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EXECUTIVE SUMMARY

INTRODUCTION

South Africa is home to 7.9 million people living with HIV (PLHIV). Nationally, HIV prevalence is 
nearly twice as high for South African women compared to men (26% vs. 14%). The National 
Strategic Plan for HIV, TB [tuberculosis] and STIs (2017–2022) lays out a strategy to provide 
comprehensive HIV prevention and care services nationwide, while focusing efforts on the 
27 districts that account for the majority of new infections. Within those districts, the strategy 
describes concentrated efforts to saturate areas with high-impact prevention and treatment 
services, and to address the social and structural drivers of HIV infection (HSRC 2017). On the 
service side, this includes enhancing utilization of HIV testing services and linkages to care and 
treatment for those who test positive. At the same time, the strategy acknowledges the need 
to address the social and structural drivers of HIV, including addressing harmful gender norms, 
which are associated with a host of sexual and reproductive health outcomes, such as intimate 
partner violence, and behaviors, such as condom and contraceptive use.

KwaZulu-Natal (KZN), a major epicenter of the South African HIV epidemic, has large informal 
settlements, where communities are formed of ad hoc and improvised housing as residents 
seek opportunities for employment in the surrounding area. While many are recent migrants 
with a high degree of mobility, some residents live their entire lives in these communities. It 
is estimated that nearly 400,000 people live in informal settlements in KZN province alone. 
Since the settlements are unplanned, they are often underserved by municipal services, are 
under-represented politically, and lack accessible healthcare and economic opportunities. 
This environment may translate into unique challenges and barriers in terms of the HIV care 
continuum and prevention of sexual and gender-based violence (SGBV). These challenges create 
a critical need to assess the successes and challenges of implementing HIV prevention and 
treatment interventions in this context.

STUDY OBJECTIVES

The United States Agency for International Development (USAID)/South Africa supported the five-
year Asibonisane Community Responses (CR) program (2014–2019), implemented by the Centre 
for Communication Impact (CCI). The CR program was designed to prevent HIV transmission and 
reduce gender-based violence among young adult men and women in informal settlements in a 
high prevalence setting. Project SOAR/Population Council and the MatCH Research Unit of the 
University of the Witwatersrand conducted an evaluation of the CR program in the eThekwini and 
Ugu Districts of KZN. The CR evaluation had the following objectives:

1. Assess the effects of the CR program on key outcomes for adult men and women, including 
HIV testing and treatment, condom use, SGBV, and gender norms. 

2. Document the experiences, successes, and challenges of rolling out Stepping Stones (a group 
education-focused component of the CR program) in the informal settlement context. 
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STUDY DESIGN AND METHODS

We conducted a stepped-wedge cluster randomized trial with an embedded prospective cohort 
sample. Through this evaluation design, rather than clusters being randomized to control or 
intervention groups for the study duration, clusters were randomized to receive the intervention at 
different time points, crossing over from the control to intervention conditions. 

At baseline in 2017, we interviewed 768 men (ages 18–35) and 760 women (ages 18–24). By 
endline, 78 percent of men and 83 percent of women were interviewed at least once during 
follow-up and are therefore included in our analytical sample. The results of the evaluation 
provide evidence of the levels and trends in key study outcomes over time, and the extent to 
which the CR program affected those outcomes.

To supplement the findings from the quantitative data, we conducted 14 in-depth interviews 
(IDIs) and six focus group discussions (FGDs) with program participants (n=66), and 10 IDIs with 
program staff, in order to learn about their experiences and recommendations regarding the 
program. Direct observations of Stepping Stones meetings were also conducted to assess the 
program delivery. Results provide insights into the experience of scaling up Stepping Stones in 
informal settlements. 

KEY FINDINGS

Dynamics and challenges of living in informal settlements
Men and women living in informal settlements are highly mobile. About one in five men and 
women had lived in their community for less than a year at baseline. More than one in ten men 
and women had slept away from their homes for more than 30 days in the previous six months. 

Men and women living in informal settlements experience high levels of economic insecurity. 
At baseline, more than half of men and women reported earning no income in the past three 
months, and nearly half said that it would be very difficult to borrow ZAR 200 (USD 15) in an 
emergency. About 20 percent of women and 33 percent of men said they or a member of their 
household did not eat for at least one day in the past four weeks.

Participation in the Community Responses program
About one out of four adults interviewed had participated in the CR program, and they 
were largely representative of the community as a whole in terms of sociodemographic 
and behavioral characteristics.1 By endline, 16 percent of men and 16 percent of women 
reported that they had participated in Stepping Stones or another gender-based violence (GBV)

1Throughout this report we refer to the “baseline sample,” which is the full sample of 1,528 men and women interviewed at 
baseline, and the “analytical sample,” which is the subset of men (n=595) and women (n=637) who were interviewed at least 
once during follow-up. While the baseline sample is representative of men ages 18–35 and women ages 18–24 in the study 
community, the “analytical sample” is not, strictly speaking. However, when comparing characteristics of those included in each 
sample, we find that in fact they are not very different, so that trends for the analytical sample can be roughly interpreted as 
representative of the study communities as a whole.
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prevention activity. Also, by endline, 9 percent of men and 6 percent of women reported that they 
had participated in some other aspect of the CR program, but not Stepping Stones. In total, 22 
percent of women and 25 percent of men in the analytical sample participated in Community 
Responses in some way by endline. 

