased risk behaviors. These risk behaviors were strongly correlated. The 
pathways by which economic vulnerability operated differed between the older and younger age 
groups, pointing to differences related to life course and the transition from parental care to 
independent living in the two age groups. School attendance was an important protective factor across 
all risk groups in the younger age groups. 

The subsequent pilot study showed that there was a higher proportion of clinic visits in the clinic 
conditioned arm (64%) compared to the other two study arms (26% in the unconditioned cohort and 
24% in the school conditioned cohort. This difference was statistically significant.   

The school conditioned arm experienced several challenges with collecting school attendance data.  
Contrary to expectations, this arm did not increase school attendance; rather, those in the school 
conditioned intervention arm were most likely to report having missed at least one day of school over 
the study period (75% of adolescents in the school condition had missed at least one day of school 
compared to 62% in the unconditioned arm and 51% in the clinic condition). The school conditioned arm 
also had the highest loss to follow-up. 
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There were no differences in sexual behavior by intervention arm, suggesting that the cash transfer 
strategies are equivalent in terms of their effects on sexual behavior. An overall assessment of behavior 
before and after the cash transfer provides some evidence of changes in sexual behavior in a positive 
direction. However, the small sample size does not allow for assessments of impacts on behavior 
change. 

There was little evidence to support concerns regarding the unintended consequences of cash transfers. 
Participants did not report any impact on their relationships with family, friends or teachers. There was 
little evidence for increases in alcohol consumption, tobacco or drug use, or for use of cash transfers to 
procure sex. Most participants receiving monthly payments spent their money on personal care or 
hygiene items or else on cell phone expenses. Qualitative interviews revealed that some participants 
used the money to acquire items that their parents did not or could not afford to give them. 
Nevertheless, expenditure patterns differed by study arm, with those in the clinic-conditioned arm being 
less likely to spend their money on personal care or hygiene items than those in the other arms. More 
than half of adolescents (58%) reported that they had saved a portion of their cash.  

Taken together, these results support the need for further research to evaluate the impact of cash 
transfers on the health and access to education for young people living in urban environments in South 
Africa. 
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INTRODUCTION 

In South Africa, young people bear a disproportionate burden of HIV infection. Despite recent declines in 
HIV prevalence among young South African women, 13.9% of all females in the country between the 
ages of 15 and 24 years are HIV-infected (UNAIDS, 2013; UNAIDS, 2010). This is more than three times 
higher than the prevalence of HIV infection among South African men in the same age range (3.9%) 
(UNAIDS, 2013; UNAIDS, 2010). In a study of sexually active young women aged 15 to 24 years in South 
Africa, the mean reported number of lifetime sexual partners was 2.3 and the per-partnership 
probability of HIV transmission from men to women was very high at 2% to 6% (Pettifor et al., 2007). 
These data underscore the extreme risk experienced by young women in this country.  

Risk behavior among youth in South Africa  
The high rate of HIV infection among young women in South Africa can be explained in part by on-going 
high risk sexual behavior. In the 2008 South African Youth Risk Behavior Survey conducted among 
school-based youth aged 13 to 21 years, high prevalence of HIV-associated risk behaviors were observed 
(Reddy et al., 2010). Approximately 38% of the respondents reported ever having sex and 14% reported 
having had sex before the age of 14 years. Among sexually active youth, 41% reported multiple sexual 
partners, 16% reported use of alcohol before sex, and 14% reported use of drugs before sex.  Although 
the majority (64%) felt they could protect themselves from HIV infection, only 31% of sexually active 
youth reported consistent condom use. Additionally, 19% had either been pregnant or made someone 
pregnant, and 4% reported a history of sexually transmitted infections (STIs). Despite high levels of HIV-
associated knowledge acquired mainly through school-based HIV/AIDS education programs, young 
people’s perception of their own risk was lower than might be expected, with only 12% believing that 
they could be infected with HIV in their lifetime. 

Behavioral risk factors such as younger age at sexual debut (Pettifor et al., 2009; Reddy et al., 2010), 
having an older partner (Hallet et al., 2007; Kelly et al., 2003), having concurrent sexual partners 
(especially during the acute HIV infection phase) (Halperin et al., 2004; Morris et al., 1997; Mah & 
Halperin, 2010), lack of consistent condom use (Reddy et al., 2010), interpersonal physical and sexual 
violence (Jewkes et al., 2003; Jewkes et al., 2010), and alcohol use (Fischer et al., 2007) have all been 
shown to be associated with an increase in HIV-associated risk factors (Fischer et al., 2008; Chersich et 
al., 2007).   

Limited evidence for individually-based HIV prevention interventions for youth 
While school-based interventions for young people are attractive, there is limited evidence of their 
effectiveness in substantially reducing HIV incidence in this population. Three community trials among 
youth involving schools and other key stakeholders found no significant impact on HIV incidence among 
youth (Kinsman et al., 2001; Ross et al., 2007; Cowan et al., 2010).   

A recent meta-analysis of HIV prevention interventions in youth using three on-line databases identified 
only 28 studies, and only two with biological outcomes (Michielsen et al., 2010). The authors concluded 
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that there is a striking mismatch between the burden of HIV in youth and the efforts to design and 
evaluate interventions for effectiveness. They noted that where effects were observed, they were small 
and confined to boys. This slow progress may be attributed at least in part to a narrow emphasis on 
changing individual behaviors, with many programs failing to address structural and social factors that 
place young people at risk (Gupta, 2008).   

There is a growing recognition that no single HIV prevention intervention will be successful in curbing 
the HIV epidemic (Merson, 2008; Piot et al., 2008; Kurth et al., 2011). Mathematical models have 
suggested that combining several partially effective interventions could have a synergistic effect and 
may reduce transmission below the reproductive rate necessary to sustain HIV epidemics (Cassels et al., 
2008). What constitutes the optimal combination of HIV prevention interventions remains a critical 
question and one that will be guided by local epidemics and transmission dynamics. Even antiretroviral-
based HIV prevention interventions are unlikely to be successful if they do not take into account both 
individual behavior and structural risks associated with HIV infection.  

Societal determinants of HIV in South Africa 
A recent synthesis report by the South African National AIDS Council (SANAC, 2011) reviewed the HIV 
epidemic and response in South Africa. The report highlighted numerous sexual and relationship norms 
prominent in South Africa that contribute to and perpetuate the high rates of HIV transmission in the 
country. Notably, there is a pervasive nature of transactional sex in South Africa, both in general and 
among young women in particular. According to the report, transactional sex – or the exchange of sex 
for material resources such as food, shelter, transport or money – is recognized as a common way for 
South African women to earn cash or other commodities by having sex with men who provide them with 
money or resources. Noteworthy, however, is that most of the women who engage in transactional sex 
do not self-identify as sex workers.  

Recent analyses conducted on populations in Johannesburg confirm the importance of addressing the 
economic context of young women’s HIV risk, including likelihood of engaging in transactional sex. 
Research on risk factors associated with HIV acquisition in women aged 18 – 35 years enrolled in a 
microbicide trial in Johannesburg found that the risks for incident HIV infection were different for 
women younger than 25 years compared to those older than 25 years (Nanoo et al., 2011). In the 
younger age group, low access to resources was associated with a strong risk for HIV infection during 
follow-up and STI prevalence was high, indicating high risk sexual activity in this group compared to 
older women. Other studies in South Africa have found that poorer women are more likely to engage in 
transactional sex or sex work (Wojcicki et al., 2001; Wojcicki et al., 2002) and that sex workers may be 
reluctant to use condoms because condom use was associated with an increase in violence or lower fees 
(Abdool Karim et al., 1995). 

The SANAC report identified several other predisposing factors contributing to HIV risk, including 
substantial income inequality, high unemployment, unequal gender power relations, extremely high 

 

 

 
Page 10 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

levels of interpersonal violence, and excessive alcohol consumption. These factors have modulated 
sexual interaction at the societal level, remaining outside of the control of individuals (SANAC, 2011). 

A study by the Human Sciences Research Council to assess the well-being of South African youth found 
that the quality of life of young people remains low. The authors attribute this mainly to the impact of 
the HIV epidemic and exclusion from the labor market, with over a third of youth being classified as 
living in poverty (Makiwane & Kwzera, 2009). The relationship between household poverty and HIV risk 
may be particularly important to examine among young girls. A study conducted among youth aged 14 – 
22 years in Cape Town, South Africa found that sexual debut was earlier for girls in poorer households 
(Dinkelman et al., 2007). Young girls may engage in unprotected sex with older men in order to secure 
school fees as well as other forms of security. Several studies have shown that age-disparate sex has 
been correlated with an increase in HIV risk (Quigley et al., 1997; Gregson et al., 2002). It is essential to 
better understand the complex dynamics within the social and physical context of adolescents in urban 
settings that expose them to HIV-associated risks.  

Economic Interventions to prevent HIV 
There is increasing recognition that poverty and gender inequality interact and exacerbate the spread of 
HIV and that economic interventions hold potential for preventing and mitigating transmission of HIV 
and adverse outcomes among those who are infected, particularly among women. Consequently, there 
is increasing interest in prioritizing interventions that address the underlying economic drivers of the 
epidemic, such as microfinance interventions, social protection schemes, and incentive schemes. These 
three strategies are described briefly here. 

 
1. Microfinance interventions: Microfinance refers to the provision of financial services, such as loans 

(i.e., microcredit) and savings, to low-income individuals or those who do not have access to formal 
banking services. Because evidence suggests inequality and impoverishment exacerbate HIV 
transmission, many believe economic empowerment can prevent or mitigate the spread of the 
disease, particularly for women.  

 
An Intervention with Microfinance for AIDS and Gender Equity (IMAGE) was conducted and 
evaluated through a community randomized trial in Limpopo, South Africa to test this hypothesis 
(Pronyk et al., 2006). IMAGE combined a microcredit program with a gender empowerment and HIV 
training curriculum. While the intervention was not able to demonstrate an impact on HIV 
incidence, it contributed to a reduction in partner violence and improvements in social capital, 
household economic well-being, and women’s agency in the intervention group relative to the 
comparison communities. The authors attribute the lack of impact on HIV incidence to 
methodological limitations. Nonetheless, their final interpretation was that social and economic 
development interventions, such as microfinance, have the potential to alter risk environments for 
HIV and intimate-partner violence in Southern Africa and so should be considered for scale-up and 
future evaluation. 
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The Shaz! Project was a microcredit project aimed at young women orphaned by at least one 
parent, who are currently out of school (Dunbar et al., 2010). The microcredit intervention, which 
combined life skills education with business training, was piloted in the group of young women in 
Zimbabwe. At six months, the study found that although there were improvements in HIV-related 
knowledge, the economic context and a lack of adequate support led to several challenges with loan 
repayments and business success among participants. The authors concluded that in that context, 
microcredit may not the best livelihood intervention to reduce risk among adolescent girls.  

 
2. Social protection programs: Social protection programs are designed to reduce poverty and 

vulnerability by influencing policy, promoting efficient labor markets, helping people reduce their 
exposure to financial risks, and enhancing an individual’s capacity to protect themselves against 
hazards and interruption or loss of income (UNICEF, 2012). Some social protection schemes provide 
direct cash payments or transfers (either conditional or unconditional) to the poor and vulnerable. 
Conditional cash transfers (CCTs) are generally contingent upon recipients engaging in positive social 
behaviors such as attending school or health clinic visits. A well-known example of this approach is 
the Progresa program in Mexico (now known as Oportunidades), which provides cash transfers to 
poor mothers conditional on them sending their children to school regularly and conducting regular 
visits to health care facilities for child health assessments (De Janvry, 2004). This approach 
recognizes the demand-side barriers to investment in human capital that impact access to health 
and education services. These include uniforms, transportation, and the opportunity cost of 
schooling because of a reliance on children for labor. The approach also focuses on a long-term 
investment in human capital to break the cycle of poverty by increasing access to schooling and 
educational attainment among poor families.  

 
An analysis of the long-term effect of Progresa/Oportunidades on women's use of health care 
services found that program beneficiaries increased their average number of clinic visits. With 
increasing time of exposure, women were more likely to access care from skilled clinicians as 
opposed to traditional practitioners or no care at all. Thus, provision of CCT programs to women in 
South Africa might feasibly improve their selection of HIV prevention, treatment and care services as 
well, assuming commensurate investments in the quality supply of these services.  

 
Several studies have demonstrated the role of social assistance in poverty alleviation in the South 
Africa (Samson, 2002; Seekings, 2002, DSD, et al., 2012). Nationally, Child Support Grants (CSGs) are 
provided to poor primary caregivers of children under the age of 18 years. These grants are 
unconditional and eligibility is determined through means testing. Analysis of households receiving 
these grants indicates substantial increases in school attendance and higher math and reading 
scores, particularly for female children and specifically when grants are paid to a female member of 
the household (DSD, et al., 2012). Children who receive government social grants are more likely to 
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attend school, an effect that appears greater for young women than young men (Samson et al., 
2004).  

 
Recently the age range of the CSG in South Africa was extended to age 18 years. Associated with this 
age extension was an attempt by the government to make these grants conditional on school 
enrollment and attendance. While there are limitations in available capacity for monitoring such 
conditions, these changes provide an important opportunity to explore the role of CCTs for HIV 
prevention. A community randomized controlled trial (RCT) is currently underway to investigate the 
role of CCTs (which match the value of the existing CSG) in promoting school attendance and 
preventing HIV infection among young women aged 13 to 20 years in a rural setting in Mpumalanga, 
South Africa. This RCT was designed to address the finding that young girls in South Africa who did 
not complete school had four-fold higher odds of HIV infection compared to those who did 
complete school (Pettifor et al., 2008).  
 
There is increasing evidence that promoting school attendance may be protective for young women. 
A study in Kenya found reducing economic barriers to school attendance by paying for girls’ school 
uniforms reduced reported pregnancy levels (Duflo et al., 2006). Recently, the World Bank reported 
on a study in Malawi, the Zomba Cash Transfer Program, which provided CCTs to girls and their 
caregivers in a rural area to attend school regularly. One year after the program began, girls 
receiving the cash transfers were significantly more likely to be enrolled in school and less likely to 
be pregnant, married early, or engage in sexual activity or risky sexual behavior (Baird et al., 2010). 
Eighteen months after the program began, HIV prevalence in the cash transfer group was 60% lower 
than in the group that did not receive cash payments. To date, no studies have specifically examined 
the impact of cash transfers on health outcomes in an urban African context. 
 
One recent study exploring the impact of child-focused state cash transfers on adolescent sexual risk 
behavior was conducted in two rural districts and two urban districts in South Africa (Cluver, 2013). 
In this study, receipt of a cash transfer was associated with reduced incidence of transactional sex 
and age-disparate sex (sex with a partner more than 5 years older) for adolescent girls, with similar 
associations for prevalence. No significant effects were shown for other risk behaviors such as 
having unprotected sex, multiple sexual partners, or sex after drinking or taking drugs. For 
adolescent males, no consistent effects were shown for any of these risk behaviors. This suggests 
that receipt of this small amount of money reduces the economic need for adolescent girls to 
choose unsafe sexual partners. The authors’ final interpretation is that child-focused cash transfers 
are potentially important for effective combination strategies for prevention of HIV. An Impact 
Assessment was also done by the South African CSG in partnership with the Department of Social 
Development (DSD), the South African Social Security Agency (SASSA) and UNICEF (DSD et al., 2012).  
This assessment found that the CSG significantly reduced sexual activity, number of sexual partners, 
unintended pregnancy, and alcohol and drug use, especially for females.  All these reductions in risk 
behaviors were even more pronounced for adolescents who received the CSG in early childhood.   
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3. Incentive schemes: Incentive schemes use direct, behavior-linked incentives to improve behaviors of 

people and are grounded in a well-established tradition of experimental research in psychology 
based on behavior modification theory (Kavanagh et al., 2011). In recent years, there has been 
increasing interest in using this approach to modify health, education and other social behaviors in 
young people. A systematic review of the impact of incentive schemes on health and social 
behaviors in youth identified 16 trials and 7 process evaluations which investigated (and presented 
findings on) “process issues” such as facilitators and barriers to program implementation, 
accessibility and reach of programs, and acceptability of incentives to providers, young people, and 
their parents.  This review concluded that there is evidence for incentive schemes to promote single 
health behavior change, although there is less evidence for changing complex behaviors (Kavanagh 
et al., 2005). 

 
This approach has also been explored in the HIV prevention field, where cash incentives are 
conditioned on health or behavior outcomes. To date, studies evaluating the impact of incentive 
schemes on health and social behaviors have produced mixed results. In a World Bank-sponsored 
study in Tanzania, adult men and women were provided cash payments for practicing safe sex and 
avoiding bacterial STIs. After 12 months of the intervention, the investigators reported a 25% 
decrease in STI incidence in individuals receiving the cash transfers (de Walque et al., 2012). Another 
study in Malawi, the Malawi Incentives for Change, assessed the impact of a cash transfer program 
(a random amount ranging from zero to 4 months-worth of wages drawn from a bag by the 
participants) on maintaining the HIV status of the individual for at least one year (Kohler & Thorton, 
2012). This study had no impact on HIV infection or reported sexual behavior, but did find that 
shortly after receiving the cash payment, men were significantly more likely and women less likely to 
engage in high risk sexual behaviors (e.g., sex without condoms, alcohol use before sex, etc.). Some 
explanations for the lack of impact on behavioral outcomes were that the cash is given too far in the 
future or that it was not enough money. Interestingly, in the case of the Zomba Cash Transfer 
program, the authors attribute the change in HIV prevalence to reductions in transactional sex, and 
argue that it was the cash rather than the condition of school attendance that contributed to 
decreased HIV risk (Baird et al., 2010). 

 
To date, few interventions have combined economic empowerment with HIV prevention activities, 
and even fewer have been systematically evaluated. This limits our understanding of the 
effectiveness of economic interventions designed to prevent HIV and suggests that further research 
is warranted.  Our study was aimed to fill this gap in knowledge and assess the feasibility of CCT 
programs in an urban, low-resource African setting, as findings from rural settings may not be 
generalizeable and there may be unintended consequences of cash transfers given to disadvantaged 
youth in urban settings.   
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Rationale for this study 
The SANAC report (2011) recommends specifically exploring the feasibility, acceptability, and cost of 
using cash transfers to alter the underlying structural drivers of the South African HIV epidemic either 
through social protection instruments like the CSG or more direct approaches. Although there are 
planned randomized trials assessing the impact of cash transfers on school attendance, these studies are 
in rural settings and it’s not clear to what extent the findings of these studies are applicable to urban, 
poor settings which are generally characterized by multiple disadvantages.  Our study aims to fill this 
gap by assessing the feasibility and acceptability of a cash transfer intervention among young males and 
females in an urban, disadvantaged environment.   

Cash transfers, either in the form of social protection grants or direct incentives, may reduce HIV risk in 
young women by addressing underlying social and structural vulnerabilities that increase the risk to HIV 
infection. However, the mechanism by which cash transfers may reduce HIV risk depends heavily on the 
target population and the specific pathways by which poverty and income inequality influence risk. 
Based on prior studies, the extent to which cash transfer programs are successful in reducing HIV-
associated risk factors among young males is unclear, as is whether these programs should be sensitive 
to differences in behavior by gender. 

