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A key component of the shift from an emergency to a long-term response to
AIDS is a change in focus from HIV prevention interventions focused on
individuals to a comprehensive strategy in which social/structural approaches are
core elements. Such approaches aim to modify social conditions by addressing
key drivers of HIV vulnerability that affect the ability of individuals to protect
themselves and others from HIV. The development and implementation of
evidence-based social/structural interventions have been hampered by both
scientific and political obstacles that have not been fully explored or redressed.
This paper provides a framework, examples, and some guidance for how to
conceptualise, operationalise, measure, and evaluate complex social/structural
approaches to HIV prevention to help situate them more concretely in a long-
term strategy to end AIDS.
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Introduction

Among researchers, programmers, and policy-makers alike, there is emerging
consensus that, after nearly three decades of the AIDS pandemic, it is time to shift
from an ‘emergency’ approach to a long-term response. A key component of this
shift is a change in focus from biomedical and behavioural interventions aimed at
individuals to comprehensive, strategic programming — now also called ‘combination
prevention’ (Auerbach and Coates 2000, Coates et al 2008, Kurth et al 2011) — in
which social/structural approaches become a core element. Social/structural
approaches aim to modify social conditions and arrangements by addressing the
key drivers of HIV vulnerability that affect the ability of individuals to protect
themselves and others from acquiring or transmitting HIV infection. When
implemented, they can help foster individual agency to allow people to act in their
own and their community’s best interests (including taking up targeted behavioural
and biomedical technologies), create and support AIDS-competent communities
(Campbell 2009), and build health-enabling environments (aids2031 Social Drivers
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Working Group 2010) — all necessary for mitigating, if not eliminating, HIV
epidemics.

While there now is growing acceptance of the need for social/structural
approaches, these have not yet been integrated at the country level, for example in
national HIV/AIDS plans. This in great part stems from the fact that the arsenal of
structural interventions — or, more generally, evidence-based and evidence-informed
strategies that can be demonstrated to actually achieve social change — is quite small;
and developments in this arena have been hampered by significant methodological
and evidentiary obstacles that have yet to be fully explored and redressed (Blanken-
ship et al. 2006, Gupta et al. 2008). This paper attempts to help move the field
forward by providing a framework and some guidance for how to conceptualise,
operationalise, measure, and evaluate social/structural approaches to HIV preven-
tion.

Constructs and definitions

HIV is transmitted by specific practices among individuals and groups that occur in
a social context. We use the term ‘practices’ to convey the social dimension of the
actions that usually are implicated as ‘risk behaviours’. Practices are socially
produced behaviours that are organised and patterned by culture (Kippax 2003,
2008). There is disagreement about the extent to which an individual’s desires,
practices and experiences are shaped by outside forces (social determinants) and how
much they are a reflection of individual decisions to act (social action or agency), but
there is a common understanding that much of what humans do, think, and desire is
influenced, if not determined, by key elements of social life including norms, values,
networks, structures, and institutions.

From a social science perspective, social norms are rules about behaviour that
reflect and embody prevailing cultural values and are usually backed by social
sanctions (formal and informal). Values are ideas held by individuals and groups
about what is desirable, proper, good, or bad. Networks are the webs of human
relationships (including dyadic, familial, social, sexual, and drug-using) through
which social (including sexual) exchange occurs and social norms are played out.
Structures and institutions are the patterned (and sometimes material and opera-
tional) manifestations of social norms and networks such as family units, organised
religion, legislative and policy apparatus, educational systems, military and industrial
organisations, and so on, in which social interaction is constructed, reshaped, and,
often, controlled (see, for example, Giddens ez al. 2009). In most settings, these social
arrangements reflect and produce inequalities among groups including those related
to health and illness.

These basic constructs about human interaction in social groups underlie the
concept of social drivers in the HIV/AIDS context. While there is no standard or
agreed-upon definition of social drivers, UNAIDS refers to them as ‘the social and
structural factors, such as poverty, gender inequality, and human rights violations,
that are not easily measured that increase people’s vulnerability to HIV infection’
(emphasis added) (UNAIDS 2007). As this definition conveys, not only are social-
level phenomena difficult to measure, they also can be difficult to define and
therefore difficult to operationalise for intervention, programming, and policy
purposes. Our use of ‘social drivers’ is meant to refer to the core social processes
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and arrangements — reflective of social and cultural norms, values, networks,
structures and institutions — that operate around and in concert with individuals’
behaviours and practices to influence HIV epidemics in particular settings. As such,
social drivers are essentially coterminous with what commonly are referred to as
‘social determinants’ in the current global public health discourse (World Health
Organization 2008).