Participation in the CR program was perceived to catalyze several types of behavior change, 
based on qualitative data. Many male and about half the female community members reported 
that they had improved communication about relationships issues with their partners since 
participating in the Stepping Stones program. Male community members described how learning 
to communicate about relationship difficulties had facilitated personal behavior change—they no 
longer responded violently toward their female partners. Some reported that they had decreased 
their number of partners and increased condom use. 

Types of partnerships and condom use
For women, sex with a primary partner, and no other partner, in the last six months was the 
most common experience. At baseline, 72 percent of women reported that they had had sex with 
a primary partner in the last six months. Few (7%) women reported two or more sexual partners 
in the past six months. By the end of the study, the proportion of women who had had sex with a 
primary partner had increased to 85% (p=0.016), but there was no change in the proportion of 
women with multiple partnerships. 

For men, sex with more than one partner, including a primary partner, in the last six months 
was a common experience. Among men at baseline, 60 percent reported that they had had 
sex with that partner in the previous six months. About half of men reported two or more sexual 
partners in the past six months. By the end of the study, the proportion of men with a primary 
partner had increased to 75 percent (p=0.001), and multiple partnerships increased slightly, to 
56 percent (p=0.035). 

Both men and women reported higher levels of condom use with casual partners compared 
to primary partners. Within each partnership type (main or casual), men and women reported 
similar levels of condom use, with higher levels with casual partners (73%) compared to primary 
partners (54–55%). Both men (55% to 43%, p=0.002) and women (55% to 50%, p=0.09) 
reported declining levels of condom use with primary partners over time. 

We found no evidence that the CR program affected condom use with a primary partner for 
men or women.2 

HIV care continuum
Women (14%) were about twice as likely as men (8%) to report being HIV-positive at baseline. 
Self-reported HIV prevalence levels increased during follow-up for both men and women. 
Reported HIV prevalence increased from 14 percent at baseline to 19 percent at endline for 
women, and from 8 percent at baseline to 12 percent at endline for men. Given the age range 

2Regression models, discussed in more detail in the text, compare intervention communities to comparison communities, and 
control for the timing of program rollout in each community. 
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of each group of study participants—18–24 for women and 18–35 for men—these levels are 
roughly comparable to recent estimates for KZN and Eastern Cape, from which many program 
participants migrated (HSRC 2018; NDoH 2016). 

Women (75%) were significantly more likely than men (64%) to have been tested for HIV in 
the last six months at baseline; these levels of testing remained stable during follow-up. At 
endline, 76 percent of women and 64 percent of men in the analytical sample reported having 
been tested for HIV in the last six months. 

At baseline, treatment levels (i.e., on ART) among those reporting an HIV-positive status were 
low overall, especially for women. However, treatment increased dramatically among both 
men and women by endline. At baseline, among those who reported that they were HIV-positive, 
women (47%) were less likely than men (67%) to be on treatment. By endline, ART use in the last 
six months increased to 98 percent of HIV-positive women and 90 percent of HIV-positive men. 
This increase is likely due to the ongoing expansion of South Africa’s test and treat policies. 

We found no evidence that the CR program affected HIV testing levels for men or women. 
Women and men living in communities where the CR program was implemented were no more 
(or less) likely to have been tested for HIV in the last six months than those living in comparison 
communities where the program had not yet rolled out.

We were unable to examine the effects of the CR program on levels of ART use for men 
or women because of insufficient sample size. However, given the substantial increase in 
treatment experienced by the whole sample, it is likely that any effects of the CR program would 
have been washed out by effects of the expansion of South Africa’s test and treat policies.

Intimate partner violence 
Women’s reports of experiencing violence in the last six months were substantially higher 
than national estimates. Some women experienced more than one type of violence in the 
same relationship. At baseline among women with a primary partner, 20 percent reported 
experiencing emotional violence, 22 percent reported experiencing physical violence, and 10 
percent reported experiencing sexual violence from that partner in the last six months. In total, 
27 percent of women reported experiencing either physical or sexual violence from a primary 
partner in the last six months, indicating some overlap in these experiences within relationships. 
By comparison, the 2016 South Africa Demographic and Health Survey reported that, nationally, 
8 percent of women experienced physical violence and 2 percent experienced sexual violence 
committed by their current or most recent partner during the 12 months preceding the survey.

Women’s reports of experiencing violence declined significantly during follow-up. Within the 
analytical sample, women with a primary partner who reported experiencing violence in the last 
six months declined from 21 percent to 10 percent for emotional violence, 23 percent to 16 
percent for physical violence, and 10 percent to 2 percent for sexual violence between baseline 
and endline. Declines occurred even in comparison communities where the CR program had not 
yet taken place. 
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Among women with a primary partner, we find evidence that the CR program led to lower 
reports of experiencing emotional, physical, or sexual violence in the last six months. 
Compared to women living in control communities, women with a primary partner living in 
a community where the CR program was implemented were 56 percent less likely to report 
experiencing emotional violence, and 43 percent less likely to report experiencing physical or 
sexual violence from their primary partner in the last six months.

Men’s reports of perpetrating violence were also high, albeit lower than women’s reports of 
experiencing violence. Among men who had a primary partner, 9 percent reported perpetrating 
emotional violence, 15 percent reported perpetrating physical violence, and 4 percent reported 
perpetrating sexual violence against that partner in the last six months.

Men’s reports of perpetrating violence also declined significantly during follow-up. Within the 
analytical sample, men with a primary partner who reported perpetrating violence in the last six 
months declined from 9 percent to 4 percent for emotional violence, 15 percent to 7 percent for 
physical violence, and 4 percent to 1 percent for sexual violence between baseline and endline. 
Declines occurred even in comparison communities where the CR program had not yet taken 
place.  