Many of the studies investigating cash transfer interventions for HIV prevention have been evaluated in 
rural communities. This raises questions about how well findings from these studies can be generalized 
to urban settings, where positive social behaviors upon which grants are conditioned (e.g., school or 
clinic attendance) may be more difficult to monitor given the number of schools and health facilities in 
both formal and informal settings. The urban environment could potentially pose additional challenges 
to researchers and program administrators due to higher rates of migration and lower social stability. In 
addition, there may be unintended consequences to the provision of cash transfers where access to 
alcohol, drugs, and consumer goods are more readily available, potentially leading to promotion rather 
than reduction of behaviors associated with HIV risk. This is a concern frequently raised by global 
humanitarian and development agencies that implement cash transfer programs; namely, that cash may 
be more prone to anti-social use (in particular, the purchase of alcohol and cigarettes, sex from sex 
workers, or gifts for additional sexual partners) and that this risk may be highest among young men 
(Kohler, 2011). Research to evaluate cash transfer projects in Maseru and Mohale’s Hoek districts of 
Lesotho, however, found provision of cash did not significantly increase expenditures on alcohol and 
cigarettes but did reduce gender conflicts and tensions within households (Kohler & Thorton, 2010). 
Such concerns have not been documented in the payment of cash transfers to women in Latin American 
countries (Adato & Roopnaraine, 2010) but are considered here with regard to peer, intimate partner, 
and family relationships, given that adolescents might be both gender- and age-vulnerable to power 
dynamics. These unintended consequences in urban settings may be different in adolescent males 
compared to females. However, given the high HIV prevalence in many urban cities in South Africa, 
evaluating the feasibility of a cash transfer program is crucial as it may provide an untapped approach to 
HIV prevention. In order for cash transfer interventions to be successful countrywide, we must enhance 
our understanding of the potential challenges an urban setting may pose in the successful 
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implementation as well as the effectiveness of cash transfer interventions in reducing HIV risk behaviors 
and incidence.  

Goal and Objectives 
The goal of this study was to understand the extent to which poverty and income inequality facilitate 
HIV risk behavior in young people aged 15 to 24 years, and whether economic vulnerabilities act as 
barriers to access to general health, reproductive health, and HIV prevention services for this age group. 
The study also aimed to explore the impact of economic interventions on risk behaviors in both 
adolescent males and females, as there is currently little known about the impact of a cash transfer 
intervention on behaviors among males. In particular, the study aimed to evaluate the feasibility of CCTs 
in a low-income urban setting in South Africa and to provide a better understanding of the unintended 
consequences of cash incentives in urban settings. The purpose was to better understand how CCTs can 
be used to improve access to reproductive health and HIV prevention for young people and improve 
school attendance. 

  

 

 

 
Page 16 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

The specific objectives of the study were to: 

1. Determine whether poverty, income inequality, or other economic vulnerabilities influence 
sexual behavior and HIV risk reduction in sexually active youth (aged 15 – 24 years) living in a 
low resource urban setting such as inner city Johannesburg. In particular, the goal was to 
explore whether economic vulnerabilities influence use of and access to sexual and reproductive 
health services and other health services by young people in this community.  
 

2. Develop and pilot an intervention using direct cash incentives to promote risk reduction and use 
of health services over a period of six months in youth aged 16 – 18 years to determine the most 
appropriate and cost-effective delivery mechanisms by which economic interventions and their 
conditions can be delivered and managed in urban settings.  
 

3. Evaluate the feasibility and acceptability of the piloted cash transfer interventions in this setting 
and explore the effects of such interventions on health seeking behavior and uptake of 
preventive interventions, as well as on the sexual risk behavior of adolescents, especially with 
respect to unintended or negative consequences of the program. Additional objectives were to:   
 

a. Explore whether conditioning cash transfers on clinic attendance is more feasible and 
cheaper than conditioning on school attendance.  
 

b. Explore whether cash transfers, when conditioned on either school attendance or 
health service utilization, may provide additional benefit with regard to reduction in 
sexual risk behaviors compared to unconditioned cash transfers. 
 

c. Explore whether there may be differences in potential unintended negative anti-social 
behaviors when cash transfers are conditioned on either school attendance or health 
service utilization compared to unconditioned cash transfers. 
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Methods 

Study design 
The study took place in three phases corresponding to each of the three objectives outlined above. 

• Phase I: Cross-sectional survey of 1002 in-school and out-of-school youth aged 15 to 24 years 
living in Hillbrow and the surrounding areas of inner-city Johannesburg. Two groups – one 
younger and one older – were recruited within this age range using respondent driven sampling 
(RDS) methods. Data was collected on measures of economic vulnerability and HIV risk 
behaviors.  
 

• Phase II: Pilot randomized control trial (RCT) of an economic intervention among 120 youth aged 
16 – 18 years. A different recruitment process was used for participants who consented to be 
part of this pilot study. The intervention provided direct cash incentives to increase use of health 
and social services over a six-month period and reduce risk behavior. The pilot consisted of 
three arms (comprising 40 participants each) which were designed as follows: 
 

a. Arm A (unconditioned): Adolescent participants received a monthly unconditioned cash 
transfer of R280 (~USD 28.00) for six months. This arm was designed to mimic the 
conditions of the CSG, with the difference that these cash transfers were paid directly to 
the adolescents rather than to primary caregivers, as is the case with the CSG.  
 

b. Arm B (clinic condition): Adolescent participants received a single cash transfer of R280 
(~USD 28.00) conditional on attending the Esselen Clinic Youth Friendly Service (YFS) at 
least once in the first three months of the six month study. The clinic offers 
comprehensive sexual and reproductive health services. Participants received the 
transfer on completion of the visit, regardless of services accessed, if this visit occurred 
within the first three months.  
 

c. Arm C (school condition): Adolescent participants received cash transfers of R280 (~USD 
28.00) monthly for six months on condition that they have a school attendance record 
of over 80% for each preceding month during this period.  

All participants were asked to complete a questionnaire at enrollment into the trial, and 
again at the six-month follow-up interview timed to coincide with completion of the 
intervention.  

This design of the randomized pilot study allowed for a comparison of the potential 
advantages of conditioned over unconditioned grants (such as the CSG). The cash transfer 
amounts were set to equal the current CSG payments by the South African government. 
Furthermore, it allowed for an exploration of whether it is possible to achieve similar HIV 
prevention outcomes with a single clinic visit compared with conditioning on regular school 
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attendance.  There were some limitations to this study design. We did not have a true 
control group (i.e., individuals who did not get cash) and hence could not determine the 
impact of any individual treatment by itself. 

• Phase III: Qualitative data collection involving a purposive sample of RCT participants (n=12) 
who were invited to participate in in-depth interviews to provide feedback on their experience 
of the intervention process, and to provide insight into potential unintended consequences of 
CCT, as well as the potential mechanism by which these CCT may work for HIV prevention. Phase 
III provided additional acceptability data on CCT in this population. 

Study setting 
The study took place in the inner-city of Johannesburg (Hillbrow and surrounds). A recent census 
recorded 562,000 people living within the 240 km² area of Region F (Statistics South Africa, 2012). 
Region F combines the Johannesburg inner city and predominantly residential areas to the east of the 
city.  Hillbrow is a suburb in region F and is characterized by dense, over-crowded high-rise residential 
buildings and abandoned industrial buildings informally occupied by migrants from South Africa and the 
southern African region. Given overcrowding, population estimates are more likely to be three-fold 
higher (i.e., 1.5 million) (City of Johannesburg, 2012). The population is 51% male, with 20% under 15 
years of age, and 21% aged 15 -24 years (Statistics South Africa, 2012). A quarter of the population was 
born outside South Africa, with most immigrants in the older age brackets (>25 years) reflecting 
migration from surrounding countries for socio-economic or political reasons. Despite being immigrants, 
most residents live in Hillbrow for prolonged periods in search of employment opportunities. 
Additionally, 83% of adults in Hillbrow have some secondary education or higher, 57% are employed, 
and 60% of households have an annual income of R76,400 (~USD 7,640.00) or less, which is lower than 
the average household income in SA R103,204 (~USD  10,320.00) (Statistics South Africa, 2012). Living 
conditions in these slums are sub-optimal; population-based survey data from over 2,000 informal 
settlement dwellers suggest that only 41% have access to basic amenities like toilets, with many living 
on one meal a day (Delany-Moretlwe et al., 2009). Violence is common: nearly half of the men surveyed 
had experienced or witnessed violence in the past month, and disputes are frequently resolved by guns. 
In women, 17% had been coerced to have sex and 23% had experienced intimate partner violence (i.e., 
reported being beaten by partners). Alcohol use rates are high in men; 92% of men who drink were 
classified as hazardous drinkers by AUDIT measures. Alcohol use is significantly associated with sexual 
concurrency, transactional sex and coercive sex (Somji et al., 2011). 

This location was selected because of evidence that HIV prevalence in South Africa is highest in urban 
informal areas. The head offices of the Wits Reproductive Health and HIV Institute (Wits RHI) at the 
University of the Witwatersrand are located in Hillbrow in the inner-city. Wits RHI has a long-standing 
engagement with this community and health services in the area that stretches back to 1996. One-
quarter of Region F’s population lives within a 1.5km radius of Wits RHI. 
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Phase I: Cross-sectional RDS survey 

Study population 
Male and female youth aged 15 to 24 years living in the low-resource urban setting of inner-city 
Johannesburg were eligible for inclusion in the survey.  

While the original intention was conduct a school-based survey of in-school youth (n=600) and an RDS 
survey of out-of-school youth (n=400), this approach was revised when the Department of Basic 
Education (DBE) did not grant permission to recruit from within schools within the project timelines. A 
review of local DBE data demonstrated high national school enrollment among children of compulsory 
school-going age (7 to 15 years), but declines in enrollment for youth aged 16 and above (DBE, 2011a). 
National estimates also showed high levels of grade repetition: in 2009, 45% of learners in grade 12 
were older than the expected age for that grade, and some were as old as 24 years (DBE, 2011b). Given 
these considerations, and the fact that substantial financial and logistical challenges exist to conducting 
a population-based survey in inner-city Johannesburg where the sampling frame is unknown, 
investigators decided to conduct two separate RDS surveys: one in a younger, potentially school-going 
sample aged 15-19 years, and another in an older sample aged 16-24 years who would be more likely to 
represent out-of-school youth. 

Recruitment and enrollment procedures 
RDS methods are typically employed for hard-to-reach populations and have been used previously in 
surveys of youth (Tiffany, 2006; Johnston et al., 2010). This approach to sampling was recommended in 
a recent report on pediatric HIV surveillance (Patel et al., 2010). In Johannesburg, the inner-city is a 
densely populated, highly urban area where some youth may be involved in activities that are illegal or 
marginalized, making them difficult to reach and recruit. RDS was considered a reasonable alternative to 
a household survey in this community. 

RDS is based on the non-probability technique of snowball sampling, using a mathematical sampling 
theory to render a probability sample. RDS combines a modified form of chain referral or snowball 
sampling with a mathematical system for weighting the sample to compensate for it not being drawn 
from a simple random sample. This approach is based on a theory that if peer recruitment proceeds 
through a sufficiently large number of waves, the composition of the sample will stabilize and become 
independent of the seeds from which the recruitment began (Abdul-Quader et al., 2006). The process 
starts with initial “seed” respondents who match the eligibility criteria and who are tasked with 
recruiting other eligible respondents from their network of friends. This process continues, creating 
referral chains until the desired sample size is reached. Referral chains should be long enough to 
converge to a sampling equilibrium (Schonlau & Liebau, 2012). 

In this study a total of 37 “seeds” (younger sample, n=14; older sample, n=23) were recruited from 
youth drop-in centers, theaters, parks, churches and other places where youth congregate in the inner 
city. Seed selection was based on prior formative research that identified a range of venues that young 
people in this community frequent. These venues were felt to represent separate and distinct sub-
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populations or networks of young people, and were selected in an effort to reach a diversity of young 
people to form the seeds for the recruitment process. Trained community outreach staff approached 
potential seed participants at youth centers, theatres, parks, and other recreational facilities within the 
inner-city and provided a brief overview of the study and eligibility criteria. Interested youth who self-
identified as meeting the eligibility criteria were invited for an interview at the Wits RHI research center. 
Participants aged 18 years or older were asked to provide consent for the interview, while consent from 
a caregiver and assent from the participant was required for participants younger than 18 years. 

Recruitment then took place through the use of referral chains. The recruited seed participants were 
encouraged to recruit up to three additional eligible individuals from their network of friends (see Table 
1 in appendix for a summary of this process) to participate in the same consent, eligibility, and survey 
assessments at the Wits RHI research center. Coupons were distributed to seeds and successive waves 
of respondents to link participants back to their respective recruiters as well as identify their place in the 
recruitment chain (Figure 1 and Figure 2 show the network draws for the group). A double-incentive 
system was used in which participants received a minimum of R50 (~USD 5.00) for participating in the 
survey and a further R10 (~USD 1.00) for each additional respondent recruited. Recruitment continued 
until a total sample size of 1,000 was reached.  

In both surveys, boys were recruited more rapidly than girls. This led to changes in the recruitment 
strategy to prioritize enrollment of girls over boys and issuing of coupons to girls only. For the younger 
group, changes in recruitment strategy began when 157 participants had completed the survey. At that 
point, two of the three recruitment coupons issued to participants were restricted for recruitment of 
girls only. At participant 269, all three coupons were restricted for recruitment of girls only. In the older 
sample, recruitment was adapted to increase enrollment in the 20-24 age group by restricting issue of 
coupons to those in that age band. To achieve representation of young women in the sample, two of the 
three coupons issued after participant 236 were restricted to young women. This has implications for 
the analysis, and strategies for handling this are described in subsequent sections. 

Data collection 
The interview was based on a standardized instrument including items related to the exposures of 
interest (through measures of poverty and economic vulnerability), as well as the outcomes of interest 
including sexual behavior, substance use, violence, gender power relations, and health seeking behavior. 
Where possible, questions were based on previously validated measures for use in this population. All 
questionnaires were translated into isiZulu and seSotho. Participants completed the QDS ™ ACASI-based 
questionnaires loaded on to desktop computers (younger sample), or Open Data Kit-based 
questionnaires loaded onto handheld mobile devices (older sample). While the underlying principles of 
computer assisted data collection are the same, the transition from ACASI to Open Data Kit (ODK) 
(http://opendatakit.org/) was aimed at improving efficiencies in data collection. ODK is a newer 
technology that is free, user-friendly and open-source for the programming of data collection on mobile 
devices that use the Android operating system. For both surveys, responses were transferred to a secure 
electronic database at the end of each day.  
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Statistical considerations and analysis 
This was an exploratory study. The primary exposure of interest was household poverty and the main 
outcome of interest was sexual behavior including ever having sex, consistent condom use (ever and last 
sex), number of sexual partners, coercive sex, and transactional sex. We assumed that more than half 
the sample would be sexually active in this population. A sample of 1000 young people was considered 
sufficient to detect differences as small as 15% in sexual activity between those classed as “economically 
vulnerable” and those that are not with at least 80% power and α =0.05, assuming that 50% were 
“economically vulnerable.” During the development of the survey, and in response to emerging 
qualitative data collected in this community, we expanded the range of primary outcomes of interest to 
include ever having had sex, binge drinking, and ever considered suicide. 

Data were imported into Stata v12.1 (StataCorp, 2011). Respondents who provided identical 
alphanumeric answers for more than half of the questions in two or more sections indicating likely 
repetitive keying were identified and all data points apart from demographic, network size, and coupon 
chain data, which are required for chain integrity, were recoded as missing. In total, data from 32 
participants in the younger RDS sample were identified as providing repeat answers.  

RDS-1 estimators were derived using code developed by Schonlau & Liebau (2012). RDS-1 analytical 
methods involve the development of variable specific weights derived from transition matrices and 
network size. Analytical approaches for multiple outcome variables using RDS-1 estimators have not yet 
been fully elucidated. We adopted the approach recommended by Schonlau & Liebau (2012) in which 
individual weights were derived for a single primary variable with these weights being applied to all 
outcome variables. Sex (male/female) was selected a priori as the primary weighting variable. RDS-1 
estimators, weight components and homophily for sex are reported (see Table 2).  

Sensitivity analyses were conducted using weights derived from the “currently in school” and “ever 
having had sex” variables. Sensitivity analyses were also conducted to assess the impact of change of 
recruitment strategy on sample results. There was no difference in results between the sample recruited 
prior to the recruitment change and the remainder recruited afterwards, so the entire sample was 
included in subsequent analyses. Both un-weighted sample proportions and RDS-1 gender weighted 
population proportions are reported in tables in the appendix. Bivariate logistic regression for the three 
primary outcome variables – ever had sex, ever considered suicide, and binge drinking – were conducted 
using survey commands in STATA incorporating the individual RDS-1 weights derived from sex 
(male/female) individual as well as the seed for the recruitment chain as a cluster variable.  

While the Markov process theory underlying RDS-1 estimators suggests that samples at equilibrium are 
independent of the seed and therefore allowing for clustering is not required, we elected to include 
seed as a cluster variable for two reasons. Firstly, the large number of waves before reaching 
equilibrium suggests that early waves of the RDS samples are potentially clustered. Secondly, the change 
in the recruitment strategy to only recruiting girls after subject 269 in the younger RDS sample and 
subject 236 in the older RDS samples potentially violated a number of assumptions underlying RDS 
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methodologies including reciprocity, irreducibility and random selection of potential participants by 
recruiters from within their networks. Final analysis was conducted using RDS-2 estimators.  

Phase II: Pilot randomized controlled trial 

Study population 
Participants were eligible for this study if they were aged 16 to 18 years, living in inner-city 
Johannesburg, enrolled in school, and identified themselves as being sexually active.  

This age range was chosen because it falls within the age range of the CSG (up to 18 years old), and 
includes youth in senior secondary school who are beginning to consider the next steps for their future. 
Because two of the intervention arms were conditioned either on school or sexual and reproductive 
health clinic attendance, participants were required to be sexually active and attending school.  

Wits RHI has existing agreements with three of the four schools in the Hillbrow area to access the school 
attendance records (a requirement of the study’s school condition) and so participants were selected in 
part on the basis of their enrollment in one of these three schools. 

Recruitment and enrollment procedures 
Adolescent participants in the RCT were recruited through networks developed by Wits RHI over the 
course of their existence. Fliers were distributed around the inner-city to invite participants from the 
three schools. Word of mouth was also used. Identified potential participants were contacted and 
invited to the Wits RHI research center (together with a caregiver for those aged 16 and 17 years) where 
eligibility criteria were reviewed and written assent and consent was obtained. 

At enrollment all participants, regardless of study arm, were informed of the location and services 
offered at the Esselen Clinic Youth Friendly Services (YFS) and encouraged to attend at least once during 
the six months of the study. All participants were provided with vouchers for the clinic in order to 
facilitate the tracking of participant attendance at the clinic. Permission was obtained from participants 
to use data routinely collected as part of clinical care for this study. Medical records were kept in paper 
files at the YFS. The following clinical and laboratory data were extracted from the participants’ paper 
records and entered into a secure Access® database: date of first clinic attendance, dates and results of 
HIV tests, sexual health history including pregnancies, contraception, STI diagnoses and treatments 
performed as part of routine care.      