Hypotheses and causal pathways

It is important to unpack how aspects of social influence operate and facilitate HIV
transmission in order to mount a social-level response. In both sociological and
social-epidemiological conceptualisations, social drivers are understood not as
discrete variables that can be described in terms of causal, one-to-one relationships.
Rather, they are conceived as interactive phenomena reflective of social and cultural
processes, institutional practices, and sets of arrangements that facilitate HIV
transmission or its prevention. Social drivers are complex, fluid, non-linear, and
contextual, and they interact dynamically with biological, psychological, behavioural,
and other social factors. So, for the purposes of conceptualisation and operationa-
lisation, they must be characterised situationally and contextually.

For example, ‘gender inequality’ — although mentioned in the UNAIDS
definition as a major social driver in HIV epidemics — does not operate universally
in one single way with respect to HIV vulnerability. In a number of sub-Saharan
African countries, HIV prevalences are three to four times higher among young
women than young men (Krishnan et al 2008) but in other countries around the
world, where similar or greater gender inequalities prevail, we do not see the same
gender disparities in HIV infection (Obermeyer 2006). Thus, we cannot talk
generally about ‘gender inequality’ as a direct driver of HIV infections, but must
identify the specific ways in which gender (and sexuality) dynamics operate in
conjunction with other social and cultural dynamics in particular social contexts to
produce vulnerability, or not, and target HIV prevention efforts accordingly.

Poverty is also often implicated as a social driver in HIV epidemics (Rwenge 2003,
Hallman 2005, Weiser et al. 2007). Yet the ‘poverty drives HIV’ hypothesis has been
challenged by authors who have illustrated how, in several sub-Saharan African
countries, it is wealthier groups that often see higher HIV prevalence rates (Shelton
et al. 2005, Chin 2007, Mishra et al. 2007), and how across Africa, it is wealthier
countries that tend to report higher national HIV prevalence rates (Chin 2007). Some
studies have attempted to look beyond such simple correlations, illustrating that the
relationship of HIV prevalence to wealth will differ across countries and may shift
over time as well (Wojcicki 2005, Parkhurst 2010). These studies illustrate that, rather
than a simple correlation, it is the context in which some people are wealthy and
some people are poor that can lead to relational patterns resulting in forms of sexual
networking that can spread HIV. Again, this has direct implications for HIV
prevention efforts. Public health efforts aiming to intervene structurally must be
locally informed and target aspects of poverty that are relevant. For example, people
living in poverty may be driven to specific practices that increase their HIV risk, such
as transactional or ‘survival’ sex, while those whose economic status is improving as a
result of poverty mitigation programs may encounter situations, such as access to
broader social and sexual networks, that increase their vulnerability to HIV.
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Describing and drawing the causal pathways through which these complex and
situationally defined social drivers operate to confer vulnerability to or protection
from HIV transmission is challenging. Over the past two centuries and with the
advent of social epidemiology, causal models have evolved from fairly simple binary
models (cause-effect) to include increasingly complex, multi-level models (Krieger
2001) that can possibly include determinants at the molecular as well as the societal
levels. Parallel developments have taken place in biostatistical models, wherein health
outcomes do not have single causes but contributing causal factors. The contribution
of these factors to disease is often non-linear, and a certain few of them can modify
(i.e., increase or decrease) the effect of others (for example, economic migration
might increase the effect of poverty on sexual risk, or provide a conduit through
which poverty manifests in risk behaviour). What is critical to keep in mind, however,
is that the effect of each contributing causal factor is often not independent of others:
the risk parameter (or the amount to which it contributes positively or negatively to
disease occurrence) may change depending on other mediating factors and the
context in which it is seen.

Multi-level models of causality are further necessary because social drivers also
interact with psychological (i.e., cognitive and affective) and behavioural processes
operating at the level of the individual, whether this is in the form of exercising self-
efficacy, responding to a financial incentive (Medlin and De Walque 2008) or
applying self-reflection and meaning to one’s actions. Through our actions and the
meaning we bring to them, we are constantly creating and recreating social
institutions (Giddens 1986). Thus, society is not static — humans are constantly
changing it — and we cannot even accurately describe, much less figure out how to
intervene in, social life unless and until we grasp the concepts and meanings people
apply to their actions and the motivations and constraints governing them (Somers
1994, Popay et al. 1998).