Among men with a primary partner, we found evidence that the CR program led to lower 
reports of perpetrating emotional violence, physical, or sexual violence in the last six months. 
Compared to men living in control communities, men with a primary partner living in a community 
where the CR program was implemented were 48 percent less likely to report perpetrating 
emotional violence and 55 percent less likely to report perpetrating physical or sexual violence 
against their primary partner in the last six months. 

Support for equitable gender norms
At baseline, both men (6.2 out of 10) and women (6.8 out of 10) reported moderate levels of 
support for inequitable gender norms on average. Responses varied based on the questions 
asked. For example, 59 percent of men and 23 percent of women strongly agreed at baseline that 
a woman should obey her husband, partner, or boyfriend in all things. However, a much smaller 
proportion—16 percent of men and 13 percent of women—strongly agreed that women should 
tolerate violence to keep their families together. Of the four subscales (violence and control, 
caretaking roles, male avoidance of health seeking, and partner communication), support for 
inequitable gender norms was lowest on caretaking roles and highest on male health-seeking 
behaviors for both men and women. 

Support for equitable gender norms increased significantly over time for both men (to 7.5 
out of 10) and women (to 7.9 out of 10), to moderately high levels of support on average at 
endline. For example, at endline, 42 percent of men (down from 59%) and 16 percent of women 
(down from 23%) strongly agreed that a woman should obey her husband, partner, or boyfriend 
in all things. And only 7 percent of men (down from 16%) and 6 percent of women (down from 
13%) strongly agreed that women should tolerate violence to keep their families together. 
These improvements occurred even in communities where the CR program had not yet been 
implemented, indicating positive trends over time that preceded the program.  
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We find evidence that the CR program led to stronger support for equitable gender norms for 
both men and women. Both women and men living in communities where the CR program was 
implemented reported significantly higher endorsement of equitable gender norms than those 
living in communities where the program had not yet been implemented. For women, scores for 
those in intervention communities were 0.71 points higher (on a 10-point scale) compared to 
women in control communities. For men, scores for those in intervention communities were 0.74 
points higher compared to men in control communities. 

Lessons from scaling up Stepping Stones
Stepping Stones offered a safe and supportive learning environment. Community members 
enjoyed participating in Stepping Stones because they felt they gained knowledge and 
understanding, especially about HIV/AIDS and gender-related issues. Information on the 
biological mechanisms of HIV, caring for people living with HIV in a non-discriminatory way, and 
HIV prevention details was highlighted as beneficial.

Implementing the program in informal settlements was challenging. Observations and 
interviews with staff and participants demonstrated that finding an appropriate venue was 
difficult. Observations of Stepping Stones sessions showed that activities and exercises in the 
manual were often not followed. During program implementation, the number of participants per 
group increased from the recommended 20 individuals or so to up to 40.

Well-prepared facilitators were key for ensuring well-run and cohesive groups. Most 
community members had confidence in their facilitators and felt that they were knowledgeable 
and well prepared for their group sessions. The majority were perceived as skilled and effectively 
able to manage group discussions, debates, or disagreements.

Mixed sex groups worked well. Many Stepping Stones sessions were mixed sex, although there 
were often more female than male participants in these groups. Staff and community members 
felt that mixed sex groups were preferable to facilitate discussions about sensitive issues and 
come up with collaborative solutions to these.

Community members suggested adding content on substance abuse and child abuse. Some 
female participants noted that child abuse and rape are common in their communities and 
expressed that they would have liked to have learned more about how to deal with this. Some 
men would have liked more information on how to deal with substance abuse, including referrals 
for assistance.

CONCLUSIONS AND RECOMMENDATIONS

Results from the program evaluation shed light on the challenges facing adult men and women 
living in informal settlements in KZN, South Africa, as well as signs of positive changes taking 
place. Despite widespread economic insecurity and high levels of mobility, we observed declines 
in reports of emotional, physical, and sexual violence, and improvements in support for equitable 
gender norms. Those changes were observed in the study communities as a whole, and we 



Lessons learned from the evaluation of the Asibonisane Community Responses program in KZN, South Africa   ■  7

find evidence that they were amplified by the CR program, specifically participation in Stepping 
Stones. We observed less progress in condom use and HIV testing in study communities, despite 
dramatic increases in treatment among those who self-reported as HIV-positive. 

This study provides evidence of the feasibility and potential effectiveness of scaling up Stepping 
Stones in informal settlements in South Africa, and highlights important areas for improvement 
in future interventions in these settings. We found that the CR program was well received by 
community members and, similar to previous research on Stepping Stones, important areas of 
behavior change were reported by participants. Recommendations for future implementation of 
the Stepping Stones program in a complicated environment like informal settlements include:  

 y Prioritize adequate size indoor venues that offer privacy and seating in order to perform group 
work/role plays.

 y Modify session times (e.g., add evenings, weekends) to accommodate employed and student 
participants. Provide catch-up sessions for those who miss sessions.

 y Shortening individual sessions may be necessary—3-hour sessions are quite long when people 
have competing commitments such as work and household chores. 

 y Continue forming mixed sex session groups but attempt to ensure that both sexes are well 
represented.

 y Provide facilitators with ongoing mentoring and support to address concerns and issues as they 
arise.

 y Consider including additional topics that are relevant to the communities, e.g., child abuse, 
substance abuse.