Randomization and implementation of the intervention 
Participants were randomized into one of the three study arms using sequentially numbered, sealed 
envelopes. These envelopes were opened only after participant details had been recorded on the 
outside of the envelope.  

In the unconditioned arm, unconditional cash transfers of R280 (~USD 28.00) per month were made to 
adolescents each month for the total follow-up period of six months. In the clinic conditioned arm, 
adolescents received a once-off cash transfer of R280 conditional on their attendance at the Esselen 
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Clinic YFS at least once during the six-month duration of the study. On attending the clinic, participants 
were offered sexual reproductive health education and services related to family planning and 
contraception, pregnancy testing, HIV counseling and testing, correct condom use, STI screening and 
treatment, medical male circumcision, and HIV risk assessment and risk reduction counseling by a 
professional health service provider. However, the cash transfer was not conditional on the uptake of 
any offered health education or services but rather on presentation to the clinic.  In the school 
conditioned arm, adolescents received a monthly cash transfer of R280 for six months conditional on a 
school attendance record of over 80% per month. School attendance records were obtained monthly for 
participants in this arm only, although all participants were encouraged to attend school regularly. 

Direct cash transfers were made electronically through the use of either cardless services offered by 
some banks in South Africa that allow withdrawal of cash from an ATM through the use of a pin code, or 
through card-based payments. Pin codes for cardless services were sent via Short Message Service 
(SMS). Alternatively, cards with linked pin codes were provided at the time of enrollment from the Wits 
RHI research center to participants who did not have a phone or else had a shared phone where 
confidential pin codes could not be sent.  For both methods of payment, cash was collected from an 
ATM. All participants were given one charge-free withdrawal and subsequent withdrawals would be 
charged at the bank standard rates. All participants were educated on how to access their payments 
during enrollment.  

Each month, Wits RHI staff created a list of participants qualifying for payments. The list included all 
participants in the unconditioned arm, and those that had met the conditions for the two other arms. 
Once the list was created and verified, it was sent to the finance administrators to process the 
payments. The finance administrators would upload the payments electronically and provide the proof 
of payments to study coordinator. The study coordinator followed up with all participants by phone to 
verify if they received their payments. Follow up for participants without phones were made through 
schools. Participants were encouraged to raise queries about access to the payments with the study 
coordinator. The study coordinator worked with finance team to resolve the queries.  

Data collection 
Once informed consent and assent forms were signed, participants were considered part of the study 
and self-administered baseline questionnaires were completed. All participants were requested to 
attend an exit visit after six months, at which participants completed self-administered questionnaires. 
These questionnaires were similar to those at enrollment but included additional questions on spending 
in order to assess the main outcomes of interest. Data was collected on handheld mobile devices pre-
programmed with the questionnaire using ODK. Process outcomes were assessed through field reports 
and records which monitored the delivery of the cash, as well as the conditions for cash transfers in two 
of the arms, and provide further insight into acceptability and feasibility of CCT. 

Statistical considerations and analysis 
The sample size for the pilot RCT was not determined by statistical power calculations but rather a 
pragmatic estimate of the sample size required to produce useful results on which future studies may be 
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based. The total sample size was 120 adolescents. The randomization process allowed for a maximum of 
60% and minimum of 40% for male or female participants. This was balanced at the beginning of the 
study as we anticipated an under-representation of females.   

Descriptive statistics were used to describe participants at baseline. For the primary analysis, questions 
of feasibility were addressed in terms of the proportion of participants who met conditions and/or 
received a cash payment monthly. The primary outcome of interest was differences in health seeking 
behavior by study arm. School attendance by study arm was also assessed. Further secondary analysis 
explored the associations between trial arm and risk behavior and relationships (inconsistent condom 
use, age disparate sex, transactional sex, and excessive alcohol drinking before sex). Additional 
exploratory analyses examined the patterns of spending and cash to explore the potential mechanisms 
by which cash may have influenced behavior. These analyses are exploratory and the RCT design 
allowed for comparisons between intervention arms, but not before and after the intervention.  

Phase III: Qualitative evaluation 

Study population 
Twelve participants in the pilot study were invited to take part in an in-depth interview to obtain their 
perspectives on the acceptability, feasibility and the positive and negative consequences of the three 
cash transfer strategies being explored.  

Recruitment and enrollment procedures 
Participants were purposively sampled from among those who returned for their six-month follow-up 
visit. Participants were selected from each of the three intervention arms of the RCT (unconditioned, 
school condition and clinic condition). Participants in the in-depth interviews included participants who 
had met the conditions for the cash transfers in full as well as some who had not done so. They were 
also selected to represent perspectives on the two methods of cash transfer payments (card or SMS 
payment). An effort was also made to achieve gender balance and representation from the three 
schools at which study participants were enrolled.  

Data collection 
These interviews were conducted in a private room in the participant’s language of preference (Zulu or 
English). An interview guide with probes was used to explore the feasibility, acceptability and impact of 
the CCT on participants’ behavior and relationships with family, peers, and other adults. Interviews were 
audio-recorded with participant consent.  

Data analysis 
For the purposes of this report, interview notes from the in-depth interviews were captured, collated, 
and analyzed in their original language according to pre-determined themes. These themes related to 
the acceptability and feasibility of the economic intervention as well as the potential unintended 
consequences of the strategies explored in the RCT. Specifically, the qualitative analysis explored the 
acceptability of the cash transfer strategies, how these could be rolled-out on a larger scale, and the 
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potential unintended negative consequences of cash transfer programs in an urban setting. More 
detailed analysis of these interviews is ongoing. 

Ethical review 
Ethical clearance for this study was obtained from the Human Research Ethics Committee (Medical) at 
the University of the Witwatersrand and the Johns Hopkins Bloomberg School of Public Health 
Institutional Review Board. 
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RESULTS  

The results of the cross-sectional survey are described below and summarized in tables in the appendix. 
All percentages presented in this section for overall populations are RDS-adjusted (gender weighted) 
population proportions, although un-weighted proportions are also reported in the tables. The survey 
results are followed by the results of the pilot RCT, which are also summarized in tables in the appendix, 
and then the results of the qualitative interviews.   

Phase I: Cross-sectional RDS survey  

Description of participants 
Table 1 summarizes the recruitment process. A total of 37 seeds, 14 in the younger age group and 23 in 
the older age group were given a total of 2728 coupons to distribute. Nine hundred and ninety-seven 
were returned, 483 from the younger sample and 514 from the older sample. Twelve participants in the 
older sample were ineligible for enrollment, while none in the younger sample were excluded from 
enrollment. A total of 1002 youth were recruited and consented to participate in the cross-sectional 
survey of young people living in the low-income urban area of inner-city Johannesburg. The survey 
consisted of two separate samples, with the younger sample comprising 497 youth and the older sample 
comprising another 505 youth. In general, the results for the younger sample are presented first, 
followed by the results for the older sample.   

Figure 1 and Figure 2 show the development of successive waves of recruitment. The RDS-2 estimators, 
equilibrium, weights and homophily are shown in Table 2. Both the younger and older samples took 
seven waves prior to achieving equilibrium. Average network size (degree) was similar for males and 
females within the two samples, although the mean network size was considerably smaller in the 
younger RDS sample. Both samples had high homophily for sex, indicating a preference for participants 
to recruit same-sex individuals. In both samples, females were weighted more heavily, primarily as a 
result of the recruitment component, as network sizes were similar for boys and girls. The cumulative 
proportions of females and males by recruitment wave are depicted in Figure 3. The proportion of girls 
changed overtime and reached a lowed nadir in the younger sample compared to the older sample (18% 
vs. 27%). In the course of the recruitment, a decision was made to recruit only females, as it appeared 
that insufficient females had been recruited up to that point. This has implications for the interpretation 
of the results, as addressed in the limitations section of this report.  

The socio-demographic characteristics of the younger and older sample are presented in Table 3. 
Despite concerns about under-recruitment of female participants, young women make up the majority 
of participants (younger, 59%; older, 58%). Participants in the younger sample were aged 15-19 years, 
while 23% of the older sample included participants in the 15-19 year age group. The overwhelming 
majority of respondents in both samples were unmarried (younger, 98%; older, 99%).  

Just over half of respondents (younger, 54%; older, 52%) were born in Gauteng, the province in which 
they were living. This was followed by Limpopo (younger, 17%; older, 16%) and KwaZulu-Natal (both 
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10%). Despite Hillbrow’s reputation as a home for immigrants, less than 6% of the total sample was born 
outside of South Africa (younger, 5.7%; older 5.3%).   

Among the younger group, 35% had completed high school or gone on to further their education while 
71% of the older group had completed high school or continued their education. Despite this, the 
majority of youth in both groups reported that they were attending school at the time of the study 
(younger, 84%; older, 81%). It appears that youth included a range of post-school education in their 
definition of “schooling”. Of those who were in “school” at the time of the study, more youth in the 
older group than in the younger group had not missed any days of school in the previous 30 days (27% 
of older youth compared to 18% of younger youth). Older youth however, were also more likely to 
report prolonged absences from school of 10 or more days (18% in the older sample vs. 6.1% in the 
younger sample). 

Economic vulnerabilities  
The goal of this study was to explore whether economic vulnerabilities influence sexual and 
reproductive health behavior and use of services among young people in this community. Table 4 shows 
results for several indicators of economic vulnerability in the younger sample, stratified by gender. Table 
5 shows similar data for the older sample.  

In the younger sample, 83.8% of males and 88% of females reported that their mother was alive, 
compared to only 60% and 69.5% of fathers reported as being alive. High rates of employment (>90%) 
were reported in the households of males and females, and the distribution of household per capita 
income was similar for young men and women, with 43% of males and 47% of females living in 
households with a per capita income of less than R1,000 (~USD 100.00). In terms of household stability, 
one-third of respondents (males, 36%; females, 32%) reported moving in the previous six months. When 
asked about access to ready cash for health care, only 17% of males and 7% of females had not sought 
care for a health problem because they could not afford the costs involved. While health care in South 
Africa is freely available through the public health sector, many patients seek care in the private sector 
for the greater convenience and privacy that it offers over public health care. Even public health care 
may be associated with significant transport costs and income loss associated with long waiting times 
and repeat booking of appointments. One-third of respondents in the younger sample were employed 
or worked for money (males 37%, females 20%). Their work appears to be informal and opportunistic, as 
most reported not earning anything in the past week (males 63%, females 80%). Perceptions of 
inequality varied slightly by gender. A greater proportion of young women (75%) compared to young 
men (66%) in the sample considered their families to be “the same as most other families in the 
neighborhood.” Males (13%) were more likely to perceive their families as “worse off than most” 
compared to females (7%). 

In Table 5, similar to the younger sample, most youth in the older group reported that their mothers 
were alive (males, 81%; females, 84%), although fewer had fathers who were still alive (males, 65%; 
females, 63%). Although there were slight differences by gender, household employment rates were 
high (males 85%; females 92.5%). These rates were marginally lower than those observed in the younger 
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group. In the older sample, 46% of males and 38% of females lived in households with a per capita 
income of less than R1 000 (~USD 100.00). Again, the levels of household per capita income did not vary 
significantly for males and females. Housing appeared more stable in the older sample. In the previous 
six months, 22% of young men and 15% of young women in the older group had moved. Fewer females 
in the older group (15%) than in the younger group (32%) had moved. A higher proportion of males and 
females in the older sample reported delays in health seeking because of associated costs (males 46%, 
females 43%), with no gender differences observed in the older sample. A higher proportion of young 
men (31%) compared to young women (17%) reported current employment in the older sample, 
although as with the younger sample, this work appeared to be intermittent or informal in nature, with 
69% of males and 88% of females reporting zero income in the past week. Unlike the younger group, 
there were no clear gender differences in perceptions of inequality among youth in the older group. 
Most felt that their household income was “about the same” as most other families in the neighborhood 
(males, 52%; females, 60%), although 14% of males and 13% of females felt that their family was worse 
off than others.  

HIV-related sexual risk or protective behaviors  
In the younger group (Table 6), the majority of youth (males, 77%; females, 61%) reported ever having 
had sex. A higher proportion of males (45%) than females (15%) in the younger group reported an age of 
sexual debut of less than 15 years. Males (62%) in the younger group were also more likely than young 
women (6%) to report having had five or more sexual partners in the course of their lives. When asked 
about the number of sexual partners they had had in the previous 12 months, 61% of males in the 
younger group had two or more sexual partners, compared to 24% of females. More males (18%) than 
females (less than 1%) reported engaging in transactional sex in the younger group. Transactional sex 
was defined as giving or receiving sex acts or sexual intercourse in exchange for money, shelter, food, 
drugs, school fees, or gifts other than those freely given in an ongoing relationship. More males (56%) 
than females (42%) in the younger group had reported ever having sex with a partner five or more years 
older.  

In the older sample, similar patterns were observed with regard to HIV-related risk or protective 
behaviors among youth (Table 7). A similar proportion of males had ever had sex before (younger, 77%; 
older, 81%), while a higher proportion of females in the older group reported being sexually active 
(younger, 61%; older, 77%). As in the younger group, males in the older group were significantly more 
likely than females to report an age of sexual debut of less than 15 years (males, 46%; females, 12%). 
There were gender differences in the lifetime number of sexual partners in the older group, although 
these were less striking than in the younger sample. While 86% of males and 83% of females had had 
two or more sexual partners, a higher proportion of males (56%) reported five or more partners 
compared to females (37%).  There were also gender differences when considering the previous 12 
months. Over that period, almost half of females in the older group (46%) indicated that they had had 
one sexual partner (compared to 19% of males); males, on the other hand, were more likely to say that 
they had had five or more partners (males, 19%; females, 8%). Males (13%) were also more likely than 
females (5%) to report having had transactional sex, contrary to expectations. There were no significant 
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gender differences in engaging in age-disparate sex for youth in the older group, with 41% of males and 
56% of females having had a sexual partner five or more years older than them, although the 
distribution by gender was reversed in the older sample with more females reporting age disparate sex.  

Levels of coerced sex and intimate partner sexual violence were high in the younger group. Of those 
who were sexually active, 28% of males and 22% of young females had experienced coerced sex in the 
previous 12 months. This involved having sexual intercourse when they did not want to because 
someone insisted, pressured or threatened, or physically forced them. Youth were also asked about 
intimate partner sexual violence. Young women were asked if they had been pressured or insisted, 
threated or blackmailed, or physically forced by a partner to have sex when they did not want to; and 
young men were asked if they had pressured or insisted, threated or blackmailed, or physically forced a 
partner to have sex when they did not want to. Seventeen percent of males in this younger group had 
perpetrated intimate partner sexual violence in the previous 12 months. Twenty-six percent of females 
had been victims of such sexual violence.  

In the older group, approximately one in five youth (males, 18%; females, 22%) reported having 
experienced unwanted sex in the previous 12 months. While the level of intimate partner sexual 
violence perpetrated by males in the older group was similar to that reported by the younger group 
(younger, 17%; older, 13%), there was a significant difference in the level of intimate partner sexual 
violence experienced by females, with no females in the older group reported having been victims of 
such behavior (compared to 26% of females in the younger group).  

When asked about specific risk practices, more females (14.9%) than males (9.8%) in the younger 
sample reported ever having had anal sex. About a quarter of youth in this group had either 
impregnated a woman (males, 26%) or been pregnant before (females, 25%). More males (77%) than 
females (52%) in the younger group had ever tested for HIV, and approximately three-quarters of youth 
in the younger group (males, 75%; females, 74%) reported condom use at last sex.  

In the older sample, eight percent of males and 15% of females had ever had anal sex. Eighteen percent 
of males had impregnated a woman before, and 28% of females had been pregnant. In this older group, 
76% of males and 62% of females reported using a condom the last time they had sex. In a reversal of 
the pattern noted in the younger group, females in the older group were more likely than males to have 
ever tested for HIV infection (males, 49%; females, 71%). 

Hope for the future and related risk behaviors  
We examined hope and mental status indicators in these two populations of younger and older youth. 
Hope for the future was high in the younger sample with 72% of males and 86% of females expressing 
high hopes for the future (Table 8). These gender differences are significant. One-third of youth in the 
younger sample had ever contemplated suicide (males, 32%; females, 40%). Of these, at least half 
(males, 51%; females, 60%) had made a plan to commit suicide in the previous 12 months, while as 
many as 32% of males and 26% of females had in fact attempted suicide in this period. When asked 
about hazardous drinking, at least one-third of youth in the younger group (males, 33%; females, 38%) 
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had engaged in binge drinking in the previous 30 days; that is, they consumed five or more glasses of 
alcoholic drinks within a couple of hours at least once over this period. Interestingly, this did not vary by 
gender. 

Similar patterns were found in the older group (Table 9). Hopes for the future were high. Two-thirds of 
males (66%) and 83% of females reported having high hopes for the future, slightly less than the 
younger sample. In terms of suicidal ideation, 23% of males and 30% of females in the older group had 
thought seriously about attempting suicide, again lower than the younger sample. Of these, almost half 
of males (49%) and 40% of females had made a plan to commit suicide in the previous 12 months, and 
44% of males and 24% of females had in fact attempted suicide. More young men in the older sample 
compared to the younger sample reported attempting suicide. Thirty-five percent of males and 26% of 
females in the older group had engaged in binge drinking in the previous 30 days.  

Factors associated with sexual activity, binge drinking and suicidal ideation 
We also explored whether and how various dimensions of poverty and/or economic vulnerability 
influence risk behavior in young people living in vulnerable urban environments. Table 10 and Table 11 
summarize the results of unadjusted analyses (where other factors were not controlled for) assessing 
associations between various factors and the outcomes of interest: engaging in sex, binge drinking, and 
suicidal ideation in the younger and older sample respectively. These three factors were considered the 
best indicators of either direct or indirect risk for HIV, based on assessment of results presented in 
earlier tables. 

Sexual activity 
In the younger sample, in unadjusted analyses, ever having had sex was associated with being male.  
Females were 54% less likely to have had sex than male counterparts (OR 0.46, 95% CI 0.25-0.83). There 
was no evidence that household instability (i.e., changed residence in the past 6 months) was associated 
with ever having had sex. In terms of socio-economic indicators, respondents were less likely to have 
had sex if their asset ownership scores were “average” (OR 0.54, 95% CI 0.37-0.78) or “rich” (OR 0.69, 
95% CI 0.42-1.1).   

With regard to schooling, there was evidence of a dose-response relationship between number of 
school days missed and likelihood of sexual activity, with those having missed 10 or more schools days 
being almost three times more likely to report being sexually active (OR 2.89, 95% CI 2.03-4.1).  

In unadjusted analyses, risk behaviors were clustered with suicidal ideation being associated with ever 
having had sex (OR 1.93, 95% CI 1.29-2.90), and binge drinking even more strongly associated with ever 
having had sex (OR 3.62, 95% CI 2.5-5.24). Given the cross-sectional nature of the survey, however, it is 
impossible to comment on the temporal nature of these associations. 