Such challenges often have led public health practitioners to abandon, or simply
ignore, the social perspective, perhaps out of frustration with what they see as lack of
guidance for action from social science. This frustration is understandable, but
ignoring complexity and context does not make them go away, and a lack of
universal solutions does not mean that there are no ways forward to make better-
informed decisions and to design more effective interventions. In the biomedical and
clinical science literature, the concept of ‘biological plausibility’ is used to make
inferences in the absence of mechanistic data but where an association ‘makes
biological sense,” meaning that it is consistent with what is known about biochemical,
anatomical, or pathophysiological data or animal models (Dicker 2002, Hoffer 2003,
Gehlbach 2006). We suggest a similar notion of ‘sociological plausibility’ as a way to
hypothesise causal links between social drivers and HIV vulnerability where such
associations ‘make sociological sense’ — that is, where they are consistent with what is
known about psychological, social, cultural, economic and political data in specific
contexts. We recognise that, given the inherently political nature of intervening in
social structures and arrangements, the concept of sociological plausibility could be
distorted for ideological purposes. Our point is that research on ‘social causality’ and
structural interventions should be guided by theoretical frameworks that are well
accepted in the social sciences.

The context specificity and dynamic nature of the social factors that can drive
HIV risk and vulnerability requires that we gather adequate information about local
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situations in order to make recommendations about interventions that may have a
meaningful impact on HIV epidemics. Addressing social drivers, therefore, means
taking a different tack from past public health strategies that presume a set of fixed-
value causal factors that can be pre-defined and listed in advance for targeting.
Instead, the starting point for operationalising a social drivers approach should be
the adoption of methodologies that promote knowledge, understanding, and
monitoring of local epidemics and local contexts. These can be analysed in relation
to key social factors and arrangements known or thought to be relevant — that is,
having a ‘sociologically plausible’ link — to HIV transmission. Hypotheses and
intervention or programme choices and designs should derive from this form of
analysis.

Operationalisation

A number of frameworks have been proposed to characterise the range of structural
factors thought to influence HIV epidemics, so as to guide operationalisation and
serve as potential targets of programmatic action. Some focus on factors that affect
people’s ability to access or use protective devices, such as condoms or clean needles,
taking the underlying risk practices (the pattern of sexual behaviour or the use of
injection drugs) as given (Blankenship et al 2000, Cohen et al. 2000, Sumartojo
2000). Others address broader social forces such as social stability/instability and
social equality/inequality that may lead to particular patterns of behaviour in the
first place (Auerbach 2008). These frameworks also differ in how they address scope.
Some look at the relatively micro-level phenomena shaping individuals’ practices,
while others look at much larger macro-level phenomena thought to drive broader
patterns of practices across a large population.

Despite the differences in approach, taken together these frameworks suggest that
the operationalisation of social drivers and social responses must begin with a clear
understanding of the level at which it is hoped an intervention or larger social
response will work (i.e., targeting individuals, communities, or the broader social,
legal, or economic environment), and to what extent fundamental behavioural
patterns are seen as fixed or changeable (i.e., to enable individual practices that
people already find desirable, or to fundamentally change patterns or norms of
practices; Geronimus 2000). Structural interventions for HIV prevention also have
been described as encompassing one or a combination of the following types of
actions: (a) policy-legal changes (e.g., decriminalisation of HIV transmission or of
homosexuality), (b) environmental enablers (e.g., provision of infrastructure,
increasing access to services and condoms), (c) shifting harmful social norms (e.g.,
confronting stigma and discrimination), (d) catalysis of social and political change
(e.g., promoting policy dialogue, advocacy), (e) empowerment of communities and
groups (e.g., community formation, promotion of leadership and support) and (f)
economic interventions (e.g., microcredit, microenterprise, cash incentives) (Auer-
bach 2009, Vincent 2009).