The CR program was designed to take a similar approach to South Africa’s National Strategic Plan 
for HIV, TB and STIs, promoting utilization of care and treatment services while addressing the 
structural drivers of HIV infection through programs such as Stepping Stones. Against a backdrop 
of positive trends in use of treatment services, support for equitable gender norms, and patterns 
of sexual and gender-based violence, we found evidence that participation in Stepping Stones 
led to additional improvements for both men and women living in informal settlements. These 
findings lend support not only to the national strategy as a whole, but also to targeted efforts 
within high-prevalence and economically insecure settings, such as informal settlements in KZN. 
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INTRODUCTION

South Africa is home to 7.9 million people living with HIV (PLHIV). Nationally, South African women 
are nearly twice as likely as men to be living with HIV (26% vs. 14%). Prevalence peaks between 
the ages of 35 and 39 for both women (39%) and men (24%), and is highest in KwaZulu-Natal 
(KZN) province, where 37 percent of women and 19 percent of men are living with HIV (HSRC 
2018; NDoH et al. 2019). HIV is most frequently transmitted through heterosexual intercourse, 
and sexual behaviors that increase the risk of HIV transmission are relatively common. 
Approximately 5 percent of women and 17 percent of men ages 15–49 reported having two or 
more sexual partners in the past 12 months; of these, about half of women (42%) and one-third 
of men (35%) did not use a condom at last sex (NDoH et al. 2019). 

The government of South Africa’s National Strategic Plan for HIV, TB and STIs (2017–2022) 
lays out a strategy to provide comprehensive HIV prevention and care services nationwide, 
while focusing efforts on the 27 districts that account for the majority of new infections. Within 
those districts, the strategy describes concentrated efforts to saturate areas with high-impact 
prevention and treatment services, and to address the social and structural drivers of HIV 
infection (HSRC 2017). On the service side, this includes enhancing utilization of HIV testing 
services and linkages to care and treatment for those who test positive, because of the promises 
these hold both for reducing HIV transmission and for connecting consumers to the broader 
health system to improve their treatment outcomes. At the same time, the strategy acknowledges 
the need to address the social and structural drivers of HIV, including addressing harmful gender 
norms, which are associated with a host of sexual and reproductive health outcomes, such as 
intimate partner violence, and behaviors, such as condom and contraceptive use.

KZN, a major epicenter of the South African HIV epidemic, has large informal settlements, where 
communities are formed of ad hoc and improvised housing as residents seek opportunities 
for employment in the surrounding area. While many are recent migrants with a high degree of 
mobility, some residents live their entire lives in these communities. It is estimated that nearly 
400,000 people live in informal settlements in KZN province alone. Since the settlements are 
unplanned, they are often underserved by municipal services, are under-represented politically, 
and lack accessible healthcare and economic opportunities. This environment may translate into 
unique challenges and barriers in terms of the HIV care continuum and prevention of sexual and 
gender-based violence (SGBV). These challenges create a critical need to assess the successes 
and challenges of implementing HIV prevention and treatment interventions in this context.

ADDRESSING SOCIAL AND STRUCTURAL BARRIERS THAT 
INCREASE VULNERABILITY TO HIV

Gender norms are associated with a host of sexual and reproductive health outcomes and 
risk behaviors, such as condom and contraceptive use, even after controlling for other factors 
(Tang et al. 2001; Stephenson et al. 2012; Karim et al. 2003). Gender norms are also closely 
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tied to other antecedents of HIV infection, especially SGBV and power in sexual relationships. 
Inequitable gender norms and traditional masculinity norms have been associated with female 
SGBV victimization and male perpetration of SGBV or rape (Gomez, Speizer, and Moracco 2011; 
Shannon et al. 2012). The consistency of such findings—across countries, continents, class, and 
race—is striking. Across South Africa, 9 percent of men ages 15–49 feel there are instances when 
a husband is justified in beating his wife, and 10 percent of ever-partnered women ages 18-49 
reported experiencing physical or sexual violence from an intimate partner during the past 12 
months (NDoH et al. 2019).

A growing body of evidence suggests that programs that seek to change harmful gender norms 
can improve health behaviors (e.g., increased condom use, reductions in the number of sex 
partners) and outcomes (e.g., reduced STIs and SGBV) (Jewkes et al. 2008; Pulerwitz et al. 2015). 
These programs often focus on convening small groups of participants and engaging them in 
learner-centered and interactive activities that foster critical reflection about gender norms and 
inequality and may complement these with broader behavior change communication activities 
(Dworkin et al. 2013; Pulerwitz et al. 2010; Pulerwitz et al. 2012). 

Utilization of HIV testing services, and linkages to care and treatment for those who test 
positive, are also of critical interest, because of the promises these hold both for reducing 
HIV transmission and for connecting consumers to the broader health system to improve their 
treatment outcomes. 

CONTRIBUTION OF THIS STUDY

Project SOAR/Population Council and the MatCH Research Unit of the University of the 
Witwatersrand conducted an evaluation of the Asibonisane Community Responses (CR) program, 
a multi-faceted HIV and violence prevention program that includes Stepping Stones as a key 
component of the program. CR is supported by PEPFAR/USAID and implemented by the Centre 
for Communication Impact (CCI) and partners. We evaluated the program in 18 selected informal 
settlements in the eThekwini and Ugu Districts in KZN—one of four provinces where the program 
was implemented.