In the older sample, associations with ever having had sex were less clear, suggesting that perhaps this is 
a less sensitive indicator of sexual risk exposure in older age groups, which is not surprising. In the older 
sample, the association between gender and sexual activity was no longer significant (OR 0.82, 95% CI 
0.53-1.25). Household stability also did not appear to be associated with sexual activity. In terms of 
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socio-economic indicators, household employment was strongly associated with ever having had sex 
(OR 3.2, 95% CI 1.35-7.69), and there was modest evidence that increasing household income was 
associated with ever having had sex with respondents being almost four times more likely to report 
sexual activity in households with a monthly income of R2,000 (~USD 200.00) or more (OR 3.80, 95% CI 
1.77-8.13). While not statistically significant, there was a suggestion of an increasing association 
between increasing asset ownership and sexual activity, which was the reverse of the younger sample. 
There was also evidence that respondents who had ever had sex were more likely to have not accessed 
health care when needed because they were unable to mobilize resources (OR 3.35, 95% CI 1.03-10.83).   

The evidence for clustering of risk behaviors was less clear in this sample, with associations between 
suicidal ideation, binge drinking, ever having had sex being observed, although these were not 
statistically significant. 

Binge drinking 
In the younger sample, respondents were less likely to report binge drinking if they were female (OR 
0.39, 95% CI 0.19-0.72). Indicators of household stability did not appear to influence binge drinking 
reports. In terms of socio-economic indicators, being employed was associated with an increased risk of 
binge drinking (OR 1.73, 95% CI 1.21-2.46). There was modest evidence of a dose-response relationship 
between household income and binge drinking, although this was not statistically significant. Increasing 
asset ownership was associated with binge drinking (OR 1.55, 95% 1.22-1.96 for “average” ownership 
scores and OR 1.50, 95% CI 1.05-2.12 for “rich” scores). Perceptions of being worse off than your 
neighbors were also associated with an increased risk for binge drinking (OR 1.86, 95% CI 1.40-2.48). 
Those who did not attend health care because they were unable to mobilize resources were less likely to 
report binge drinking (OR 0.18, 0.09-0.40).  

Schooling appeared to be protective against binge drinking, with respondents in school less likely to 
binge drink in the past 30 days (OR 0.32, 95% CI 0.29-0.41). There was modest evidence for a dose-
response relationship between increasing number of school days missed and risk of binge drinking. 
Those that missed 10 or more days of school were nearly three times more likely to report binge 
drinking (OR 2.79, 95% CI 2.14-3.64).  

Those that had ever considered suicide were more than two times more likely to report binge drinking 
(OR 2.16, 95% CI 1.71-2.74). 

In the older sample, associations with binge drinking were less clear, as were associations with sexual 
activity. Several associations observed in the younger sample were evident in the older sample, although 
not statistically significant. Gender remained significantly associated with binge drinking in the older 
sample; females were less likely to report binge drinking in the previous 30 days (0R 0.66, 95% CI 0.54-
0.80). As with the younger sample, no associations with household stability were noted. Similar trends 
between socio-economic indicators and binge drinking were observed in the older sample, but these 
were not statistically significant. Given this, it is striking that perceptions of being worse off than your 
neighbors were also associated with a reduced risk for binge drinking (OR 0.30, 95% CI 0.17-0.53).  

 

 

 
Page 32 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

Once again, there were associations between suicidality and binge drinking: suicidal ideation was 
associated with an almost two-fold risk of binge drinking (OR 1.97, 95% CI 1.09-3.67).  

Suicidal ideation 
Unlike sexual activity and binge drinking, there was modest evidence that being female was associated 
with suicidality, although this was not statistically significant in both the younger and older sample. 

In addition, in the younger sample, having a mother who was living was protective against suicidal 
ideation (OR 0.64, 95% CI 0.44-0.93). With regard to socio-economic indicators, being employed (OR 0.8, 
95% CI 0.59-1.08), having someone in the household employed (OR 0.75, 95% 0.48-1.18), and increasing 
household income were also associated with a lower odds of suicidal ideation, although not statistically 
significant. On the other hand, increasing asset ownership appeared to be associated with an increasing 
risk of suicidality (not statistically significant). Perceptions of being the same or worse off than others in 
the neighborhood were associated with an increased risk of suicidal ideation, with those feeling worse 
off being more than four times more likely to have contemplated suicide.  

In the younger sample, being in school reduced the likelihood of ever having being suicidal (OR 0.56, 
95% CI 0.39-0.79). While not statistically significant, there was a suggestion that prolonged absences 
from school were associated with suicidality. In this sample, respondents who expressed medium or 
high hope levels were not surprisingly less likely to have contemplated suicide (OR 0.54, 95% CI 0.32-
0.93 for medium hope levels and OR 0.50, 95% CI 0.21-1.19).  

Binge drinking in the past 30 days was associated with ever having considered suicide (OR 1.93, 95% CI 
1.29-2.90). 

As with the other risk behaviors, there were some differences between associations between risk 
factors and suicidal ideation in the older sample. In terms of housing stability, moving in the past six 
months was associated with a stronger risk of suicidal ideation (OR 1.78, 95% CI 1.07-2.98). With respect 
to socio-economic indicators, being employed was associated with an increased risk of suicidality (OR 
2.0, 95% CI 1.15-3.50), in contrast to the younger sample. Similar trends in household income were 
observed as in the younger sample. In the older sample, the relationships between asset ownership and 
suicidality were the reverse of those observed in the younger sample, although not statistically 
significant, with perceptions of being worse off than others now being associated with a reduced 
likelihood of suicidality (OR 0.22, 95% CI 0.12-0.43). 

Once again, the association between binge drinking in the past 30 days and risk of ever being suicidal 
was noted (OR 1.97, 95% CI 1.09-3.67). 

Phase II: Pilot RCT  

Trial participant characteristics 
Two hundred and twenty six participants were screened for enrollment in the pilot RCT, and 120 
participants were enrolled. Reasons for ineligibility included not being sexually active, not living in the 
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study area, not meeting the age criteria, and not being willing/able to obtain parental consent. 
Participants were successfully randomized to one of three arms; and overall 92% returned for their 
scheduled six-month follow-up visit (Figure 4). Loss to follow-up was lowest in the clinic conditioned 
arm, and highest in the arm conditioned on school attendance. 

Table 12 shows the characteristics of participants at enrollment, by intervention arm and overall.  
Overall, the median age of participants was 17 years, the majority was male and all participants were 
unmarried. Approximately three-quarters (73%) of participants overall were in Grade 11. Most 
participants (n=97) attended a single inner-city school, with 23 participants attending a second school, 
and one participant attending a third. Three-quarters of participants lived with at least one parent and 
most reported having a regular place to stay, although there were differences by intervention arm. The 
median household size consisted of four individuals, with a median monthly household income of 
R3000. A substantial proportion of participants in each arm (45%) reported ever being without money 
for food. While overall, a quarter of households were receiving a child support grant, this varied by 
intervention arm with only 15% of households in the clinic condition arm receiving a CSG compared to 
approximately a third of households in the other two arms. The majority of participants reported 
exposure to violent events within their community. Twenty seven percent reported hearing gunshots on 
more than one occasion, 50% observed drug deals more than once, and 55.8% observed someone being 
beaten up more than once.  

With regard to characteristics linked to the cash transfer conditions, virtually all participants rated their 
health either “good”, “very good”, or excellent”. Overall, only 13% rated their health below average, 
with those in the unconditioned arm reporting the highest proportion of participants who perceived 
their health to be either “poor” or “fair”. Health seeking behavior in the previous 12 months varied by 
intervention arm with 40% of those in the unconditioned arm, compared to 32.5% in the clinic arm and 
17.5% in the school arm reporting attendance at health care services at least once in the past year. In 
terms of school attendance, the median number of days missed in the past term was the same for all 
treatment arms, with a median absence of one day being reported. 

Baseline data on sexual behavior and other risk behavior characteristics of participants shows an overall 
median age of sexual debut of 15 years. Only sexually active participants were enrolled in the study. 
While the median number of sexual partners in a lifetime was three, 37.5% of participants reported 
having five or more partners in their lifetime. The median number of partners in the preceding 12 
months was two. One-quarter of participants had experienced pressure to have sex in their lives. One-
third of participants reported having age-disparate sexual partners with someone either five years 
younger or older. This varied by intervention arm, with highest reports of age-disparate sexual 
partnerships in the clinic condition arm. Overall, 11.7% of participants reported having sex that was 
considered transactional; again this was slightly in the clinic conditioned arm. Somewhat surprisingly, 
16.7% of participants overall reported having anal sex, with a greater proportion in the unconditioned 
arm reporting anal sex. Fairly high rates of condom use at last sex were reported, with 78% of the 
sample reporting condom use at last sex overall, and the highest proportion were observed in the 
unconditioned arm. 
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Assessments of mental health status at baseline revealed that 40.4% of participants had ever considered 
suicide. With regard to their hopes for the future, using a scale of hope-related questions revealed that 
the majority of participants were very hopeful for the future, with those in the school-conditioned arm 
being the least hopeful (20%). A quarter of participants reported problem-drinking behavior, in the past 
30 days. 

Implementation of the intervention 
Participants were randomly allocated to one of three intervention arms. Table 13 provides a summary of 
the successful cash transfers made for each arm over the course of the six months pilot study. In the 
unconditioned arm, all 40 participants successfully received an unconditioned transfer of R280 each 
month for the six-month duration of the study.  

In the school conditioned arm, a monthly cash transfer of R280 was conditional on a school attendance 
record of 80% of the required days per month. School attendance records for those participating in this 
study were obtained every month, based on an agreement between Wits RHI and three government 
schools in the inner city. Cash transfers were made to the majority of participants each month with a 
minimum monthly payment of 37 cash transfers, indicating that most participants in this arm met the 
80% attendance requirement (number of school days attended divided by total number of school days 
in the month). In practice, gaining access to regular and accurate school attendance records against 
which to verify whether or not participants qualified for the conditional cash transfer each month posed 
a number of challenges. A list of participants enrolled in the study was sent to each of the three schools, 
with each list being limited to the participants attending that particular school. A request for school 
attendance records was sent to the school secretaries on the last Monday of every calendar month, and 
the records were then collected from the school on the first Monday of the next calendar month. 
However, for the month of June, the cash transfer was paid without reference to the attendance records 
as the schools closed in the middle of the month and prior to that participants had been writing exams.  

Initially school attendance records were requested for all participants enrolled in the study, irrespective 
of intervention arm, but this proved to be a challenge. In the school with the largest number of 
participants, registers were kept by class teachers, and attendance records were often not completed on 
time. In the first month, the attendance records for this school were not available for a week and half 
after the expected date, thus delaying the payment of the cash transfers conditioned on school 
attendance. A similar delay was experienced in month two, and attendance records were never received 
for three classes. This resulted in 28 participants receiving cash transfers without reference to the 
attendance registers for the second month so as not to penalize participants for lack of attendance 
records from the school. In the other two schools, attendance registers were taken regularly and were 
kept by the school secretaries. However, attendance records from the first school reported on the 
number of days adolescent were present and absent from school, while the records from the other two 
schools reported only on the days adolescents were absent from schools. Discussions were held with the 
first school to address the challenges of accessing accurate attendance records. It was found that class 
teachers had delegated the task of keeping attendance registers to the learners (the class 
representatives), who in turn indicated that they only recorded school attendance on certain days. 
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Teachers at the school were willing to assist with more regular tracking of the attendance of study 
participants in particular, but indicated that in terms of logistics it would only be possible to do so for 
the 40 participants in the school condition. This led to a more reliable collection of records from this 
school, but meant that similar monthly attendance records for those in the other intervention arms 
were not obtained and therefore comparisons based on these records could not be made across the 
intervention arms.  

In the clinic conditioned arm, the cash transfer was a single payment conditional on attendance at the 
Esselen Clinic at least once in the first three months of the pilot study. All participants, irrespective of 
intervention arm, were informed of the services offered at the Esselen Clinic YFS and encouraged to 
attend. All participants received vouchers or study clinic cards to assist with tracking their attendance. 
Clinic condition participants submitted the signed or stamped study clinic cards after their clinic visit to 
qualify for the once-off conditional cash transfer. Thirty-five of the 40 youth allocated to this arm (88%) 
received the once-off cash transfer, indicating that they attended the clinic at least once during the 
study period. The majority (63%) attended the clinic within the first month of receiving the study 
vouchers for the clinic. None of the clinic condition participants made further visits to the clinic in the 
six-month study period.  

Of the total number of clinic-condition participants (35 who attended the YFS at the clinic, 25 took up at 
least one of the sexual and reproductive health services offered. A higher proportion of females than 
males accepted the health services offered (15 males and 10 females accepted health services).  

• HIV testing and counseling was the service most commonly accepted by study participants (15 
participants in total; 9 males and 6 females).  
 

• Participants also took up the offer of a health discussion on sexual and reproductive health. This 
service was accepted by 12 participants (7 males and 5 females). 

In addition to those in the clinic-condition arm, three participants in the school condition arm attended 
the clinic and returned the stamped study clinic cards to the research team. No participants from the 
unconditioned arm attended the clinic. 

The majority of payments across the three intervention arms were made using the phone-based (SMS) 
service rather than the card-based service. Almost three-quarters (73%) of youth received their cash 
transfers through the SMS-based service (unconditioned, 68%; school condition, 73%; clinic condition, 
78%).  When reviewing participants’ experience of receiving the cash transfers, 18 reported 
experiencing some problem with receiving the cash. During the process of implementation, participants 
did contact the study staff to highlight difficulties with accessing funds. The types of difficulties 
experienced included incomplete or incorrect bank details or not drawing down on SMS-based transfers, 
which blocked future transfers. The majority of participants (91%) reported that the cash transfers were 
either easy or very easy to access. There did not appear to be differences in intervention arm with 
respect to participants’ experience of receiving the cash transfers. 
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Outcomes of the pilot cash transfer study at six-month follow up 
All participants were asked to return for a follow up interview after the six-month period of the 
intervention. This was a pilot study and therefore the primary outcomes of interest are around 
feasibility and acceptability of the intervention. The results presented in this section focus on participant 
experience of receiving the cash transfer, and effect on health seeking and school attendance by 
intervention arm. Exploratory analyses that investigate differences in sexual risk behavior, as well as 
other risk behaviors and the impact on relationships are also presented by intervention arm. These 
results do not provide insight into changes from baseline, but rather explore participant experiences 
based on type of cash transfer received.  

Table 14 shows health seeking behavior and school attendance reported at the six-month interview by 
intervention arm. Attendance at youth friendly services was a condition of payment for the clinic 
conditioned arm only. Participants in the this arm were more than twice as likely to report having been 
to a clinic or hospital over the study period than participants in the other two arms (clinic conditioned 
arm 64% vs. unconditioned arm 26% vs. school condition 24%; p<0.001). With regard to the school 
attendance condition, participants in the school conditioned arm surprisingly appeared more likely to 
have missed days of school than participants in the other intervention arms, based on self-reported 
measures (for no school days missed, school condition 25% vs. unconditioned 38% vs. clinic condition 
49%; p=0.05). Given the challenges described above with accessing reliable school attendance registers, 
it may be that participants were more attentive to their school attendance and therefore reported it 
more reliably. When examining the median number of days missed by intervention arm, those in the 
school condition arm missed a median of 2 days (IQR 0.5-3.5 days) compared to the unconditioned arm 
which missed 1.5 days (IQR 0-3 days), and the clinic arm which missed 1 day (0-4). However, the 
maximum number of days missed was much higher in the unconditioned arm (31 days) and the clinic 
condition arm (10 days), compared to the school condition arm (6 days).However, given that this arm 
was conditioned on an 80% and not 100% attendance record, the ability of the participants to meet this 
condition was assessed based on an 80% attendance in the past month. 

Table 15 summarizes sexual risk behaviors reported at the six-month follow-up visit, by intervention 
arm. There were no significant differences in risk behavior by study arm, but it should be noted that 30% 
of participants who previously reported being sexually active were not sexually active in the follow up 
period, suggesting an overall change from baseline, with no differences observed between study arms 
among the 70% that did have sex. Among the participants that reporting having sex during the follow-up 
period, one-quarter reported having had two or more partners, and almost half reported having a new 
partner in this period. While there were not statistically significant differences by intervention arm, 
twice the number of participants in the clinic condition arm had sex with someone five years or older. 
This proportion is lower than at baseline, although the baseline responses reflected lifetime exposure. 
Very small numbers of participants reported having transactional sex or anal sex during the study 
period. The proportion reporting condom use was high, with 85.5% reporting condom use at last sex. 

Participants were asked whether anything very good or very bad happened to them because they 
received the cash transfers (data not shown). Overall, 64 participants (67% of those that responded to 
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the question) confirmed that something good had happened to them. Positive experiences included 
buying something the participant really wanted, paying off a debt, or visiting someone they were really 
missing. Using the money for a course, an emergency, or for schools fees was also mentioned, albeit less 
frequently. Seven participants reported negative experiences as a result of receiving the money. These 
experiences included being robbed, being sexually assaulted, and having an argument with a family 
member about the money. 

Table 16 presents reports of other risk behaviors or potential unintended consequences, by 
intervention. With regard to unintended consequences, we examined the impact of the cash of 
relationships and interactions with the family, school, and peers, as well as intimate partner 
relationships. While a high proportion of participants had disclosed the receipt of cash transfers to 
someone, it is noteworthy that a lower proportion had disclosed this to their primary caregiver. Despite 
this, only five percent of participants overall felt that the cash transfer had changed their household 
relationships for the worse. Similarly, very few participants experienced a negative change in 
relationships with teachers as a result of the cash transfers. Eight percent of participants experienced 
unwanted sex during this period. Three percent of males reported perpetrating intimate partner sexual 
violence over this time, while 8% of females reported being victims of such sexual violence. On the 
whole, most participants (90%) remained hopeful about the future. No differences in relationship 
changes were observed by intervention arm. 

We also explored the unintended consequences on substance use and sex (Table 16). Overall, one in five 
participants reported an increase in alcohol consumption during the study period, while the majority 
reported that consumption patterns had stayed the same. Very few participants reported using the cash 
transfers to buy alcohol (14.6%). It is noteworthy that response rates declined on these direct questions. 
Similar questions were asked regarding tobacco use and use of other substances. Only eight participants 
responded to the questions with regards to changes in cigarette smoking, and only three reported using 
cash to buy cigarettes. Similarly, only three participants reported using the cash transfer to buy drugs, 
equivalent to <3% of the entire cohort. Participants were also asked about paying for sex. Two 
participants reported giving money in exchange for sex. 