A key challenge in operationalising HIV prevention with a structural focus is
deciding where and how to frame social drivers and at which level to intervene. As an
example, one can consider the case of HIV prevention among migrant mine workers
in southern Africa. HIV prevention efforts could range from making condoms more
available and accessible, to improving social services and mine safety (as studies have
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shown these conditions may foster patronage of sex workers; Campbell and Williams
1999), to much more macro efforts to address a country’s dependence on migrant
labour industries. All approaches — from the most ‘proximal’ to the most ‘distal’ —
may be considered structural, but in each case, different bodies of information are
needed to formulate a plan and predict outcomes. Obviously, the scope of the three
projects would be very different (including whether they are conceived as an HIV
prevention intervention or, rather, as a broader development programme), as would
be the timeframes for their observed impact on HIV incidence.

Using another example of a sex work—driven HIV epidemic, Figure 1 illustrates a
series of steps that might be used to plan interventions of a structural nature. As
shown, there are distinct steps where the factors shaping behaviours and practices are
considered (step 2) and the level of possible structural intervention is explicitly
addressed (step 3). The figure also illustrates the types of information that may be
needed at each step. It should be clear that a structural approach requires a good deal
of information that is specific to the target community and that comes from multiple

Step Information Needed Evidence Sources or
Tools
Step 1: Epidemiological data of key | Epidemiological surveys
1 affected populations:
. Surveillance Data
Identify the SEX WORKERS
target
populations
and/or locations
for intervention
Step 2:
What is the structural context of
sex work? Focus groups or small case
studies with sex workers to

What are the primary causal

work?

- How is the business of sex work
conducted?

- What is the nature of the legal
frameworks affecting sex work?

- Who are the critical power-
brokers shaping the business?

- What is role of law enforcement
in creating or reducing
vulnerabilities?

determine motivating

pathways to risk and vulnerability? factors, dimensions of risk
2 and vulnerability, etc.
Identify the key Key Questions to ask: ) Focus groups with clients
N — - what forms of sex work prevail and gate-keepers
(e.g. street-based? Brothel Ethnographic studies
patt.erns and based? Combination of both?) Surveys of policy and law
drlve.rs of - assess variations in risk, enforcement interactions
behavioural vulnerability & HIV prevalence with sex workers
patterns for the - What are the primary
target motivations for women and
population girls to become involved in sex

Figure 1. Example of approach to assessing relevant social dynamics/identifying appropriate
structural response in an epidemic concentrated around sex work. Source: aids2031 Social
Drivers Working Group (2010), adapted from the original, developed by Auerbach et al.
(2009).
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3
Chose level of

structural
intervention

Step 3: Key Questions to ask:

‘Which of the structural
elements identified in Step 2
have the greatest impact on
your epidemic?

For example:

Legal frameworks require
revision to decriminalize sex
work

Police violence is a critical
factor shaping vulnerability
Sex workers lack power to
organize themselves and to
insist on condoms

Of these, which can be changed?

Each of those identified can be
changed through structural
actions at programmatic level

Historical data/analysis of
structural changes in similar
contexts

Evaluations of past structural

intervention efforts

Your own assessments
conducted under Step 2.

4

Describe
planned and
potential
changes and
outcomes

Figure 1. (Continued)

Step 4: Predict potential outcomes
arising from structural change:
e.g. Sex worker Vulnerability
Reduced:

sex workers empowered
(indicators = increase in
condom use with clients; sex
worker networks and support
groups formed; sex workers
advocating for rights)
violence against sex workers
by police, pimps and clients
reduced, and offenders
punished by law (indicators =
reductions in reported
violence)

Police and other officials more
aware of and sensitive to sex
worker vulnerabilities
(indicators = attitudes of
police, etc)

Possible negative outcomes:

Push-back by police in form of
crackdowns on sex workers
and/or clients (indicators =
increased violence and
arrests)

Resistance from communities
(indicators= attitudes of
community members; voting
behaviour of representatives,
etc)

Modeling estimations and
predictions;

Comparison with other areas of
similar context;

Analysis of relevant public
health and social science
research.
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Step 5: For example:
5 - Create opportunities and Project planning tools
Design the suppo.rt for sex workers to ) )
. . organize for problem Consultation of those experienced
THETVETem solving and self-help; with actions of these kinds
- Provide condoms and

treatment for sexual Consultation with affected
infections to sex workers communities (sex workers, police,
and clients; clients)

- Anti-violence programmes
with police and develop
linkages of mutual
assistance between police
and sex worker
communities;

- Create mechanisms for legal
recourse for sex workers
experiencing violence;

- Rights-based enforcement
of existing protective laws;

- Advocate for
decriminalization and/or
enforcement of existing
laws;

- Create income-generating
alternatives for older sex
workers;

- Vocational training
programmes for sex
workers.