We assessed the effectiveness of the CR program, designed to promote uptake of HIV services 
and transform gender norms to create an enabling environment for HIV prevention behaviors 
among adult men and women. This study contributes to several critical domains of interest for 
PEPFAR and the wider HIV and AIDS community, as well as addressing HIV program challenges 
of great relevance to the South African context. Further, this research provides evidence on the 
experience of implementing a scaled-up version of Stepping Stones in informal settlements. 

Building the global evidence base on these questions is vital to both improving outcomes 
related to HIV prevention and eliminating harmful gender norms, which are linked to a range 
of other outcomes of concern. KZN, a major epicenter of the South African HIV epidemic, has 
large informal settlements in which as many as 400,000 people live and work. An informal 
settlement is defined by Statistics South Africa as, “an unplanned settlement on land which has 
not been surveyed or proclaimed as residential, consisting mainly of informal dwellings (shacks)” 
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(Statistics South Africa 2004). According to the most recent census, about 12 percent of the 
population of South Africa was living in informal settlements (Statistics South Africa 2012). 
Since the settlements are unplanned, they are often underserved by municipal services and lack 
accessible healthcare. Given high rates of HIV, there is a critical need to assess the successes 
and challenges of implementing HIV prevention and treatment in this context.
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STUDY GOALS, OBJECTIVES, AND 
METHODS

The goal of the CR evaluation was to generate and disseminate evidence regarding community-
based interventions aiming to prevent HIV transmission and reduce SGBV among adult men and 
women in a high prevalence setting. 

Specifically, the CR evaluation had the following objectives:

1. Assess the effects of the CR program on key outcomes for adult men and women, including 
HIV testing and treatment, condom use, SGBV, and gender norms. 

2. Document the experiences, successes, and challenges of rolling out Stepping Stones (a group 
education-focused component of the CR program) in the informal settlement context. 

THE COMMUNITY RESPONSES PROGRAM

The United States Agency for International Development (USAID)/South Africa supported the five-
year CR program (2014–2019), implemented by CCI, in partnership with Dramaide, or TVT. The 
target population for the CR program was young men (ages 15–35) and women (ages 15–24)3 
living in informal settlements in the United States President’s Emergency Plan for AIDS Relief 
(PEPFAR) communities, located in 23 sub-districts within the Gauteng, KZN, Mpumalanga, and 
Western Cape provinces. 

The CR program was designed to include the following reinforcing components:

1. Standardized HIV prevention interventions (PP_PREV):4 The program implemented PP_PREV 
as a 2- to 3-hour single-session structured intervention where between 20 and 40 men and 
women participated, divided by age group. These activities aimed to create critical awareness 
on safe and risky behaviors that influence prevention and spread of HIV in order to inform 
and encourage clients to evaluate their risks of HIV infection and reflect on their preferred 
HIV prevention methods. It also sought to inform clients about available health services 
and address local barriers to facilitate improved access to care and treatment, working with 
the Department of Health and PEPFAR clinical partners. PP_PREV sessions were intended 
as an entry point and foundation for gender norm interventions. As designed, participants 
would be encouraged and referred for services including: HIV testing and counseling (HTC), 
voluntary male medical circumcision (VMMC), prevention of mother-to-child transmission of 
HIV (PMTCT), contraception, condoms, antiretrovirals (ARVs) (uptake and adherence), pre-
exposure prophylaxis (PrEP), and SGBV prevention.

3Although this is the focal population for the intervention, CCI has indicated that the program will not be limited to this age group.
4PEPFAR Level 1 Indicator definition for PP_PREV: Percentage of individuals from priority populations who completed a 
standardized HIV prevention intervention, including the specified minimum components, during the reporting period.
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2. Structural interventions related to gender norms designed for HIV and gender-based violence 
(GBV) prevention (GEND_NORM),5 are defined as interventions that support participants to 
understand and question existing gender norms and reflect on the impact of those norms on 
their lives and communities; make a clear link between the gender norms being discussed 
and HIV prevention, treatment, care, or support; and have a minimum of 10 hours contact 
time per individual. Specific interventions planned included grassroots soccer/SKILLZ 
curriculum (for in-school youth ages 15–19) and Stepping Stones for youth and adults.6 

a. SKILLZ is an evidence-based tool designed to create awareness in order to influence 
positive behavior change among 15- to 19-year-old adolescents in relation to HIV, teenage 
pregnancy, and sexually transmitted infections (STIs) risk reduction, as well as promotion of 
sexual reproduction health rights. This school-based curriculum includes between 20 and 
40 learners who attend a series of 10 sessions on HIV risk and safe behaviors, GBV, and 
sexual and reproductive health, with each session lasting for three hours.

b. Stepping Stones is a widely used life skills training intervention focused on curbing GBV 
and reducing HIV risk.6 The program addresses issues such as communication about 
HIV, relationship skills, and assertiveness. The manual-based curriculum encourages 
participants to engage in critical reflection through role-playing and group dialogue. 
Previous evaluations of Stepping Stones in South Africa found significant reductions 
in intimate partner violence and herpes simplex virus, and improvements in couple 
communication and negotiation, among other positive outcomes (Jewkes et al. 2008; 
Jewkes et al. 2014).

c. As designed, participants would be encouraged and referred for services including: 
HTC, VMMC, PMTCT, contraception, condoms, antiretroviral treatment (ART; uptake and 
adherence), SGBV, and post-exposure prophylaxis (PEP). 