Table 17 shows responses to general questions in relation to expenditure and consumption. Overall, 
58% indicated that they had saved at least some of the money received in the cash transfer. Differences 
were observed by intervention arm with respect to savings, with participants in the unconditioned and 
school conditioned arms more likely to report putting their money into savings. Differences were also 
observed by intervention arm in relation to expenditure. Fewer participants in the clinic conditioned 
arm spent their money on food (unconditioned 82% vs. school condition 85% vs. clinic condition 46%; 
p=0.002); personal care or hygiene products (unconditioned 87% vs. school condition 88% vs. clinic 
condition 63%; p=0.03); and shoes, clothing or underwear (unconditioned 79% vs. school condition 58% 
vs. clinic condition 25%; p<0.001). Expenditure on transport to school or anywhere else was the least 
common expenditure, with only 43% of participants reporting this overall, while expenditure on 
personal items was common. Buying cell phone airtime or ringtones was a noteworthy expenditure in 
this age group (77% overall). Only 16% of participants overall reported spending their cash transfer on 
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beer or other alcoholic drinks.   However, it is important to remember that the amounts transferred 
varied: participants in the unconditioned and school conditioned arms were given significantly more 
money (i.e., monthly transfers for six months), compared to participants in the health clinic conditioned 
arm (i.e., 1 transfer in the first three months).   

Phase III: Qualitative evaluation 

Description of the population 
Twelve of the 110 participants who returned for a follow-up interview at six months were selected to 
take part in in-depth interviews to explore the acceptability, feasibility, and potential unintended 
consequences of the cash transfer intervention in more depth with participants. Seven of the 12 
participants were female, and most were aged 18 years (n=9) or 19 years (n=2). All participants were 
attending school, and were in grades 10, 11 and 12. Six participants participated in the unconditioned 
arm, three in the school condition arm, and three in the clinic condition arm of the study. All but one 
participant (in the clinic condition) had received a cash transfer, and most (n=10) had received their cash 
transfers by SMS. 

Key themes 

Acceptability of the cash transfer 
Almost all of the participants spoke positively of the acceptability of the cash transfer intervention. 
Participants viewed the intervention as a positive means of encouraging young people to attend school, 
abstain from sex, reduce the number of sexual partners, refrain from having sex with older partners 
(mentioned in regard to females having older male sexual partners), increase awareness of the need for 
HIV prevention, and assist young people to learn how to manage their money and reduce their 
dependence on others for money (whether this is relying on parents for pocket money or relying on a 
boyfriend for money for cell phone airtime). 

Participants spoke of the cash transfers as money given to young people to encourage them to attend 
school and reduce high risk sexual behaviors as a means of preventing HIV infection. HIV prevention 
featured prominently in discussion about the meaning of CCTs with at least half of the participants. The 
following quotes that illustrate the meaning given to the CCT by young participants: 

[The] money encouraged school kids to attend [school] so that they can get the information. 
(Unconditioned, female, 18 years) 

 As girls always need money to buy certain things and look like this…[the cash transfer meant] I 
stopped going out to look for money. (School conditioned, female, 18 years)  

For girls because they prostitute [themselves], they need money; for boys, [they] would stop 
stealing… (Unconditioned, male, 18 years) 
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In two instances, the cash transfers were given a different meaning by participants. One participant in 
the clinic condition could not remember what the program was about (and therefore could not 
elaborate on the meaning) and the other participant in the unconditioned arm viewed the cash transfer 
as a way of a form of compensation for participating in the research and providing the researchers with 
information.  

One participant wished to see the CCT intervention extended to cover young participants until they 
finish school or find employment. Another felt that such a program would benefit young school-goers 
who have become pregnant.  

One participant in the clinic condition was less positive about the acceptability of the CCT, but this 
related to delays in the payment of cash transfers rather than the concept of CCTs more generally. 

Acceptability of the delivery mechanism 
Ten of the 12 participants agreed that the CCT intervention was practical and feasible. In terms of 
methods of payment, most felt that the e-wallet service (phone or SMS-based service) was easy and 
quick to use. One preferred the card payment system, indicating that it was easy to keep the card safe 
and use it only when going to withdraw the money.  

Three participants raised concerns about being able to access the full amount of the cash transfer. Two 
participants related experiences of trying to withdraw money from the automated teller machine (ATM), 
only to find that they were only able to access R250 rather than the full R280. It appears that this was a 
practical challenge of the ATMs not having smaller denominations (i.e., R10 and R20 notes) available. 
One participant indicated that he had overcome this by using the money he was not able to withdraw to 
buy airtime for his cell phone using the ATM services, although at the time he did not need airtime and 
did so only to recover the remaining money. The other participant who had challenges accessing the 
cash transfer indicated that he had forgotten his PIN and the card was blocked after several attempts at 
entering the wrong PIN. He was not able to access his monthly transfers for 3 to 4 months, but received 
the accumulated amount after he returned to the Wits RHI research center where his card was re-
activated. 

Participants also raised challenges with respect to meeting some of the conditions. Some participants 
reported not knowing exactly where the youth-friendly clinic was located (this was addressed in a 
follow-up with the research center). The challenges with accurate record keeping of school attendance 
were also highlighted. One participant in the school condition was considered ineligible for a cash 
transfer one month because she was registered as having missed three days of school in that month. 
However, she indicated that she had not been absent for those days but rather had been late for school.  

Positive changes attributed to intervention by participants 
Some participants indicated that participation in the cash transfer intervention did affect changes in 
their behaviors. These included no longer drinking alcohol or smoking cigarettes and increased 
consideration of how to prevent HIV infection. On the latter, two participants spoke of how their 
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participation taught them not to engage in transactional sex or “do what other girls do” as this increases 
their risk of contracting HIV.  

Besides getting cash, I've learned that it was not right to do things just for money, like to have 
sex for money or dating older men. (School condition, female, 18 years)  

A male participant mentioned that participation in the intervention made him think about his health in 
general and led him to take health precautions. Two participants indicated that receiving the cash 
transfer had helped them learn about how to manage their money, and to buy items they need rather 
than those they want.  

Helped [me] to get to school on time, I am taking transport with the money [cash transfer]. 
(School condition, female, 18 years)  

The question of what mechanism led to these self-reported changes (the conditions or cash or both) 
needs to be explored further. However, it appears that overall participation in the intervention 
prompted discussions about behavior change to avoid HIV prevention and focused young participants’ 
attention on school attendance and improving school performance. One participant mentioned that the 
cash transfer was a topic for discussion at school with classmate around the date of the monthly 
payment. Although not mentioned as such, this may have reinforced the messages associated with the 
cash transfer.  

One participant mentioned that school condition encouraged her to attend school regularly, even when 
she was sick, because she wanted to ensure she was eligible for the cash transfer.  

Changes in relationships  
All of the participants in the qualitative component indicated that they had disclosed their participation 
in the CCT intervention to others. Participants discussed their participation in the program with friends, 
parents and schoolmates.  

However, there were several instances in which participants were comfortable in disclosing their 
participation to some people but not to others. For example, one participant did not want to tell her 
mother she was taking part in the study because she did not want her mother to know she was sexually 
active (a criterion for inclusion). Instead she disclosed her participation to a cousin. Another participant 
did not tell his father of his participation because he did not want his father to stop giving him pocket 
money. 

The discussions participants had with others about their participation in the program tended to center 
on money. Although not all participants mentioned this directly in the interviews, it appeared that much 
of the positive response or excitement generated when telling others about their participation in the 
study was due to the fact that they would be receive money as part of the study. This finding resonates 
with data in the follow-up interviews. 
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Disclosure of participation to other young people was well received. One participant noted that after 
telling his friends about participation in the study, his friends went to the Wits RHI research center to try 
to enroll in the study as well, but they were unable to do so as the required sample size had been 
achieved. 

In two cases, parents of participants reacted negatively when they were told of their children’s 
participation in the CCT intervention. One participant mentioned that his mother shouted at him when 
he told her that he was taking part in the CCT intervention, but it is not clear why this occurred. For the 
other participant, the unhappiness was the result of the realization that the daughter was sexually 
active.  

Decision-making regarding spending of the cash transfer 
Decision-making with regard to how the cash transfers would be spent involved different people for the 
various participants, but in general, where others were involved in the decision-making, they were most 
likely to be family members. Seven participants mentioned the involvement of a parent or sibling in the 
decision-making; five of these cases involved a parent. However, the level of parental involvement 
differed, as did their reasons for becoming involved in the decision-making. For example, in two cases, 
parents were viewed as being involved in the decision-making about how the cash transfer was spent 
because they were short of money for transport to work and so asked if they could borrow some of the 
cash transfer. In both cases, the parents were to repay the money when they themselves were paid. In 
one case, a parent instructed the participant to withdraw the cash transfer and it was used for the 
household.  

Six participants indicated that friends were involved in the decision-making of how the cash transfer 
should be spent. Two participants indicated that no one else was involved in deciding how the money 
should be spent. 

Cash transfer expenditure and potential for unintended consequences 
Seven participants indicated that they spent the money on themselves; a further three indicated that 
they spent the money on their parent(s). One spoke of buying lunch for a friend; another participant 
mentioned buying cigarettes for a brother. 

Participants spoke of spending the money on transport to school, school lunch, clothes, and cell phone 
airtime. Three participants mentioned using the cash transfer to assist with household expenses. 
Another three mentioned spending the money on entertainment, such as going to the movies, while 
two spoke of using the money to buy take-away food. As an 18 year old female in the unconditioned 
arm noted, “I bought things that my mother was not able to buy me.”  

Participants in the school condition and unconditioned intervention arms were able to discuss questions 
of expenditure in much more detail than participants in the clinic condition. This may be because 
participants in the clinic condition received a once-off payment in the first three months of the study 
and were less likely to remember what they spent the money on at least three months previously.  
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Two male participants, both in the unconditioned intervention arm, mentioned spending the money on 
alcohol.  

I used to drink alcohol too much…most (of my) money was used on it. [On] weekends we would 
go out with friends [and] each person would contribute R200. (Unconditioned, male, 18 years)  

Overall findings from the qualitative interviews resonated strongly with the data collected at the six-
month follow-up interviews and confirmed hypotheses generated by the follow-up responses. 
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DISCUSSION 

The goal of this study was to understand the extent to which poverty and income inequality increase or 
influence HIV risk in young people aged 15 to 24 years in urban environments, and the extent to which 
this may be modified by cash transfer interventions. The RDS surveys provide insights into the socio-
economic and risk profiles of young people in Hillbrow, the pathways by which lack of access to 
resources and socio-economic vulnerability lead to HIV risk and poor health outcomes more generally, 
and the potential for economic interventions to mitigate this risk. The pilot RCT and subsequent in-
depth interviews provide further insight into whether economic interventions like cash incentives to 
promote positive health behaviors are acceptable and feasible to deliver in this setting, and the 
potential for unintended or negative consequences associated with these types of interventions in 
urban settings.  

Poverty, economic vulnerabilities and access to health  
Key findings of this study include the data to show that young people living in inner city Johannesburg 
are in fact vulnerable because of their socio-economic circumstances. In the two surveys, approximately 
45% of respondents lived in households where the household income was less than R1000 per month, 
and this was despite high levels of household employment. It is noticeable, that one-third of 
respondents did not have a living father, reflecting the South African situation of single, female-headed 
households.  

This study also confirms that cash transfers may have a role in HIV prevention in these urban settings. 
While the relationships between poverty, economic inequality, and HIV are complex, this study confirms 
that economic vulnerability influences HIV risk behaviors, although the pathways of risk differ by age 
group. In younger adolescents, household asset ownership was a protective factor for ever having had 
sex. This suggests that households with ready access to assets and resources are better and more able 
to withstand shocks and stress that might otherwise compel some young people to seek access to 
resources through transactional sex. By contrast, in the older sample household employment and 
household per capita income above R2,000 (~USD 200.00) per month were associated with an increased 
risk of sexual activity. This may be in part because ever having had sex is a poor indicator of risk behavior 
in an older age group, where sexual debut and sexual activity is part of a life course transition associated 
with leaving home, finding a job, and finding a partner. It may also suggest that those with access to 
resources in this age group are more likely to seek out sexual partners. More relevant to economic 
vulnerability is the finding in the older age group that those who were more likely to not access health 
care when they needed to due to lack of access to resources were more likely to be sexually active. This 
suggests the potential for providing cash transfers to encourage health seeking behavior.     

In addition to the direct effects of economic status on sexual activity, these data show how economic 
status influence problem drinking and poor mental health. Both of these outcomes are associated with 
an increased risk of HIV (Chersich, 2010) and the data shows how strongly all three behaviors are 
correlated. The pathways by which economic status influence these risk factors are different however. 
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For problem drinking, the data suggest that access to greater wealth or disposable income either from 
parents or through employment is associated with an increased risk. For mental health, perceptions of 
inequality are strongly associated with suicidal ideation in younger adolescents, while hope for the 
future is protective. These trends are less evident in older adolescents. Perceptions of neighborhood 
inequality may be important drivers of risk behavior in young people who may not have access to an 
income of their own and who have desires and aspirations to be more like their better off peers. 
Globalization and increasing access to the internet and social media has increased young people’s 
awareness of these differences. Given that many of South Africa’s challenges relate to huge inequalities 
in wealth, questions that address inequality and aspirations for material goods are important to explore 
in order to explain sexual risk and decision-making in young people. In older adolescents, the influences 
on mental health are different. Those who were currently employed or had moved home in the previous 
six months were more likely to have contemplated suicide. In this population there may be significant 
stresses associated with the transitions to adulthood. Finding and keeping employment in the city may 
be challenging, as is finding and paying for oversubscribed low-cost accommodation, where traditional 
family support structures may be absent.  The additional burden to succeed and send remittances home 
to family members may compound this stress. 

Another important finding from these data is the evidence that school attendance is protective against 
any sexual activity, binge drinking and suicidality. The important protective benefits of school 
attendance across a range of behaviors have been seen in other studies (Pettifor, 2008). These data 
provide support for cash transfers that increase or sustain school attendance.  

Feasibility and acceptability of cash transfers in an urban setting  
The pilot study findings demonstrate that it is both feasible and acceptable to deliver cash transfers to 
young people, without the risk of significant unintended consequences in this setting. The randomized 
design provides evidence for the benefit of cash incentives to promote uptake of clinic visits. The clinic 
condition was most effective in promoting health seeking behavior as youth in this arm were twice as 
likely to have attended a clinic or hospital over the study period as youth in the other arms (64% in the 
clinic condition compared to 26% in the unconditioned cohort and 24% in the school conditioned 
cohort).   

The cash transfer conditioned on school attendance was included in the design because of the growing 
body of evidence – including the findings of this study – that schooling may have a protective effect on 
HIV acquisition, particularly for young girls. Pettifor et al (2008) found that young girls in South Africa 
who did not complete school had four-fold higher odds of HIV infection compared to those who did 
complete school. However, in this study we found that making the cash transfer conditional on an 
attendance record of 80% did not increase school attendance. This may be because school attendance 
rates in all arms were already high, with a median of one day reported as missed in the past term 
(equivalent to >95% school attendance). At the six-month follow-up visit, those in the school 
conditioned intervention arm were most likely to report having missed at least one day of school over 
the study period (75% of adolescents in the school condition had missed at least one day of school 

 

 

 
Page 45 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 
 

compared to 62% in the unconditioned arm and 51% in the clinic condition). A possible reason for this 
finding is that adolescents in this cohort simply reported more accurately because they were aware that 
the researchers had access to their school attendance record and could check their responses against 
these records; or because they were more aware of the days they had missed in this period than others 
because of the conditioning of the cash transfer on attendance. It is also possible that by setting the 
attendance requirement at 80%, the pilot study unintentionally signaled that an attendance record of 
80% was sufficient, and that missing up to 20% of school days in a month was acceptable. This 
unintended negative consequence is important in light of the findings in the cross-sectional survey that 
missing even one day of schooling increases young people’s odds of engaging in risk behaviors.  

In terms of administering the cash transfer intervention, the study also provided evidence to support 
conditioning on clinic attendance, which is easier and cheaper than conditioning on school attendance, 
especially since the only requirement for this condition was walking through the clinic door, not 
accessing specific clinic services. In practice, cash transfers were paid to a minimum of 37 out of the 40 
adolescent participants every month in the school condition, while slightly fewer – 35 out of 40 
adolescent participants – received the once-off cash transfer in the clinic condition. However, while the 
tracking of participants’ attendance at the clinic was relatively simple as it involved submission of a 
signed or stamped study clinic card, the tracking of school attendance posed a number of challenges, 
including a lack of consistency in the kinds of records kept across schools, as well as irregular and 
incomplete record-keeping in the school with the largest number of study participants, which resulted in 
delayed payment of cash transfers as well as some months in which the transfers were paid 
unconditionally because the records were not available. In addition, the experience of this study 
suggests that for larger scale CCT interventions, ensuring access to complete and regular attendance 
records kept by schools would pose a serious implementation challenge.  

Furthermore, the clinic condition was most cost-effective because it promoted positive health behaviors 
– the crossing of the clinic threshold – through a once-off transfer rather than a recurring monthly cash 
transfer. While getting adolescents to cross the threshold is the first step, 25 of the 38 participants in 
the clinic condition did go on the access the youth friendly reproductive health services offered by the 
clinic.  

Effects of different conditions on sexual risk behaviors 
The preliminary findings of this study suggest no significant differences in sexual behavior between 
participants in the different intervention arms or conditions. From a cost perspective, this finding favors 
the clinic condition arm, since it suggests that, even with less money, it is possible to achieve the same 
levels of behavior as in the cash transfers that are delivered monthly. However, this does not take into 
account the potential monitoring costs associated with conditioned compared to unconditioned cash 
transfers. The study was intended as a pilot study and therefore the sample size for this component was 
determined by a pragmatic estimate to provide useful data for future studies rather than by statistical 
power calculations. Making descriptive comparisons between baseline and follow-up, it is clear that 
one-third of participants who were sexually active at the time of study entry, did not subsequently 
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engage in sexual activity for the next six months. It also appears that levels of age-disparate sex, 
transactional sex and binge drinking were slightly lower for these adolescents in the follow up 
assessment, and that fewer adolescents appeared to have thoughts of suicide in the previous six months 
than had ever thought of suicide at the baseline. Such comparisons, however, must be treated with 
caution as these indicators refer to different time periods (lifetime exposure versus exposure in the last 
six months between baseline and endline).  

One difference that was noted in terms of sexual risk behavior was that most of the young men (six out 
of eight) who had impregnated a woman in the previous six months were in the unconditioned cash 
transfer arm (p=0.05). However, there was no other clear evidence from this pilot to suggest that 
conditional cash transfers may yield fewer unintended negative consequences than unconditional cash 
transfers.  

Expenditure of cash transfers and potential for unintended consequences 
A key finding was that more than half of adolescents (58%) across the board indicated that they had 
saved at least a portion of the cash transfer, thus providing them with a small financial asset for future 
use. This is a positive aspect of the study, and confirms the view of behavioral economists that small 
incentives encourage a longer time horizon and offset short-term investments in items that have more 
immediate rewards.  Though Village Savings and Loan (VSL) groups have been implemented in rural 
settings, our findings suggest that assessing the feasibility of a savings group in an urban setting may be 
worth exploring.   

When considering how adolescent participants reported spending the cash transfers, the expenditure of 
those in the unconditional arm and the school condition tended to be very similar, with most 
participants in these two conditions indicating that their cash transfer was spent on personal care or 
hygiene products or cell phone expenses. Fewer participants in the clinic condition indicated that they 
spent their cash on food (p=0.002), personal care or hygiene products (p=0.03). As noted in the 
qualitative interviews, these differences are likely to be a reflection of the fact that the cash transfer in 
the clinic condition involved a once-off payment (rather than six monthly payments as in the other two 
conditions) and was made within the first three months of the study, making the details of the 
expenditure more difficult to remember as well as potentially incentivizing different spending behavior. 
There was also a difference noted in spending on shoes, clothing or underwear, with more adolescents 
(79%) in the unconditional arm reporting having spent their cash transfer in this way, compared to those 
in the school (58%) or clinic conditions (25%). This suggests that the conditions of the transfer may play 
an important role in promoting positive pro-social behaviors. 