Step 6: Description and

6 measurement (if appropriate)
of: Multiple methods and tools, such
Implement, . L ;
. - How the is programme as longitudinal ethnographic
monitor, affecting sex workers and research, focus groups,
evaluate and power brokers; observation, surveys, evaluations
feedback - Changes in context of sex (i.e. process, operational and
work that might be affecting | outcome evaluation).
effectiveness;

- How these changes are
occurring and who are they
affecting most;

- Is the vulnerability of sex
workers reduced?

Figure 1. (Continued)

sources. At the same time, the structural approach enables multiple intervention
strategies, depending on what level of structural change is targeted (or how social
drivers are framed).

The project of social science in HIV prevention is to unpack the social drivers and
social arrangements, such as those articulated in Figure 1 and in the migrant worker
example above, to better understand how they operate in concert with HIV
transmission dynamics at the individual, couple, and social network levels in
particular social contexts, and then to determine how best they can be modified
for HIV prevention purposes. When considering how to design a social/structural
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intervention based on this analysis, it is imperative to define clearly the units of
observation and the level(s) of change anticipated, and to make explicit any
assumptions or hypotheses about the relationships between these units and patterns
of risk and vulnerability in specific contexts (see Figure 2).

Methods, measures, and evaluation

There is increasing discussion in public health science about how best to evaluate
structural interventions and social change with respect to generating evidence of HIV
prevention outcomes (Gupta et al 2008). Simply put, structural change is
fundamentally social change. Yet social change involves a wide range of shifts and
alterations, while HIV prevention has one very specific biological outcome of interest
—reduced HIV incidence. In the field of HIV prevention this has led to some tensions
in the past, between researchers and practitioners, or between those who feel HIV
incidence should be the sole criteria for evaluating programmes and those who
believe in addressing broader social issues that influence HIV epidemics but that also
are important to address in their own right (e.g., for social justice reasons).

The tension is exacerbated when attempting to integrate social-level interventions
into a hegemonic health-science paradigm characterised by the identification of
cause-and-effect relations operating at the level of the individual, usually irrespective
of context (Raphael and Bryant 2002). Within this dominant paradigm, the efficacy
of individually focused behavioural and biomedical interventions is often evaluated
along a hierarchy of research methodologies in which the strongest level of evidence

Units of Change

* Potential to affect larger groups or numbers * More limited to specific groups
* Increasingly challenging to measure and control * Easier to measure and control
Society Community Group Individual
Proximal

Z
| Provision of prevention technologies |

*Shorter causal chains

;E::i:r:tt: control for other Traditional information, education and communication
(IEC) activities (not social/structural)

*Decreased potential for
unforeseen outcomes

L ) Legal reforms affecting particular groups
eLimited impact to specific

issues Legal reforms
«Decreased potential for affecting the whole
sustained change over population
time
Programs to shape
Causal immediate drivers of
; - it specific group behavior
process Community mobilization activities ; ‘
(e.g. microcredit)
. National leadership
sLonger causal chains .
for social change
*Multiple interacting

elements need to be Efforts to change gender norms in
followed communities or groups Individual/group
eIncreased potential for empowerment
unforeseen outcomes

i Color Ke
*Increased potential for | Popular movements for social change Y
larger-scale impact Strategies aiming to
eIncreased potential for reshape desired
sustained change over behavior patterns
time . L

Distal Strategies aiming to

enable existing
behaviors

Figure 2. Intervention focus.
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is ascribed to randomised controlled trials (RCT) and, ultimately, to systematic
reviews of multiple, large-scale RCTs. But, as numerous authors have argued, the
RCT, while very appropriate for evaluating the efficacy of drugs and devices, may not
be the best method for assessing social- or structural-level interventions (Black 1996,
Pawson and Tilley 1997, Victoria et al. 2004, Pawson et al. 2005, Sanson-Fisher et al.
2007). The goal of RCTs is to assess hypothesised cause-effect relationships believed
to follow a potentially universal mechanism of action that operates proximally to the
individual (or community) in isolation from the ‘noise’ of social context. However,
the mechanisms by which social change takes place are likely not universal, nor are
they ‘quiet’. Not only can context not be controlled for, it shapes how the
intervention works in the first place (Pawson and Tilley 1997) and is inseparable
from the intervention. Moreover, for practical and ethical reasons, the HIV-related
effects of structural interventions usually cannot be assessed in an experimental
fashion, particularly for higher-level environmental change such as legal and policy
changes.