3. SGBV prevention activities: This component was defined by the CR project team as 
interventions that raise awareness of SGBV and increase knowledge and access to PEP; 
promote and refer to local SGBV service providers, where they exist; refer to the South African 
Police Services, psychosocial support services, and relevant government departments; and 
emphasise networks, key stakeholders, and service providers to ensure joint implementation 
and effective referrals. Specific interventions focused on community dialogues focused on 
SGBV prevention and workshops for men adapted from the One Man Can toolkit.7 

4. Community dialogues: The CR program, as designed, also included situational analyses and 
mapping activities before activities began in each community, as well as sessions designed to 
provide feedback on community achievements after interventions. 

The CR program was designed to align with the Government of South Africa’s National Strategic 
Plan for HIV, STIs, and Tuberculosis (TB) for 2012–2016, as well as with the UNAIDS targets for 
2020: 90 percent of people living with HIV knowing their status, 90 percent of those who know 
their status on ART, and 90 percent of those on ART virally suppressed (90:90:90 target).

5PEPFAR Level 1 indicator definition for GEND_NORM: Number of people completing an intervention pertaining to gender norms 
that meets minimum criteria. 
6Stepping Stones: A training manual for sexual and reproductive health communication and relationship skills. http://www.mrc.
ac.za/sites/default/files/attachments/2016-07-08/stepping3rdedition2010.pdf 
7One Man Can is a program in which men and boys are encouraged to reflect on their own experiences, attitudes, and values 
regarding women, gender, gender-based or intimate partner violence, HIV/AIDS, and human rights.

http://www.mrc.ac.za/sites/default/files/attachments/2016-07-08/stepping3rdedition2010.pdf
http://www.mrc.ac.za/sites/default/files/attachments/2016-07-08/stepping3rdedition2010.pdf
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STUDY DESIGN

Overview of research activities
An overview of the research activities, methods, and study instruments is provided in Table 1. 

Table 1  Overview of research activities and methods
Research 
activity

Stepped-wedge cluster 
randomized trial 

In-depth interviews 
(IDIs) and focus group 

discussions (FGDs) with 
cohort participants

IDIs with  
CR staff

Observations of 
Stepping Stones 

sessions

Study
population

Cohort of women 
(ages 18–24) and men 
(ages 18–35) living in 
selected communities

Selected cohort study 
participants:  
women (ages 18–24) and 
men (ages 18–35) 

Facilitators, staff, 
and facilitators 
involved with CR

Participants and 
facilitators in 
Stepping Stones 
sessions

Sample 
size

20 pretest participants
10 women
10 men
1,528 final survey 
participants:
     768 women
     760 men 

14 IDIs: 7 women, 7 men

6 FGDs: 
2x women (n=6; n=9) 
2x men (n=8; n=10) 
2x mixed women/men (10 
women, 9 men)

10 IDIs: Program 
staff/facilitators

Observation of 8 
sessions

Timing Stepped-wedge 
intervention roll-out 
with 4 survey rounds 
(2017–2019)

After stepped-wedge 
intervention rollout 
(variable) and again at 
endline (Feb 2019)

After stepped-wedge 
intervention rollout 
(variable) and again 
at endline (Feb 
2019)

During follow-up 
period
(2017–2019)

Quantitative methods
We conducted a stepped-wedge cluster randomized trial with a prospective cohort sample to 
provide rigorous evidence of the effects of the CR program. Through a stepped-wedge evaluation 
design, clusters (communities) cross over from control to intervention at different time points 
(Hussey & Hughes 2007; Brown & Lilford 2006). The stepped-wedge evaluation was implemented 
in a subset of communities within the broader CR program implementation area so that the 
evaluation would not impede the general rollout of the CR program in non-evaluation areas. 

Details on the timing of program rollout and data collection are provided in Figure 1. Communities 
within the evaluation areas were randomized to have the CR program rollout in three steps at 
eight-month intervals (Group 1, Group 2, and Group 3), with continual implementation after 
rollout through the end of the program. Baseline data collection began in early 2017 in all sites. 
After each eight-month program rollout period, follow-up surveys (Round 2, Round 3, and Round 
4) were conducted among all study participants.   
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Figure 1  Timing of program and study rollout in evaluation communities

Study phase
Phase 1

Feb –  
Sep 2017

Phase 2
Oct 2017 –  
May 2018

Phase 3
Jun –  

Nov 2018

Endline
Jan – 

May 2019

Group 1
(6 communities)

Survey BL R2 R3 R4

Program rollout/ 
implementation Rollout I I I I I

Group 2
(6 communities)

Survey BL R2 R3 R4

Program rollout/ 
implementation Rollout I I I

Group 3
(6 communities)

Survey BL R2 R3 R4

Program rollout/ 
implementation Rollout I

Notes: Communities within the evaluation areas were randomized to have the CR program rollout (R) in three steps at 
approximately 8-month intervals (Phase 1, Phase 2, Phase 3), with continual implementation (I) after rollout through the end of 
the program. BL=baseline data collection; Rollout=rollout of program activities; I=ongoing program implementation

Data collection 
USAID and CCI identified priority wards for the CR program evaluation within eThekwini and Ugu 
sub-districts in KZN province, based on the prevalence of HIV in the area and the need for HIV 
prevention programming.8 Within those wards, informal settlements were identified for targeting 
by the CR program. Depending on size, the informal settlements were further sub-divided 
into smaller clusters for the impact evaluation. From the full list of approximately 80 informal 
settlements or sub-clusters, 18 were randomly selected proportional to size. After selection, 
clusters were then randomly assigned to rollout Group 1, 2, or 3 (Figure 1).