There was little evidence to suggest that the cash transfers had a negative effect on relationships with 
family, teachers or peers. It is striking that participants were less likely to disclose to their primary 
caregiver about the cash transfers, although they were happy to share information about the money 
with peers. The in-depth interviews highlight the focus and excitement around the money, and while 
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there was limited evidence of anti-social behaviors, there is a risk that these incentives remove internal 
motivations for positive behavior (Promberger, 2013).  

There was potentially some evidence of unintended or negative consequences of the cash transfer 
intervention. Adolescents were asked twice about whether or not they had spent some of their cash 
transfer on alcohol. In the first case, adolescents were presented with a list of items that included 
alcohol, and were asked which of the items they had spent their cash transfer on. In this case, 37% of 
adolescents across the three arms indicated that they had spent at least some of their cash transfer on 
alcohol. In the second case, adolescents were asked specifically whether or not they have spent at least 
part of the cash transfer on alcohol; here, 15% of adolescents indicated they had done so. This is a 
concern given the finding of this study that binge drinking is closely associated with sexual activity and 
suicidal ideation for adolescents living in this low-income urban setting.  

Study Limitations 
There were several limitations associated with these studies. While these data were collected through 
computer assisted interview methods, these data are self-reported and as such, subject to several 
biases. While RDS-based surveys are a useful alternative to household surveys in settings where 
populations are hard to reach, their analysis is based on critical assumptions about network size and 
linkages within networks. We have made every effort to assess the effects of changes in recruitment 
strategies on prevalence estimates, but if the underlying assumptions are not met, it is possible that 
some of the point estimates presented may be over or under-estimated. We presented both 
unweighted and weighted point estimates for this reason. In terms of the pilot study, we recognize that 
the sample size was small, and the results exploratory.  

Conclusions and Recommendations 
Despite these limitations, there does appear to be evidence that economic vulnerabilities in this 
population were associated with multiple risk behaviors for HIV prevention. There are clear 
development synergies that demonstrate the benefits for young people in terms of both health and 
education, and economic interventions that promote these benefits are worthy of further exploration. 
Our pilot study demonstrated a high degree of feasibility and acceptability of cash transfers in an urban 
setting in which adolescents themselves receive transfers.  Financially empowering young people may 
encourage young people to access sexual and reproductive health services. The findings of this study 
provide additional information to the South African government regarding the feasibility and impact of 
conditioning social grants on school or clinic attendance.   
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TABLES 

Table 1: RDS recruitment process summary (cross-sectional survey)  

 YOUNGER 
(n=497) 

OLDER 
(n=505) TOTAL 

a. Total # seeds 14 23 37 
b. Total # coupons given 1332 1396 2728 
c. Total # coupons returned  483 514 997 
d. Of returned coupons, # potential participants ineligible  0 12 32 
e. Of returned coupons, #non-participating 0 0 0 
f. Of returned coupons, # eligible and participating 483 482 965 
g. Total number of participants  497 505 1002 
h. Participants dropped for excessive missing or nonsensical responses 11 32 43 
i. Duplicate participants dropped 0 0 0 
j. Lost or unsaved interviews 0 0 0 
k. Final analytic sample 497 505 1002 
l. Number of recruits by seed (range) 0 – 3 0 – 3 0-3 
m. Number of recruitment waves (range) 1 – 13 1 – 18 1 – 18  
n. Total number of seeds with 0 # of recruitment 5 14 19 
o. Female to male recruitment ratio (2:1 or 3:0) Recruited 269 Recruited 236 -  
p. 15 – 19 to 20 – 24 recruitment ratio (3:0) N/A Recruited 115 -  
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Table 2: RDS-1 estimators derived from sex for younger and older cohorts (cross-sectional survey)  

 
RDS-1 estimators 

Older Younger 
Male Female Male Female 

n 245 260 273 224 
seeds 6 17 3 11 
Sample proportion 48.5% 51.5% 54.9% 45.1% 
Equilibrium proportion 45.1% 54.9% 43.4% 56.6% 
Waves till equilibrium 7 7 
Average degree 23.3 24.5 9.7 10.6 
Multiplicity degree 6.3 5.7 4.4 4.1 
Homophily 0.66 0.63 0.65 0.63 
Weight 0.88 1.11 0.76 1.29 
Recruitment component (weight) 0.93 1.06 0.79 1.26 
Degree component (weight) 0.95 1.04 0.97 1.02 
Population proportion 42.9% 57.1% 42.0% 58.0% 
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Table 3: Sociodemographic characteristics of youth aged 15 – 24 years (both groups, cross-sectional 
survey) 

Characteristic 
YOUNGER OLDER 

Non-RDS 
N (%) 

RDS-adjusted 
proportion [CI] 

Non-RDS  
N(%) 

RDS-adjusted 
proportion [CI] 

Total  497 (100) 505 (100) 

Gender 

Male 273 (54.9) 41.2 [33.9 – 48.5] 245 (48.5) 42.3 [21.0 – 63.6] 

Female  224 (45.1) 58.8 [51.5 – 66.0] 260 (51.5) 57.7 [36.4 – 79.0] 

Age 

15 – 19 years 497 (100.0) - 117 (23.2) 20.8  [1.4 – 40.2] 

20 – 24 years  0 (0.0) - 388 (76.8) 79.2 [59.7 – 99.0] 

Marital status 

Unmarried  488 (98.2) 98.2 [97.6 – 98.6] 504 (99.8) 99.4 [98.3 – 100.4] 

Married  9 (1.8) 1.8  [1.3 – 2.3] 1 (0.2) 0.6  [0.4 – 1.7] 

Province of birth 

Eastern Cape 16 (3.2) 3.0 [1.9 – 4.2] 31 (6.1) 5.1 [3.5 – 6.7] 

Free State 10 (2.0) 2.0 [1.1 – 5.6] 8 (1.6) 0.5 [0.1 – 0. 9] 

Gauteng  275 (55.3) 53.5 [50.2 – 56.8] 264 (52.3) 51.8 [46.2 – 57.4] 

Kwazulu-Natal 48 (9.7) 10.0 [7.6 – 12.4] 53 (10.5) 9.5 [4.6 – 14.5] 

Limpopo 77 (15.5) 17.4 [11.4 – 23.3] 67 (13.3) 16.4 [10.2 – 22.7] 

Mpumalanga  20 (4.0) 3.6 [2.7 – 4.6] 26 (5.2) 3.8  [2.1 – 5.4] 

Northern Cape 2 (0.4) 0.7 [0.5 – 1.0] 3 (0.6) 1.1  [0.3 – 2.5] 

North West 16 (3.2) 3.1 [2.3 – 3.8] 19 (3.8) 5.9 [4.2 – 7.5] 

Western Cape 2 (0.4) 0.4 [0.2 – 0.5] 4 (0.8) 0.4 [0.05 – 0.7] 

Outside South Africa  31 (6.2) 5.7 [1.5 – 10.0] 29 (5.7) 5.3 [0.1 – 10.8] 

Highest Education                                      TOTAL = 497                                               TOTAL = 505  

Some high school or lower 355 (71.4) 65.1 [58.2 – 72.0] 147 (29.1) 33.6 [84.9 – 58.7] 

Completed high school 78 (15.7) 20.5 [14.4 – 26.5] 303 (60.0) 57.1 [38.7 – 75.5] 

Post-high school  64 (12.9) 14.4 [12.5 – 16.3] 55 (10.9) 9.2 [2.1 – 16.5] 

Current schooling status                                                   TOTAL = 495                                                TOTAL = 501  

In school 406 (82.0) 84.3 [80.8 – 87.8] 408 (81.4) 80.8 [63.7 – 97.9] 

Out of school  89 (18.0) 15.7 [12.2 – 19.2] 93 (18.6) 19.2 [2.1 – 36.3] 

No. of school days missed in past 30 days                             TOTAL = 379 TOTAL = 382  

0  63 (16.6) 17.5 [13.8 – 21.1] 122 (31.9) 27.1  [22.1 – 32.2] 

1-2  152 (40.1) 41.6 [38.3 – 44.9] 77 (20.2) 24.8 [20.4 – 29.2] 

3 – 9  134 (35.4) 34.8 [30.9 – 38.8] 114 (29.8) 29.9 [18.9 – 40.9] 

10 or more  30 (7.9) 6.1   [4.2 – 7.9] 69 (18.1) 18.1 [11.7 – 24.5] 
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Table 4: Economic vulnerabilities by sex (younger group, cross-sectional survey) 

Measures   

YOUNGER 

Male Female 
Non-RDS 

N (%) 
RDS-adjusted 

proportion [CI] Non-RDS (%) RDS-adjusted 
proportion [CI] 

Mother alive                     TOTAL = 444    

No   40 (16.8) 16.2 [12.7 – 19.7] 23 (11.2) 10.3 [7.0 – 13.5] 

Yes   198 (83.2) 83.8 [80.3 – 87.3] 183 (88.8) 89.7 [86.5 – 93.0] 

Father alive                     TOTAL = 443    

No 89 (37.4) 39.8 [31.4 – 48.2] 58 (28.4) 30.5 [21.1 – 39.9] 

Yes   149 (62.6) 60.2 [51.8 – 68.6] 147 (71.6) 69.5 [60.1 – 78.9] 

Parents living status                      TOTAL = 443    

Both dead 22 (9.2) 8.0 [6.2 – 9.7] 12 (5.9) 4.2 [2.9 -5.5] 

At least one alive 216 (90.8) 92.0 [90.3 – 93.8] 193 (94.2) 95.7 [94.4 – 97.1] 

Anyone at home currently working for money   TOTAL = 306   

 No 17 (8.5) 10.5 [3.9 – 16.9] 6 (5.7) 3.5 [1.7 – 8.7] 

 Yes 184 (91.5) 89.5 [83.0 – 96.0] 99 (94.3) 96.5 [91.3 – 100.0] 

Household per capita income                   TOTAL = 284    

0 – 499 56 (30.9) 16.4 [11.6 – 21.4] 38 (37.0) 19.4 [14.5 – 24.3] 

500 – 999 51 (28.2) 26.9 [21.3 – 32.4] 26 (25.2) 27.8 [24.6 – 31.0] 

1000 – 1999 40 (22.1) 31.1 [24.9 – 37.3] 16 (15.5) 20.2 [12.8 – 27.7] 

2000 or more 34 (18.8) 25.6 [17.9 – 33.3] 23 (22.3) 32.6 [25.5 – 40.0] 

Moved dwelling in last 6 months             TOTAL = 444    

Not changed houses  163 (68.5) 63.3 [50.1 – 76.5] 139 (67.5) 67.7 [62.7 – 72.8] 

Changed houses  75 (31.5) 36.7 [23.4 – 49.9] 67 (32.5) 32.3 [27.2 – 37.3] 

Had health problem, but did not seek care because of associated costs*      TOTAL = 160  

No 76 (85.4) 83.4 [71.7 – 95.2] 62 (87.3) 93.0 [91.0 – 95.0] 

Yes 13 (14.6) 16.6 [4.8 – 28.3] 9 (12.7) 7.0 [5.0 – 9.0] 

Employment status/currently working for money                                          TOTAL = 465   

 No 159 (62.4) 62.8 [60.4 – 65.1] 168 (80.0) 79.0 [76.0 – 82.1] 

 Yes 96 (37.7) 37.2 [34.9 – 39.6] 42 (20.0) 20.9 [17.9 – 24.0] 

Amount earned in past 7 days    TOTAL = 465    

 0  161 (63.1) 63.3 [60.8 – 65.8] 171 (81.4) 79.9 [76.9 – 82.9] 

 1 – 99 33 (12.9) 15.5 [6.0 – 24.9] 13 (6.2) 6.2 [4.9 – 7.5] 

 100 – 200  26 (10.2) 9.1 [6.7 – 11.4] 14 (6.7) 6.3 [4.7 – 7.9] 

 201 – 2000 35 (13.7) 12.2 [4.6 – 19.7] 12 (5.7) 7.4 [3.4 – 11.5] 

Inequality  (self-perception)                    TOTAL = 465    

My family is better off than most 56 (22.0) 20.4 [17.7 – 23.0] 47 (22.4) 17.3 [15.1 – 19.5] 

My family about the same as most  176 (69.0) 66.4 [62.0 – 70.9] 144 (68.6) 75.3 [72.2 – 77.8] 
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My family is worse off than most  23 (9.0) 13.2 [10.3 – 16.2] 19 (9.0) 7.3 [6.4 – 8.3] 
*Restricted to participants who did not seek care for a health problem 

Table 5: Economic vulnerabilities by sex (older group, cross-sectional survey) 

Measures   

OLDER 
Male Female 

Non-RDS 
N (%) 

RDS-adjusted 
proportion [CI] 

Non-RDS 
N (%) 

RDS-adjusted 
proportion [CI] 

Social capital: Mother  alive TOTAL= 484    
 No   44 (19.1) 19.4 [11.7 – 27.2] 35 (13.8) 15.7 [13.1 – 18.3] 
 Yes   186 (80.1) 80.6 [72.8 – 88.3] 219 (86.2) 84.3 [81.7 – 86.9] 
Social capital: Father  alive TOTAL= 461    
 No 73 (32.9) 34.6 [24.4 – 44.7] 85 (35.6) 36.3 [33.4 – 39.3] 
 Yes   149 (67.1) 65.4 [55.2 – 75.6] 154 (64.4) 63.4 [60.6 – 66.6] 
Anyone at home currently working for money   TOTAL = 481   
  No 35 (15.2) 14.3 [8.5 – 19.9] 25 (10.0) 7.5 [5.7 – 9.3] 
  Yes 196 (84.9) 85.7 [80.0 – 91.4] 225 (90.0) 92.5 [90.7 – 94.3] 
Household per capita income  TOTAL= 435    
 0 – 499 55 (27.1) 14.7 [8.8 – 20.5] 41 (17.7) 9.2 [2.4 – 15.9] 
 500 – 999 42 (20.7) 31.7 [17.3 – 46.0] 34 (14.7) 28.9 [15.3 – 42.6] 
 1000 – 1999 47 (23.2) 18.3 [14.0 – 22.7] 52 (22.4) 23.0 [20.6 – 25.4] 
2000 or more 59 (29.1) 35.3 [16.6 – 54.0] 105 (45.3) 38.9 [22.9 – 54.9] 
Moved dwelling in last 6 months  TOTAL= 469    
No  170 (77.3) 77.9 [66.6 – 89.3] 209 (83.9) 85.3 [81.1 – 89.4] 
Yes 50 (22.7) 22.0 [10.7 – 33.4] 40 (16.1) 14.7  [10.5 -18.9] 
Had health problem, but did not seek care because of associated costs* TOTAL= 112  
 No 29 (53.7) 64.3 [47.7 – 80.8] 33 (56.9) 50.7 [28.8 – 72.5] 
 Yes 25 (46.3) 35.7 [19.2 – 52.3] 25 (43.1) 49.3 [27.4 – 71.1] 
Employment status/currently working for money                                          TOTAL = 482   
  No 146 (64.0) 68.2 [51.6 – 84.9] 203 (79.9) 82.2 [75.4 – 88.9] 
  Yes 82 (35.9) 31.8 [15.1 – 48.4] 51 (20.1) 17.8 [11.1 – 24.6] 
Amount earned in past 7 days    TOTAL = 494    
  0  165 (69.6) 69.2 [54.2 – 84.2] 217 (84.4) 88.5 [84.3 – 92.7] 
  1 – 99 10 (4.2) 4.2 [1.8 – 6.6] 9 (3.5) 3.5 [0.3 – 7.3] 
  100 – 200  19 (8.0) 9.1 [4.4 – 13.9] 5 (2.0) 2.2 [0.3 – 4.2] 
  201 – 2000 43 (18.1) 17.5 [7.1 – 27.9] 26 (10.1) 5.7 [2.5 – 9.0] 
Inequality (self-perception)  TOTAL= 407    
 My family is better off 64 (33.0) 34.6 [25.5 – 43.7] 61 (28.6) 27.7 [19.7 – 35.7] 
 My family about the same  107 (55.2) 51.9 [39.0 – 64.7] 127 (59.6) 59.7 [53.0 – 66.3] 
 My family is worse off  23 (11.9) 13.5 [9.4 – 17.7] 25 (11.7) 12.6 [10.8 – 14.5] 
*Restricted to participants who did not seek care for a health problem
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Table 6: HIV-related sexual risk or protective behaviors by sex (younger group, cross-sectional survey) 

Measures 

YOUNGER 
MALE FEMALE 

Non-RDS  
N (%) 

RDS- adjusted 
Proportion [CI] 

Non-RDS  
N (%) 

RDS- adjusted 
Proportion [CI] 

Ever had sex TOTAL= 326    
No  50 (19.6) 22.8 [8.8 – 36.8] 89 (42.4) 38.9 [35.1 -42.7] 
Yes  205 (80.4) 77.1 [63.2 – 91.1] 121 (57.6) 61.1 [57.3 – 64.9] 

Age of sexual debut TOTAL= 326    
<15 years   87 (42.4) 45.1 [32.7 – 57.4] 16 (13.2) 14.9 [5.0 – 24.7] 
=>15 years 118 (57.6) 54.9 [42.6 – 67.2] 105 (86.8) 85.1 [75.3 – 94.9] 

Number of sexual partners (whole life) TOTAL= 320   
1 partner  15 (7.5) 6.3 [1.9 – 10.8] 54 (44.6) 47.9 [39.9 – 55.8] 
2 – 4 partners 63 (31.7) 31.5 [26.4 – 36.6] 51 (42.2) 42.4 [34.6 – 50.4] 
5 -9 partners  48 (24.1) 25.1 [16.8 – 33.3] 9 (7.4) 6.4 [2.1 – 10.7] 
10 or more 73 (36.7) 37.1 [31.7 – 42.5] 7 (5.8) 3.2 [2.1 – 4.2] 

Number of sexual partners (past 12 months) TOTAL = 317   
No partner  50 (25.4) 28.9 [11.5 – 46.2] 23 (19.2) 20.3 [16.3 – 14.4] 
1 partner   23 (11.7) 9.9 [7.5 – 12.3] 61 (50.8) 55.9 [50.2 – 61.5] 
2 – 4 partners  61 (31.0) 31.8 [18.6 – 44.9] 27 (22.5) 19.2 [13.9 – 24.5] 
5 – 9 partners  37 (19.0) 17.9 [13.2 – 22.7] 8 (6.7) 4.4 [2.9 – 5.9] 
10 or more 26 (13.2) 11.1 [8.0 – 15.0] 1 (0.8) 0.1 [0.07 – 0.1] 