The valorisation of RCTs in HIV prevention intervention science, often to the
exclusion of other methodologies, has resulted in the inhibition of innovative
research questions that may not lend themselves to experimental methods (Sanson-
Fisher et al. 2007, Denzin 2009), contributing to slow progress in theoretical
development and its application in alternative research designs. But, understanding
social drivers and designing and evaluating social responses require a broad range of
methodologies and standards of evidence. Classical experimental designs may be
appropriate for some structural interventions at the social network, community,
neighbourhood, or venue level (particularly when proximal causality and large effects
are hypothesised; Vincent 2009), although the requirement for multiple units of
intervention or sites in order to achieve adequate statistical power can be daunting
and expensive (Institute of Medicine 1995, Bonell er al. 2006). Quasi-experimental
designs may be more feasible and appropriate for assessing social change through
‘natural experiments’ — organic, spontaneous action — or the staged introduction of
interventions (Institute of Medicine 1995). Observational data derived from such
natural experiments and from designs such as cohort, case-control, cross-sectional,
and ecologic studies are key for the generation of hypotheses about causal
relationships that sometimes can be explored through experimental designs.
Quantitative and qualitative social science methods — such as surveys, interviews
and focus groups, behavioural and participant observation, life histories or
narratives, case studies, policy and content analysis, network mapping, and
mathematical modelling — also play a key role in the description of patterns and
identification of contexts that lead to causal hypotheses (Institute of Medicine 2005).
In addition, programme monitoring, evaluation and operations research are key to
obtaining field data about the actual benefit of implementation of programmes (i.e.,
effectiveness).

Moreover, there are a number of options derived from recent interdisciplinary
work and critical social theory for innovative approaches to the evaluation of
structural interventions (Vincent 2009). These include whole systems action research
(Burns 2007), realistic evaluation (Pawson et al. 2005), qualitative comparative
analysis (Byrne 2002) and outcome mapping (Verma 2005). All of these approaches
recognise that social change processes are complex, emergent and context-dependent.
Indeed, there have been a number of HIV success stories in the world, where
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behavioural change has been achieved, and HIV incidence has fallen across a large
population group — from gay male communities in many high-income countries
(Coutinho et al. 1989, Grulich 2000) to Thailand’s brothel-based risk reduction
(Poolcharoen 1998), to Uganda’s general population HIV incidence decline (Kirby
2008). It is worth noting that none of these real-life examples of success occurred
through the simple application of a single intervention that can be easily measured in
an experimental trial. Rather, they can be considered real-world examples of
combination prevention (undertaken before the term was formulated), which, in
the case of Uganda has perhaps best been evaluated through a creative combination
evaluation (or multi-method) approach (Kirby 2008).

In sum, choice of methods for structural intervention design and evaluation
should always be informed by the causal hypothesis and the scope and level at which
the intervention is attempting to work. There is a continuum of outcomes of interest
ranging from changes in the practices of individuals and groups to processes of social
change affecting societies as a whole. Traditional HIV prevention through individual
(or group) behaviour change communication, with a limited or non-existent social/
structural focus is conducive to evaluation quantitatively and through group
comparison. Yet once the desire is to address broader structures — either those
structures directly enabling group and individual behaviours or more distal
structures shaping patterns of social practices — a range of innovative qualitative,
observational and participatory methods may be more appropriate for providing
relevant explanations, as well as outcome measures.

There are a number of things to consider when evaluating the quality and
strength of evidence from structural (or other) interventions for HIV prevention for
the purposes of deciding what to implement and scale up. With respect to quality,
some criteria include transparency in research design, including theoretical frame-
work and data analysis techniques; representativeness of the data (at least within a
specific population or community); appropriate analysis of all relevant data; internal
and external validity; and plausibility of findings (Ross et al. 2006). In considering
the strength of evidence, it is important to assess the intervention’s feasibility,
potential for adverse outcomes and unintended consequences, acceptability in the
target population (or community), potential effect size, and whether it produces
other health or social benefits (Ross et al. 2006).