We recruited a cohort of 768 men and 760 women living within selected study clusters. Although 
the CR program aimed to reach young men (ages 15–35), and young women (ages 15–24), the 
evaluation was limited to men ages 18–35 and women ages 18–24 for several reasons: (1) 
the highest HIV incidence rates are found in these age groups, (2) the CR program reached the 
younger group (ages 15–18) mainly through school-based programming, while this evaluation 
focused on the effects of community-based work, and (3) it would have been difficult to recruit 
youth under 18 via the planned household-based sampling. 

Eligible men and women were sampled from households within the informal settlements through 
a process of mapping, random household selection, resident enumeration, and participant 
selection. One person in the eligible age group was selected for participation per sampled 
household. 

After obtaining informed consent, the survey was administered in a private location within the 
participant’s home or an alternative private location. The interview lasted approximately one hour 
and was conducted by an interviewer of the same sex as the participant using a tablet. The most 
sensitive questions on gender-based violence and HIV status were self-administered. 

8Wards are geopolitical subdivisions of municipalities. Although defined largely for electoral purposes, wards are a geographic 
level of demarcation use by the South Africa National Census. 
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The study team adopted several measures to increase the chances of study participants joining 
the program. Data collectors described the upcoming program to respondents, and often 
accompanied CCI to prepare communities for the upcoming intervention. The data collection 
team also added a “random promotion” activity to the study that involved randomly selecting a 
group of study participants (about 40% of the sample) to be contacted directly by CCI and invited 
to participate in the program. As this activity was distributed randomly in the study population, it 
did not bias the chances of participation among certain groups compared to other groups.  

Since the study sample was randomly selected from a household listing, the baseline sample is 
representative of the study communities. 

Data analysis
We begin by presenting baseline frequencies for key sociodemographic variables and descriptive 
trends over time for key outcomes (percentages and continuous scores), by sex. In order to 
assess program effects, we ran random effects models for each key outcome, pooling data across 
rounds and controlling for the timing of program rollout in each community. We ran separate 
models for men and women. For most outcomes, we ran logistic regression models and present 
results as odds ratios. The exception was models estimating effects on GEM Scale scores, for 
which we ran linear regression models. Analyses examining trends over time and program effects 
used the analytical sample, which was men and women who were interviewed at least once after 
baseline data collection. All models control for the rollout phase assigned to each community.  

Given lower than expected rates of program exposure, we adjusted our analysis plan to treat 
program participation as occurring over the course of implementation, rather than randomly 
assigned exposure. In terms of inferring causal effects, this design more closely resembles a pre-
post evaluation with a comparison group. 

Follow-up rates
At baseline in 2017, we interviewed 768 men and 760 women, randomly selected from the study 
communities. The study team followed up with the full baseline sample in each round, unless 
they refused or were deceased in a previous round. Therefore, some respondents missed a round 
(or two) but were later interviewed again. Given the high mobility of the population, we adopted 
numerous measures to retain as much of the baseline sample as possible, including: 

 y Repeated visits to a participant’s home until s/he is found or interviewers learn of his/
her whereabouts (if s/he moved, for example); leaving notes at home; talking to neighbors; 
following up with councilors in cases of environmental disasters (floods, fires etc.).

 y Collecting three contact numbers, including one of a close family member that the participant 
was in regular contact with, as well as any nicknames used by the participant. 

 y Conducting data collection on weekends when participants who were working were more likely 
to be home.

 y Conducting interviews by phone when participants could not be reached in person.

 y Giving participants who work near the city center the option to come to the MatCH Research 
Unit office for an interview during the week or to meet at a convenient location during their 
breaks.
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In the male study sample, 22 percent of participants were lost to follow-up, defined as never 
completing another interview after baseline (Figure 1). An additional nine men (<1%) were 
reported deceased during follow-up. The analytical sample for our models assessing program 
impact included all men who were interviewed at least twice, which was 78 percent of the 
baseline sample. 

In the female study sample, 17 percent of participants were lost to follow-up, defined as never 
completing another interview after baseline (Figure 2). An additional three women (<1%) were 
reported deceased during follow-up. The analytical sample for our models assessing program 
impact included all women who were interviewed at least twice, which was 83% of the baseline 
sample. 

For both men and women, overall those lost to follow-up (completed no additional interviews 
after baseline) had lived in the community for less time (0–12 months vs. 13+ months), were 
slightly less educated, less likely to have a primary partner, more likely to be employed, and less 
likely to own a set of assets (radio, TV, computer, fridge, cell phone). For women, there were no 
differences in baseline measures of study outcomes (HIV status, service utilization, violence 
experience, and GEM Scale score). For men, those lost to follow-up were less likely to report being 
HIV-positive, but all other study outcomes were comparable at baseline. 

Qualitative methods
The qualitative data collection was conducted from September 2018 to April 2019 in two phases, 
with approximately half the data collection from September to November 2018, and the other half 
from January to April 2019.  

Figure 2  Study follow-up, women
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Figure 1  Study follow-up, men
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In-depth interviews (IDIs) and focus group discussions (FGDs) were conducted in order to learn 
about participants’ experiences and recommendations regarding the program. IDIs with program 
staff, program managers, facilitators, and other key staff were conducted to discuss the process, 
experiences, challenges, recommendations, and benefits of implementing the current version of 
Stepping Stones, as well as to update information related to current treatment (and treatment as 
prevention) guidelines. Direct observations of Stepping Stones meetings were done to assess the 
fidelity of program implementation to program design, the ability of the facilitators to convey core 
information and to foster interactive sessions, and the responsiveness of the participants to the 
material and sessions.