Ever had transactional sex                                                TOTAL= 464    
No 212 (83.5) 82.5 [75.7 – 89.4] 201 (95.7) 96.0 [94.9 – 97.1] 
Yes 42 (16.5) 17.5 [10.6 – 24.3] 9 (4.3) 0.4 [0.3 – 0.5] 

Sex with a partner 5 years or more older TOTAL = 325   
No  101 (49.5) 44.2 [38.7 – 49.7] 66 (54.5) 58.4 [50.3 – 66.5] 
Yes  103 (50.5) 55.7 [50.2 – 61.3] 55 (45.5) 41.6 [33.5 – 49.7] 

Coerced sex TOTAL= 326    
No 150 (73.2) 71.5 [68.8 – 74.3] 94 (77.7) 78.3 [72.7 – 83.9] 
Yes  55 (26.8) 28.4 [25.7 – 31.2] 27 (22.3) 21.7 [16.1 – 27.3] 

Intimate partner sexual violence (males: perpetrator, females: victim)       M=205       F=121 
No  169 (82.4) 82.6 [76.5 – 88.8] 87 (71.9) 74.0 [68.8 – 79.2] 
Yes 36 (17.6) 17.4 [11.2 – 23.5] 34 (28.1) 26.0 [20.8 – 31.2] 

Ever had anal sex TOTAL= 326    
No 192 (93.7) 90.2 [83.0 – 97.4] 103 (85.1) 85.4 [77.7 – 93.6] 
Yes 13 (6.3) 9.8 [2.5 – 17.0] 18 (14.9) 14.6 [6.4 – 22.9] 

Impregnated a woman/ever been pregnant                  M = 204 F= 121 
No 154 (75.5) 74.2 [69.3 – 79.1] 97 (80.2) 74.9 [63.3 – 86.5] 
Yes 50 (24.5) 25.8 [20.9 – 30.6] 24 (19.8) 25.1 [13.5 – 36.7] 

Ever tested for HIV                                 TOTAL = 464    

No 99 (39.0) 22.8 [8.8 – 36.8] 98 (46.7) 48.4 [41.4 – 55.3] 

Yes 155 (61.0) 77.2 [63.2 – 91.1] 112 (53.3) 51.6 [44.6 – 58.5] 
Condom use at last sex TOTAL= 309    
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Measures 

YOUNGER 
MALE FEMALE 

Non-RDS  
N (%) 

RDS- adjusted 
Proportion [CI] 

Non-RDS  
N (%) 

RDS- adjusted 
Proportion [CI] 

No  53 (27.8) 25.2 [22.6 – 27.9] 27 (22.9) 25.8 [5.9 – 45.6] 
Yes   138 (72.3) 74.8 [72.1 – 77.4] 91 (77.1) 74.2 [54.4 – 94.1] 
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Table 7: HIV-related sexual risk or protective behaviors by sex (older group, cross-sectional survey) 

Measures 

OLDER 
Male Female 

Non-RDS n 
(%) 

RDS- adjusted 
Proportion [CI] 

Non-RDS n 
(%) 

RDS- adjusted 
Proportion [CI] 

Ever had sex                                                                     TOTAL= 489    
No 46 (19.7) 19.5 [10.9 – 28.1] 63 (24.6) 22.9 [17.5 – 28.4] 
Yes 187 (80.3) 80.5 [71.9 – 89.0] 193 (95.4) 77.1 [71.6 -82.5] 

Age of sexual debut                                                      TOTAL= 380    
<15 years   77 (41.2) 46.2 [40.5 – 51.9] 20 (10.4) 12.0 [3.2 – 20.7] 
=>15 years 110 (58.8) 53.8 [48.1 – 59.5] 173 (89.6) 88.0 [79.3 – 96.7] 

Number of sexual partners (whole life)                  TOTAL=355   
1 partner  16 (9.25) 13.7 [8.0 – 19.4] 33 (18.1) 16.7 [9.9 – 23.4] 
2 – 4 partners 54 (31.2) 30.3 [20.7 – 39.8] 82 (45.1) 45.9 [38.9 – 52.8] 
5 -9 partners  44 (25.4) 22.1 [19.7 – 24.4] 39 (21.4) 18.3 [10.8 – 25.7] 
10 or more 59 (34.1) 33.9 [13.0 – 45.9] 28 (15.4) 19.1 [11.4 – 26.9] 

Number of sexual partners (past 12 months)            TOTAL= 356   
No partner  33 (19.1) 30.8 [3.8 – 57.7] 21 (11.5) 16.7 [8.5 – 24.9] 
1 partner   38 (22.0) 18.9 [10.4 – 27.3] 88 (48.1) 46.0 [41.0 -51.0] 
2 – 4 partners  52 (30.1) 31.3 [5.4 – 57.2] 59 (32.2) 28.7 [24.4 – 33.1] 
5 – 9 partners  24 (14.0) 8.2  [5.9 – 10.5] 9 (4.9) 4.9 [4.1 – 5.6] 
10 or more 26 (15.0) 10.8 [7.6 – 14.0] 6 (3.3) 3.5 [3.0 – 4.1] 

Ever had transactional sex                                                TOTAL= 484    
No 193 (84.6) 86.7 [81.5 – 91.9] 243 (94.9) 95.0 [92.2 – 97.8] 
Yes 35 (15.4) 13.3 [8.1 – 18.4] 13 (5.1) 5.0 [2.2 – 7.7] 

Sex with a partner 5 years or more older TOTAL=380   
No  104 (55.6) 58.7 [49.8 – 67.7] 85 (44.4) 44.0 [26.6 – 61.3] 
Yes  83 (44.4) 41.3 [32.3 – 50.2] 108 (56.0) 56.0 [38.7 – 73.4] 

Coerced sex                                                                   TOTAL=372    
No  141 (77.9) 82.3 [77.1 – 87.5] 149 (78.0) 77.0 [69.3 – 86.1] 
Yes  40 (22.4) 17.7 [12.5 – 22.9] 42 (22.0) 22.2 [13.8 – 30.7] 

Intimate partner sexual violence in past 12 months (females: victim; males: perpetrator) 
No  165 (88.2) 87.4 [77.9 – 96.8] 193 (100.0) - 
Yes 22 (11.8) 12.6 [3.1 – 22.1] 0 (0.0) - 

Ever had anal sex                      TOTAL= 232                                             TOTAL= 251  
No 208 (89.7) 91.7 [87.2 – 96.3] 219 (87.2) 85.2 [82.4 – 88.0] 
Yes 24 (10.3) 8.2 [3.7 – 12.8] 32 (12.8) 14.7 [11.9 – 17.5] 

Ever been pregnant/ impregnated a woman          
No 129 (71.7) 72.5 [54.4 – 90.7] 134 (69.8) 72.2 [53.8 – 90.6] 
Yes 51 (28.3) 17.5 [9.3 – 45.6] 58 (30.2) 27.8 [9.3 – 46.2] 

Ever tested for HIV TOTAL= 479    
No 96 (42.7) 50.8 [40.3 – 61.4] 72 (28.4) 28.8 [21.9 – 35.8] 
Yes 129 (57.3) 49.2 [38.6 – 59.7] 182 (71.7) 71.1 [64.2 – 78.1] 
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Measures 

OLDER 
Male Female 

Non-RDS n 
(%) 

RDS- adjusted 
Proportion [CI] 

Non-RDS n 
(%) 

RDS- adjusted 
Proportion [CI] 

Condom use at last sex                                                                      TOTAL= 361    
No  51 (29.3) 24.0 [3.0 – 45.0] 71 (38.0) 38.4 [22.8 – 53.9] 
Yes   123 (70.7) 76.0 [54.9 – 97.0] 116 (62.0) 61.6 [46.1 – 77.2] 
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Table 8: Hope and related risk behaviors, by sex (younger group, cross-sectional survey) 

Measures 

YOUNGER 
Male Female 

Non-RDS 
N (%) 

RDS-adjusted 
proportion [CI] 

Non-RDS 
N (%) 

RDS-adjusted 
proportion [CI] 

Hope for the future                                                             TOTAL= 462    
Low 17 (6.8) 6.2 [4.2 – 8.2] 5 (2.4) 1.6 [1.1 – 2.1] 
Medium 52 (20.6) 21.9 [18.6 – 25.2] 31 (14.8) 12.6 [8.7 – 16.5] 
High  183 (72.6) 71.9 [69.6 – 74.1] 174 (82.9) 85.8 [82.3 – 89.2] 
Ever thought of suicide attempt TOTAL= 464    
No  181 (71.3) 67.6 [60.0 – 75.3] 128 (60.1) 60.2 [48.4 – 72.0] 
Yes 73 (28.7) 32.3 [24.7 – 40.0] 82 (39.1) 39.8 [27.9 – 51.6] 
Made a plan to commit suicide in the past 12 months TOTAL= 155  
No  36 (49.3) 49.1 [28.0 – 70.1] 36 (43.9) 39.8 [28.0 – 51.6] 
Yes 37 (50.7) 50.9 [30.0 – 70.0] 46 (56.1) 60.2 [48.4 – 72.0] 
Attempted suicide in the past 12 months TOTAL = 156   
No 51 (68.9) 68.2 [56.2 – 80.3] 56 (68.3) 74.2 [67.1 – 81.4] 
Yes 23 (31.1) 31.8 [19.7 – 43.8] 26 (31.7) 25.8 [18.6 – 32.9] 
Drinking 5 or more glasses of alcohol in a row in past 30 days TOTAL= 465  
No  168 (65.9) 67.0 [54.9 – 79.1] 173 (82.4) 61.7 [55.9 – 67.5] 
Yes 87 (34.1) 33.0 [20.9 – 45.1] 37 (17.6) 38.3 [32.5 – 44.0] 
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Table 9: Hope and related risk behaviors, by sex, by sex (older group, cross-sectional survey) 

Measures 

OLDER 
Male Female 

Non-RDS  
N (%) 

RDS-adjusted 
proportion [CI] 

Non-RDS  
N (%) 

RDS-adjusted 
proportion [CI] 

Hope for the future                                                   TOTAL= 477    
Low 24 (10.7) 10.1 [3.8 – 16.5] 6 (2.4) 2.0 [0.03 – 3.8] 
Medium 42 (18.7) 24.4 [11.6 – 37.1] 36 (14.3) 14.5 [10.7 -18.3] 
High  159 (70.7) 65.5 [46.6 – 84.4] 210 (83.3) 83.3 [79.6 – 87.2] 

Ever thought of suicide attempt TOTAL= 484    
No  179 (78.5) 76.7 [70.3 – 83.1] 174 (68.0) 70.0 [64.7 – 75.4] 
Yes 49 (21.5) 23.2  [16.9 – 29.7] 82 (32.0) 29.9 [24.6 – 35.3] 

Made a plan to commit suicide in the past 12 months TOTAL= 122  
No  21 (47.7) 51.1 [27.6 – 74.5] 55 (70.5) 60.3 [49.1 – 71.5] 
Yes 23 (52.3) 48.9 [25.5 – 72.4] 23 (29.5) 40.0 [28.5 – 50.9] 

Attempted suicide in the past 12 months TOTAL = 124   
No 31 (67.4) 51.6 [21.6 – 89.6] 64 (82.1) 75.9 [64.9 – 86.8] 
Yes 15 (32.6) 44.4 [10.3 – 78.4] 14 (18.0) 24.1 [13.1 – 35.1] 

Drinking 5 or more glasses of alcohol in a row in past 30 days TOTAL= 334  
No  142 (62.6.) 64.8 [55.2 – 74.4] 182 (71.4) 73.7 [66.2 – 81.2] 
Yes 85 (37.4) 35.2 [25.6 – 44.8] 73 (28.6) 26.3 [18.8 – 33.8] 
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Table 10: Factors associated with sexual activity, binge drinking and suicidal ideation – results of 
unadjusted logistic regression (younger group, cross-sectional survey) 

  YOUNGER 

  Characteristics 
Ever Sex Binge Drinking Considered Suicide 

N (%) OR (95% CI) N (%) OR (95% CI) N (%) OR (95% CI) 

  TOTAL 326  121  155  

 

Gender 

Male 205 (62.9) 1 87 (70.2) 1 73 (47.1) 1 

Female 121 (37.1) 0.46 (0.25 - 0.83) 37 (29.8) 0.39 (0.19 - 0.72) 82 (52.9) 1.30 (0.98 - 1.71) 

Ho
us

eh
ol

d 
st

ab
ili

ty
 

Social capital: Mother  alive  
No   47 (15.1) 1 16 (13.4) 1 24 (16.2) 1 

Yes   264 (84.9) 0.51 (0.16 - 1.67) 103 (86.6) 0.96 (0.68 - 1.35) 124 (83.8) 0.64 (0.44 - 0.93) 
Social capital: Father  alive 

No 108 (34.7) 1 39 (32.8) 1 45 (30.4) 1 

Yes   203 (65.3) 0.90 (0.62 - 1.3) 80 (67.2) 1.07 (0.75 - 1.53) 103 (69.6) 1.20 (0.90 - 1.61) 
Moved dwelling in last 6 months 

No 210 (67.5) 1 87 (73.1) 1 107 (72.3) 1 

Yes 101 (32.5) 1.20 (0.91 - 1.60) 32 (26.9) 0.91 (0.59 - 1.39) 41 (27.7) 0.97 (0.59 - 1.60) 

So
ci

o-
ec

on
om

ic
 

Informal/formal employment 

No 222 (68.1) 1 76 (61.3) 1 111 (71.6) 1 

Yes 104 (32.5) 1.10 (0.79 - 1.65) 48 (38.7) 1.73 (1.21- 2.46) 44 (28.4) 0.80 (0.59 - 1.08) 

Anyone in household working 

No 20 (8.6) 1 7 (7.3) 1 10 (8.8) 1 

Yes 213 (91.4) 0.56 (0.1 - 3.3) 89 (92.7) 1.90 (0.53 - 6.83) 104 (91.2) 0.75 (0.48 - 1.18) 

Household per capita income       

0 – 499 35 (15.4) 1 14 (15.1) 1 16 (14.4) 1 

500 – 999 64 (28.2) 0.91 (0.42 - 1.98) 26 (28.0) 1.03 (0.65 - 1.63) 35 (31.5) 0.94 (0.56 - 1.57) 

1000 – 1999 64 (28.2) 1.03 (0.58 - 1.83) 26 (28.0) 1.20 (0.66 - 2.20) 28 (25.2) 0.70 (0.41 - 1.21) 

2000 or more 64 (28.2) 1.21 (0.54 - 2.76) 27 (29.0) 1.32 (0.71 - 2.48) 32 (28.8) 0.96 (0.60 - 1.57) 

Asset ownership score                               

Poor 112 (36.1) 1 33 (27.7) 1 49 (33.1) 1 

Average  98 (31.6) 0.54 (0.37 - 0.78) 41 (34.5) 1.55 (1.22 - 1.96) 48 (32.4) 1.18 (0.90 - 1.56) 

Rich 100 (32.3) 0.69 (0.42 - 1.1) 45 (37.8) 1.50 (1.05 - 2.12) 51 (34.5) 1.34 (0.82 - 2.20) 
Inequality  (self-perception)  

My family is better off 75 (23.0) 1 25 (20.2) 1 33 (21.3) 1 

My family about the same  220 (67.5) 0.76 (0.4 - 1.4) 86 (69.4) 1.00 (0.76 - 1.31) 99 (63.9) 1.64 (1.17 - 2.30) 

My family is worse off  31 (9.5) 1.56 (0.51 - 4.7) 13 (10.5) 1.86 (1.40 - 2.48) 23 (14.8) 4.27 (2.22 - 8.21) 
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  YOUNGER 

  Characteristics 
Ever Sex Binge Drinking Considered Suicide 

N (%) OR (95% CI) N (%) OR (95% CI) N (%) OR (95% CI) 

Did not access health care when needed because of associated costs 

No 104 (86.7) 1 48 (94.1) 1 65 (86.7) 1 

Yes 16 (13.3) 0.98 (0.44 - 2.11) 3 (5.9) 0.18 (0.09 - 0.40) 10 (13.3) 0.54 (0.17 - 1.74) 

Sc
ho

ol
 

Attends school 

No 74 (22.8) 1 33 (26.8) 1 36 (23.4) 1 

Yes 251 (77.2) 0.22 (0.13 - 0.35) 90 (73.2) 0.32 (0.29 - 0.41) 118 (76.6) 0.56 (0.39 - 0.79) 

Days of school missed 

None 36 (14.3) 1 10 (11.1) 1 17 (14.4) 1 

1-2 100 (39.8) 2.13 (1.20 - 3.70) 29 (32.2) 1.31 (0.85 - 2.01) 44 (37.3) 1.04 (0.58 - 1.87) 

3-9 91 (36.3) 2.20 (1.34 -3.58) 42 (46.7) 2.42 (1.37 - 4.25) 44 (37.3) 1.65 (0.83 - 3.30) 

10 or more 24 (9.6) 2.89 (2.03 - 4.1) 9 (10.0) 2.79 (2.14 - 3.64) 13 (11.0) 1.27 (0.67 - 2.40) 

 H
op

e 
 

Levels of hope 

Very limited hope 16 (4.9) 1 8 (6.5) 1 10 (6.5) 1 

Medium 62 (19.1) 1.18 (0.73 - 1.92) 24 (19.5) 1.31 (0.89 - 1.95) 35 (22.7) 0.54 (0.32 - 0.93) 

High hope 246 (75.9) 1.02 (0.69 - 1.52) 91 (74.0) 0.98 (0.73 - 1.3) 109 (70.8) 0.50 (0.21 - 1.19) 

Ri
sk

 b
eh

av
io

rs
 

Ever considered suicide 

No 209 (64.3) 1 70 (56.4) 1   

Yes 116 (35.7) 1.93 (1.29 - 2.90) 54 (43.6) 2.16 (1.71 - 2.74)   

Binge drinking 

No 217 (66.6) 1   101 (65.2) 1 

Yes 109 (33.4) 3.62 (2.50 - 5.24)   54 (34.8) 1.93 (1.29 - 2.90) 
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Table 11: Factors associated with sexual activity, binge drinking and suicidal ideation – results of 
unadjusted logistic regression (older group, cross-sectional survey) 

  OLDER 

 Characteristics 
Ever Sex Binge Drinking Considered Suicide 

N (%) OR (95% CI) N (%) OR (95% CI) N (%) OR (95% CI) 
 TOTAL 380  158  131   
 Gender  

Male 187 (49.2) 1 85 (53.8) 1 49 (37.4) 1 

Female 193 (50.8) 0.82 (0.53 - 1.25) 73 (46.2) 0.66 (0.54 - 0.80) 82 (62.6) 1.41 (0.87 - 2.28) 

Ho
us

eh
ol

d 
st

ab
ili

ty
 

Social capital: Mother alive  

No   61 (16.3) 1 23 (15.0) 1 19 (14.6) 1 

Yes   314 (83.7) 0.91 (0.55 - 1.53) 130 (85.0) 0.92 (0.32 - 2.68) 111 (85.4) 1.27 (0.45 - 3.65) 

Social capital: Father alive  

No   121 (33.6) 1 49 (34.0) 1 40 (33.3) 1 

Yes   239 (66.4) 1.2 (0.77 -1.89) 95 (66.0) 1.08 (0.61 - 1.90) 80 (66.7) 0.78 (0.48 - 1.24) 