Following is an example that illustrates some of the important conceptual,
methodological and evidentiary issues in designing, implementing and evaluating
social and structural approaches that we have raised above.

Economic empowerment to reduce HIV vulnerability among women and girls

As noted earlier, poverty and gender inequality are often construed as structural
pathways to HIV/AIDS risk for women and girls globally (UNAIDS 2007, Krishnan
et al. 2008). By addressing gender inequality and economic empowerment,
microenterprise — also referred to as microfinance and microcredit — is one potential
intervention model for HIV/AIDS prevention that has been targeted where rates of
infection are alarmingly high among women and girls. Small loans are used for
income generation and have the potential to reduce poverty directly while also
facilitating better health (Pronyk et al 2006). Additionally, microfinance pro-
grammes have been shown to foster empowerment for women, improve child health
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and welfare, and increase women’s agency in intra-household decision-making
(Center for Interdisciplinary Research on AIDS 2007). A number of microfinance
models exist and include a wide range of activities, such as basic life-skills training,
development of commercially viable products and services, access to markets,
financial training and financial support (Stratford et al. 2008).

In recent years, a few microfinance interventions for HIV prevention among
women and girls have been implemented and evaluated with mixed results
(Dworkin and Blankenship 2009). Most notable among these was the Intervention
for Microfinance and Gender Equity (IMAGE) Programme in South Africa,
which was a comprehensive community-level intervention that combined a gender
equity, anti-violence, and HIV/AIDS education curriculum with a microcredit
programme in an experimental design. At one-year follow-up, the communities
receiving the intervention saw a 55% reduction in intimate partner violence
compared with the control communities (Pronyk er al. 2006). Subsequent data
showed increased HIV knowledge, communication, testing and risk reduction
among young women who participated in the intervention than among those who
did not. However, one ultimate aim of IMAGE was to reduce HIV incidence in
the wider community in which the intervention occurred (not just among credit
recipients), but no difference in HIV incidence between communities was observed
at the time of analysis (Pronyk er al. 2008). It is possible that the intervention
truly did not work as intended, but it is also possible that the difficulty in
measuring changes in HIV incidence in a short period affected the observed
outcome. Nevertheless, IMAGE is generally seen as a successful intervention due
to its efficacy in reducing gender based violence and its possible impact on HIV in
the future.

IMAGE may be compared with SHAZ! (Shaping the Health of Adolescents in
Zimbabwe) — a microcredit and life-skills training and mentorship programme, based
on ‘gender and power’ and ‘women’s empowerment’ theories, which attempts to
address gender inequality, poverty and HIV-risk among young orphaned girls. A
pilot study, using a mixed-method approach to test feasibility of an intervention
combining business and life-skills training with microcredit loans, was first
conducted with a small sub-sample of 50 girls. Quantitative and qualitative analyses
revealed some of the challenges of conducting a microcredit intervention in this
population and social context. While knowledge of HIV and relationship dynamics
were improved by participation in the programme, the business end of the
programme was not successful. Not only were most girls unable to repay their
loans, a number of them were actually made more vulnerable to sexual abuse or
coercion — and possibly HIV infection — because they had to travel and/or carry
money some distances to transact business in unfamiliar places, where they did not
have safe accommodations or places to store their money (Dunbar et al. 2010).

Both the IMAGE trial and the SHAZ! pilot study illuminate the difficulties of
achieving intended intervention outcomes — and preventing unintended ones — in
social contexts that are highly volatile, such as was the case in South Africa and
Zimbabwe during the times the interventions took place. They also demonstrate
that even where rigorous experimental methods are used to evaluate social/
structural interventions, it may be many years before reductions in HIV incidence
will be observed, as significant social and cultural norms, including those related
to gender equity, must first be changed and these themselves take time. These
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economic empowerment projects point to some next steps that must be considered
by the field if it wishes to engage with structural approaches to HIV prevention.

Conclusion

After nearly 30 years of the HIV/AIDS pandemic, there have been woefully few
examples of truly successful HIV prevention initiatives conceived and implemented
by national policy makers and programme planners. To ensure measurable HIV
prevention success by 2031 — the 50th anniversary of the epidemic — it will be
necessary to move beyond the limited, individualistic, urgency-based approaches of
the past. Shifting from an emergency framework and mounting a long-term response
to AIDS requires new approaches that engage with underlying social-structural
drivers of patterns of practices that influence vulnerability and facilitate the spread of
HIV, as part of comprehensive, strategic programming (or ‘combination preven-
tion’).

Patterns of behaviour and practices arise from combinations of drivers,
operating in specific social, economic, and political contexts. As such, no single
causal pathway can be drawn from a social driver to a set of practices or
behaviours; rather, a range of potential outcomes may arise. Making causal
inference about correlations between social drivers and HIV burden involves
identifying ‘sociologically plausible’ pathways drawn from extant social science
and epidemiological data. Engaging with social drivers requires methods and
approaches beyond traditional conceptualisations that seek to identify and
intervene on single, causal determinants or universal mechanisms of influence.

HIV prevention researchers and advocates should reject and resist over-
simplified language for social drivers. Statements that particular social-structural
factors ‘do’ or ‘do not’ lead to HIV transmission are almost always too simplistic;
language should shift to discussing how, in what circumstances, and for whom
particular combinations of factors contribute to HIV vulnerability (or, conversely,
resilience). In order to be rigorous, design of HIV prevention programmes and
interventions aiming to address social-structural factors should:

e Begin with an assessment of the social and structural factors that may be
increasing HIV vulnerability in targeted populations and settings.

e Identify (hypothesise) sociologically plausible causal chains between distal
structural factors and specific individual or group practices.

e Identify levels of possible influence, in line with the HIV prevention
programme’s or intervention’s scope and aim.

e Articulate any assumptions about such influences and aims including
potential expected and unexpected consequences of the programme or
intervention (including other social impacts).

e Build in evaluation mechanisms that are both feasible and appropriate to the
aim, level, scope and method of the programme or intervention as a way to
enable validation of assumptions, investigation of the mechanisms by which
structures affect risk and vulnerability, and appropriate assessment of
outcomes and impact.
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This is an important moment — and opportunity — in the history of the HIV/
AIDS pandemic, as there is (finally) a much clearer and broader recognition of the
need to incorporate social/structural approaches based on social science methods
more fully into the global response. HIV incidence outcomes from these approaches
may not be seen immediately, but affecting the cultural, legal, political and economic
conditions that drive or contribute to HIV vulnerability will prove in the long-term
to have a significant impact on health and well-being worldwide.

Afterword

Since writing this paper originally in 2008-2009, there have been a number of
developments in the HIV prevention field worth noting. First, prevention itself
has returned to the limelight internationally, as demonstrated by the creation of
the UNAIDS High Level Commission on HIV Prevention launched in July 2010.
The intense efforts put into scaling up HIV treatment globally in the past decade
have been remarkable and successful in improving the health and prolonging the
lives of millions of people. Yet the global financial crisis of recent years has led to
realisations that continuing to provide antiretroviral treatment and associated
health care to an increasing number of people will be difficult, if not impossible,
with increasingly constrained resources. The need to prevent infection in the first
place has resurfaced as a concern equal to ensuring treatment access.

There has simultaneously been an increasing awareness of the complexity of
what is involved to prevent HIV, including broader attention to social/structural
and environmental factors and a shared call for ‘combination prevention’. As
defined by UNAIDS, combination prevention is ‘.. .the strategic, simultaneous use
of different classes of prevention activities (biomedical, behavioural, social/
structural) that operate on multiple levels (individual, relationship, community,
societal), to respond to the specific needs of particular audiences and modes of
HIV transmission, and to make efficient use of resources through prioritizing,
partnership and engagement of affected communities’. (UNAIDS 2010). This
approach implies a systematic review of evidence about the epidemic and the
response in order to select, over time, the most appropriate combination of
evidence-informed biomedical, behavioural and social/structural interventions.
Combination approaches would look different in concentrated and generalised
epidemics, in places where significant work has been conducted, and in
communities where HIV work is still starting. Along these lines, the US National
Institutes of Health currently is funding a set of projects looking at the feasibility
of combining different biomedical and behavioural approaches into ‘packages’ of
HIV prevention appropriate to specific population groups or settings globally.
Unfortunately, the NIH programme does not include social/structural approaches
directly in the packages. However, if shown to be feasible, the implementation of
such combination prevention packages can itself be considered a social structural
intervention whose design would be driven by knowledge of the relevant
population and context and whose effectiveness should be evaluated using a
range of quantitative and qualitative methods.
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