Moved dwelling in last 6 months  

No 301 (82.0) 1 117 (78.0) 1 97 (78.9) 1 

Yes 66 (17.9) 0.79 (0.27 - 2.29) 33 (22.0) 1.02 (0.52 - 1.99) 26 (21.1) 1.78 (1.07 - 2.98) 

So
ci

o-
ec

on
om

ic
 

Informal/formal employment 

No 270 (72.4) 1 103 (67.8) 1 84 (66.1) 1 

Yes 103 (27.6) 0.67 (0.28 - 1.60) 49 (32.2) 0.96 (0.30 - 3.1) 43 (33.9) 2.00 (1.15 - 3.50) 

Anyone in household working  

No 39 (10.5) 1 14 (9.1) 1 14 (11.1) 1 

Yes 333 (89.5) 3.2 (1.35 - 7.69) 140 (90.0) 2.13 (0.73 - 6.18) 112 (88.9) 1.58 (0.76 - 3.29) 

Household per capita income  

0 - 499 37 (10.1) 1 18 (12.0) 1 17 (13.4) 1 

500 – 999 80 (21.7) 1.54 (0.77 - 3.08) 28 (18.7) 0.91 (0.38 - 2.19) 34 (26.8) 0.61 (0.30 - 1.23) 

1000 – 1999 92 (25.0) 2.11 (0.45 - 9.89) 35 (23.3) 1.27 (0.36 - 4.53) 28 (22.1) 0.54 (0.27 - 1.06) 

2000 or more 159 (43.2) 3.80 (1.77 - 8.13) 69 (46.0) 1.87 (0.93 - 3.75) 48 (37.8) 0.88 (0.42 - 1.85) 

Asset ownership score  

Poor 112 (33.6) 1 42 (31.3) 1 43 (38.4) 1 

Average  110 (33.0) 1.09 (0.37 - 3.18) 48 (35.8) 2.00 (0.87 - 4.59) 39 (34.8) 0.99 (0.61 - 1.59) 

Rich 111 (33.3) 1.47 (0.71 - 3.06) 44 (32.8) 1.36 (0.85 - 2.17) 30 (26.8) 0.64 (0.37 - 1.09) 

Inequality (self-perception)   

My family is better off 93 (29.3) 1 46 (32.6) 1 34 (31.8) 1 

My family about the same  188 (59.3) 1.55 (0.67 - 3.61) 78 (55.3) 0.83 (0.18 - 3.75) 57 (53.3) 0.64 (0.33 - 1.23) 

My family is worse off  36 (11.4) 0.58 (0.25 - 1.37) 17 (12.1) 0.30 (0.17 - 0.53) 16 (14.9) 0.22 (0.12 - 0.43) 
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  OLDER 

 Characteristics 
Ever Sex Binge Drinking Considered Suicide 

N (%) OR (95% CI) N (%) OR (95% CI) N (%) OR (95% CI) 

Did not access health care when needed 

No 45 (51.7) 1 21 (47.7) 1 22 (56.4) 1 

Yes 42 (48.3) 3.35 (1.03-10.83) 23 (52.3) 1.65 (0.91 - 3.00) 17 (43.6) 0.65 (0.26 - 1.67) 

Sc
ho

ol
 

Attends school        

No 64 (17.0) 1 30 (19.2) 1 25 (19.4) 1 

Yes 312 (83.0) 1.31 (0.91 - 2.11) 126 (80.8) 0.87 (0.63 - 1.19) 104 (80.6) 0.86 (0.46 - 1.58) 

Days of school missed  

None 89 (30.1) 1 34 (28.6) 1 26 (25.7) 1 

1-2 59 (19.9) 0.75 (0.38 - 1.45) 16 (13.5) 0.68 (0.21 - 2.23) 21 (20.8) 1.12 (0.33 - 3.85) 

3-9 92 (31.1) 1.65 (0.85 - 3.24) 40 (33.6) 1.29 (0.54 - 3.12) 32 (31.7) 0.89 (0.49 - 1.61) 

10 or more 56 (18.9) 2.10 (1.24 - 3.55) 29 (24.8) 1.74 (0.49 - 6.24) 22 (21.8) 1.68 (1.03 - 2.73) 

Ho
pe

 

Hope category       

Very limited hope 18 (4.9) 1 13 (8.6) 1 9 (7.3) 1 

Medium 58 (15.8) 1.51 (0.21 - 10.78) 27 (17.8) 1.06 (0.40 - 2.87) 21 (17.1) 0.69 (0.13 - 3.76) 

High hope 292 (79.4) 3.34 (0.98 - 11.42) 112 (73.7) 0.56 (0.24 - 1.32) 93 (75.6) 0.75 (0.18 - 3.12) 

Ri
sk

 b
eh

av
io

r 

Ever suicide       

No 272 (72.7) 1 100 (64.9) 1     

Yes 102 (27.3) 1.28 (0.76 - 2.15) 54 (35.1) 1.97 (1.09 - 3.67)     

Binge drinking        

No 234 (62.9) 1     13 (8.6) 1 

Yes 138 (37.1) 1.71 (0.73 - 4.03)     27 (17.8) 1.97 (1.09 - 3.67) 
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Table 12: RCT participant characteristics at baseline assessment  

Characteristic 

BASELINE 
Unconditional 

N=40 
n (%) or (IQR) 

School condition 
N=40 

n (%)or (IQR) 

Clinic condition 
N=40 

n (%)or (IQR) 

Total 
N=120 

n  (%)or (IQR) 
Age 

  Median  17 (17-18) 17 (17-18) 17 (17-18) 17 (17-18) 

Gender 

  Male 24 (60.0) 24 (60.0) 24 (60.0) 72 (60.0) 

Marital status 

Unmarried 40 (100.0) 40 (100.0) 40 (100.0) 40 (100.0) 

Highest grade completed 

  Median  11 (10-11) 11 (10-11) 11 (11-11) 11 (10-11) 

Housing stability 

Lives with ≥ 1 parent 29 (72.5) 28 (70.0) 32 (80.0) 89 (74.2) 

 Has a regular place to stay 39 (97.5) 34 (85.0) 33 (82.5) 106 (88.3) 

Household income 

Median  R2700        
(540-5050) 

R3150       
(1250-6000) 

R3450       
(2750-10 000) 

R3000  
(1400-6425) 

Number of persons in household 

Median  4 (3-5) 4 (3-6) 4 (3-5) 4 (3-5) 

Receiving child support grant 

Yes 14 (35.0) 11 (27.50) 6 (15.0) 31 (25.8) 

Food insecurity 

Ever without money for food 15 (37.5) 18 (45.0) 21 (52.5) 54 (45.0) 

Heard gunshots in past 12 months 

More than once 13 (32.5) 11 (27.5) 9 (20.0) 33 (27.5) 

Observed drug deals in past 12 months 

More than once 22 (55.0) 16 (40.0) 22 (55.0) 60 (50.0) 

Observed someone being beaten up in past 12 months 

More than once 25 (62.5) 21 (52.5) 21 (52.5) 67 (55.8) 

Health status 

 Fair-poor 7 (17.5) 3 (7.5) 6 (15.0) 16 (13.3) 

Health seeking behavior in past 12 months 

Sought health care > once  16 (40.0) 7 (17.5) 13 (32.5) 29 (36.0) 

School attendance in past term 

Median days missed 1 (0-2.5) 1 (0-2.5) 1 (0.5-2) 1 (0-2) 
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Characteristic 

BASELINE 
Unconditional 

N=40 
n (%) or (IQR) 

School condition 
N=40 

n (%)or (IQR) 

Clinic condition 
N=40 

n (%)or (IQR) 

Total 
N=120 

n  (%)or (IQR) 
Age of sexual debut 

Median 16 (13.5-16.5) 16 (15-16) 15 (14-16) 15 (14-16) 

Life time number of sexual partners  

1 partner 15 (37.5) 14 (35.0) 7 (17.5) 36 (30.0) 

2 -4 partners 11 (27.5) 13 (32.5) 15 (37.5) 39 (32.5) 

5-9 or more partners 10 (25.0) 10 (25.0) 16 (40.0) 36 (30.0) 

10+ partners 4 (10.0) 3 (7.5) 2 (5.0) 9 (7.5) 

Number of sexual partners (past 12 months) 

Median 2 (1-2) 2 (1-3) 1 (1-3) 2 (1-3) 

Sex with a partner 5 years older or younger 

Yes 13 (32.5) 14 (35.0) 17 (42.5) 42 (35.0) 

Ever coerced to have sex 

Yes 10 (25.0) 11 (27.5) 12 (30.0) 33 (27.5) 

Ever had transactional sex 

Yes 3 (7.5) 4 (10.0) 7 (17.5) 14 (11.7) 

Ever had anal sex 

Yes 9 (20.0) 5 (12.5) 6 (15.0) 20 (16.7) 

Condom use at last sex 

No 5 (12.5) 8 (20.0) 9 (22.5) 22 (18.3) 

Yes 33 (82.5) 30 (75.0) 31 (77.5) 94 (78.3) 

Don’t remember 2 (5.0) 2 (5.0) 0 (0.0) 4 (3.3) 

Ever considered suicide 

Yes 17 (42.5) 15 (37.5) 17 (42.5.5) 49 (40.8) 

Hope for the future 

Less hopeful 2 (5.0) 8 (20.0) 3 (7.5) 13 (10.8) 

Very hopeful 38 (95.0) 32 (80.0) 37 (92.5) 107 (89.2) 

Binge drinking ( 5 or more glasses of alcohol in a row) in past 30 days 

Yes 7 (19.4) 8 (25.0) 12 (36.4) 27 (26.7) 
  

 

 
 

 
Page 70 

 
  



Feasibility of economic interventions for HIV prevention in young people in Johannesburg 

 
 
Table 13: Summary of cash transfers over six month period  

 
Unconditional 

N=40 
n (%) 

School condition 
N=40 
n (%) 

Clinic condition 
N=40 
n (%) 

Total 
N=120 
n  (%) 

Month 1 40 (100.0) 39 (97.5) 25 (62.5) 104 (86.6) 

Month 2 40 (100.0) 39 (97.5) 8 (20.0) 87 (72.5) 

Month 3 40 (100.0) 40 (100.0) 2 (5.0) 82 (68.3) 

Month 4 40 (100.0) 39 (97.5) 0 (0.0) 79 (65.8) 

Month 5 40 (100.0) 37 (92.5) 0 (0.0) 77 (64.1) 

Month 6 40 (100.0) 39 (97.5) 0 (0.0) 79 (65.8) 
Total that received cash 
payments over 6 months 40 (100.0) 39 (97.5)* 35 (87.5)  

*mean no. of participants that received cash conditioned on school attendance over 6 months 

 

Table 14: Health seeking Behavior and School attendance at 6-month visit, by intervention arm 

Outcomes 

Health seeking Behavior and School attendance at 6-month visit, by intervention arm 

Unconditional 
N=38  
n (%) 

School 
condition 

N=33  
n (%) 

Clinic 
condition 

N=39  
n (%) 

Total 
N=110 
n (%) 

P-value 

Have been to clinic or hospital in the past six months 

No 28 (73.7) 25 (75.8) 14 (35.9) 67 (60.9) 
<0.001 

Yes 10 (26.3) 8 (24.2) 25 (64.1) 43 (39.1) 

Number of school days missed in the past six months 

0 days 14 (37.8) 8 (25.0) 18 (48.7) 40 (37.7) 

0.05 
1-2 days 11 (29.7) 13 (40.6) 8 (21.6) 32 (30.2) 

3-6 days 7 (18.9) 11 (34.4) 10 (27.0) 28 (26.4) 

7 or more 5 (13.5) 0 (0.0) 1 (2.7) 6 (5.7) 
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Table 15: Sexual risk behaviors at 6-month visit, by intervention arm 

Outcomes 

Sexual risk behaviors at 6-month visit, by intervention arm 

Unconditional 
N=38  
n (%) 

School 
condition 

N=33  
n (%) 

Clinic 
condition 

N=39  
n (%) 

Total 
N=110 
n (%) 

P-value 

Had sex in the past six months 

No 10 (26.3) 12 (36.4) 12 (30.8) 34 (30.9) 
0.66 

Yes 28 (73.7) 21 (63.6) 27 (69.2) 76 (69.1) 

Among those that had sex in the past 6 months… 

 N=28 N=21 N=27 N=76  

Number of sexual partners in the past six months 

No partner 10 (26.3) 12 (36.4) 12 (30.8) 34 (30.9) 

0.69 1 partner 16 (42.1) 15 (45.5) 15 (38.5) 46 (41.8) 

2 or more partners 12 (31.6) 6 (18.2) 12 (30.8) 30 (27.3) 

Had sex with someone new in the past six months 

No 15 (53.6) 12 (57.1) 16 (59.3) 43 (56.6) 
0.91 

Yes 13 (46.4) 9 (42.9) 11 (40.7) 33 (43.4) 

Sex with a partner 5 years or more older in the past six months 

No 27 (96.4) 19 (90.5) 22 (81.5) 68 (89.5) 
0.19 

Yes 1 (3.6) 2 (9.5) 5 (18.5) 8 (10.5) 

Had transactional sex in the past six months 

No 27 (96.4) 20 (95.2) 24 (88.9) 71 (93.4) 
0.49 

Yes 1 (3.6) 1 (4.8) 3 (11.1) 5 (6.6) 

Had anal sex in the past six months 

No 25 (89.3) 20 (95.2) 26 (96.3) 71 (93.4) 
0.53 

Yes 3 (10.7) 1 (4.8) 1 (3.7) 5 (6.6) 

Condom use at last sex during the past six months 

No 3 (10.7) 2 (9.5) 6 (22.2) 11 (14.5) 
0.36 

Yes 25 (89.3) 19 (90.5) 21 (77.8) 65 (85.5) 
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Table 16: Other risk behaviors or unintended consequences at 6-month visit, by intervention arm 

Outcomes 

Other risk behaviors or unintended consequences at 6-month visit, by intervention arm 

Unconditional 
N=38  
n (%) 

School 
condition 

N=33  
n (%) 

Clinic 
condition 

N=39  
n (%) 

Total 
N=110 
n (%) 

P-value 

Impact on relationships with partners, peers, family and others 

Disclosed receipt of cash transfers 

Yes 36 (94.7) 32 (97.0) 35 (89.7) 103 (93.6) 0.431 

Disclosed to primary care-giver 

Yes 33 (86.8) 24 (72.73) 31 (79.5) 88 (80.0) 0.331 

Relationships in the household have changed 

Yes, better 14 (36.8) 9 (27.3) 10 (25.6) 33 (30.0) 

0.446 Yes, worse 1 (2.6) 1 (3.0) 4 (10.3) 6 (5.5) 

No, the same 23 (60.5) 23 (69.7) 25 (64.1) 71 (64.6) 

Relationships with teachers have changed 

Yes, better 10 (26.3) 13 (40.6) 11 (29.7) 34 (31.8) 

0.530 Yes, worse 2 (5.3) 0 1 (2.7) 3 (2.8) 

No, the same 26 (68.4) 19 (59.4) 25 (67.6) 70 (65.4) 

Coerced sex in the past six months 

No 24 (85.7) 20 (95.2) 26 (96.3) 70 (92.1) 
0.29 

Yes 4 (14.3) 1 (4.8) 1 (3.7) 6 (7.9) 

Intimate partner sexual violence in the past six months (victim) 

No 34 (89.5) 31 (93.9) 36 (92.3) 101 (91.8) 
0.78 

Yes 4 (10.5) 2 (6.1) 3 (7.7) 9 (8.2) 

Intimate partner sexual violence in the past six months (perpetrator) 

No 37 (97.4) 33 (100.0) 37 (94.9) 107 (97.3) 
0.41 

Yes 1 (2.6) 0 (0.0) 2 (5.1) 3 (2.7) 

Hope for the future 

Less hopeful 2 (5.3) 5 (15.2) 4 (10.3) 11 (10.0) 
0.38 

Very hopeful 36 (94.7) 28 (84.8) 35 (89.7) 99 (90.0) 

Substance use 

Change in alcohol consumption in past 6 months (n=53) 

Yes, increased 2 (12.5) 5 (41.7) 4 (16.0) 11 (20.8) 

0.359 Yes, decreased 5 (31.3) 2 (16.7) 8 (32.0) 15 (28.3) 

No, the same 9 (56.2) 5 (41.7) 13 (52.00 27 (50.9) 

Used cash transfers to buy alcohol (n=43) 

Yes 8 (5.1) 6 (18.1) 2 (5.1) 16 (14.6) 0.211 
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Binge drinking (Drinking 5 or more glasses of alcohol in a row) in past 30 days (n=100) 

No 35 (92.1) 30 (90.9) 35 (89.7) 100 (90.9) 
0.94 

Yes 3 (7.9) 3 (9.1) 4 (10.3) 10 (9.1) 

Table 17: Spending of cash transfers reported at 6-month visit, by intervention arm 

Outcomes 

Consumption and expenditure using cash transfers reported at 6-month visit, by 
intervention arm 

Unconditioned 
N=38  
n (%) 

School 
condition 

N=33  
n (%) 

Clinic 
condition 

N=39  
n (%) 

Total 
N=110 
n (%) 

P-value 

Put the money in savings 

No 14 (36.8) 10 (30.3) 16 (66.7) 40 (42.1) 
0.016 

Yes 24 (63.2) 23 (69.7) 8 (33.3) 55 (57.9) 

Expenditure: Food* 

No 7 (18.4) 5 (15.2) 13 (54.2) 25 (26.3) 
0.002 

Yes 31 (81.6) 28 (84.9) 11 (45.8) 70 (73.7) 

Expenditure: Transport to school or anywhere else 

No 18 (47.4) 18 (54.6) 18 (75.0) 54 (56.8) 
0.096 

Yes 20 (52.6) 15 (45.5) 6 (25.0) 41 (43.2) 

Expenditure: Personal care/hygiene products 

No 5 (13.2) 4 (12.2) 9 (37.5) 18 (18.9) 
0.03 

Yes 33 (86.8) 29 (87.9) 15 (62.5) 17 (81.1) 

Expenditure: Cell phone, airtime or ringtones 

No 8 (21.1) 6 (18.2) 8 (33.3) 22 (23.2) 
0.38 

Yes 30 (78.9) 27 (81.8) 16 (66.6) 73 (76.8) 

Expenditure: Shoes, clothing or underwear 

No 8 (21.1) 14 (42.4) 18 (75.0) 40 (42.1) 
<0.001 

Yes 30 (78.9) 19 (57.6) 6 (25.0) 55 (57.9) 

Expenditure: Beer or other alcoholic drinks 

No 32 (84.2) 27 (81.8) 21 (87.5) 80 (84.2) 
0.85 

Yes 6 (15.8) 6 (18.2) 3 (12.5) 15 (15.8) 
*This item and the items that follow formed part of a list of possible items the cash transfer may have been spent on.  
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FIGURES 

Figure 1: Network draws (younger group) 
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Figure 2: Network draws (older group)
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Figure 3: Cumulative proportion of males and females by recruitment wave in RDS samples 
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Figure 4: RCT study enrollment diagram 
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