Participant recruitment and data collection 
IDIs were conducted with 10 program staff. Staff were largely employed as facilitators, although 
one was a mobilizer and one a project officer. Program staff were purposively selected; 
implementers provided lists of eligible staff members, and these staff were invited to participate. 
All staff had been involved in the Stepping Stones component of the CR program and were 18 
years of age or older. IDIs were conducted in isiZulu by a trained interviewer/research assistant.

IDIs were also conducted with 14 purposively selected community members (seven men, seven 
women). Participants were either referred from the CR implementing organizations, selected 
from evaluation participants, or referred by evaluation participants. All study participants lived in 
communities where the evaluation was being conducted. In order to be eligible, IDI participants 
had to have attended at least two CR activities or participated in the Stepping Stones sessions. 
Semi-structured interview guides were used, and interviews were conducted by trained 
interviewers in each participant’s language of choice. Interviewers were matched to participant 
sex, and interviews were conducted in a private venue at a time convenient to the participant. 

FGDs were also conducted with evaluation community members. FGD participants were 
purposively selected, and snowball sampling was used. CR implementing partners provided 
the research team with a list of highly-engaged male and female participants who met the 
eligibility criteria for participation in the FGDs. Additional eligible participants were identified 
based on survey data or through referrals from other participants. Attempts were made to recruit 
participants from all study wards. A semi-structured guide was used to facilitate free discussion 
on the topics of interest. Discussions were led by a trained facilitator or research assistant, and 
a note taker was present to assist and record the discussions. Discussions were conducted 
in isiZulu. Six FGDs were conducted: two with male community members, two with female 
community members, and two mixed groups. The mixed gender groups provided a platform to 
explore and observe the interactions between men and women who participated in the program. 
Facilitators and note takers were matched to participant sex, to encourage open discussion 
of more sensitive topics. FGDs were conducted at MRU offices to facilitate confidentiality and 
provide a quiet venue, at a time convenient to participants.

A total of eight Stepping Stones sessions were observed—four conducted by each implementing 
organization. Sessions for observation were selected purposively to cover the following topics:  
Gender Based Violence, How We Act, Sex and Love, Conception and Contraception, and Let’s 
Support Ourselves. Two trained research assistants observed each session. At the beginning of 
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the session, they were introduced as observers to the participants by the group facilitators. During 
the session, the observers took unstructured notes, and completed an observation interview 
schedule, which explored session details, including program quality, fidelity, and participant 
response. The observers did not participate in the session and did not communicate with 
attendees. All participants in qualitative data collection consented to participate, and (for IDIs and 
FGDs) consented to audio recordings.

Data analysis
Audio recordings of IDIs and FGDs were transcribed and translated into English. Observation 
notes were typed up into the observation interview schedule. A qualitative data analysis program, 
NVivo (Version 10, QSR International) was used to organize, code, and analyze the data. The 
development of the code list was done by two independent researchers who each read and 
reviewed a subset of the IDIs, FGDs, and observation notes. Codes were generated iteratively 
based on input from the questions in the interview guides and emergent themes. Some of the 
codes were structural (based on the questions asked) and others were more analytical (arising 
from the emergent themes). Following the development of an initial draft of the code list, a subset 
of transcripts (representing different FGDs/IDIs), were coded by members of the research team. 
Discussions were held about existing codes, definitions, and possible new codes. New codes were 
identified and differences in coding were discussed until agreement in definitions were reached. 
The master code list was updated based on these discussions. Transcripts and observation notes 
were imported into NVivo, the code list was entered into NVivo, and data were coded. Double 
coding was conducted on a subset of transcripts to confirm reliability and validity of conclusions.

ETHICAL APPROVAL 

Prior to the commencement of baseline data collection (both quantitative and qualitative), the 
study protocol was reviewed and approved by the Population Council’s Institutional Review Board 
and the Human Research Ethics Committee of the University of the Witwatersrand. 
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RESULTS

CHALLENGES OF LIVING IN INFORMAL SETTLEMENTS

Table 2 shows baseline characteristics of men and women in the study community. 

Men and women living in informal settlements are highly mobile.
For example, 18 percent of both men and women had lived in their community for less than a 
year, and 17 percent of men and 12 percent of women had slept away from their home for more 
than 30 days in the previous six months. Compared to women, men were more likely to have lived 
in their community for more than two years, but also more likely to have slept away from home for 
over 30 days in the last six months. 

Men and women living in informal settlements experience high levels of 
economic insecurity.
Men’s higher short-term mobility may reflect the fact that they were also more likely than women 
to be employed, and they had higher incomes on average. Women were more likely to have 
children at home, and for one-third of women their primary source of income was social grants. 
Overall, however, more than half of men and women reported earning no income in the past 
three months, and nearly half of men and women said that it would be very difficult to borrow 
ZAR 200 (USD 15) in an emergency (p<0.05). About 20 percent of women and 33 percent of 
men said they or a member of their household did not eat for at least one day in the past four 
weeks (p<0.0001). About two-thirds of men and women reported that they live in a shack. Our 
experience during data collection revealed that violence and unrest were also challenges faced by 
the study population, and the cause of death for several men in our study sample during follow-
up.
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Table 2  Baseline characteristics of study population by sex (n=1,528)

 
 

Males  
(n=760)

%

Females  
(n=768)

%
Sig 
 

Length of time living in community   ***
0–12 months 18 18  
13–24 months 9 22  
25+ months 73 60  

Slept away from home >30 days (past 6 months)   **
No 83 88  
Yes 17 12  

House construction materials   ***
RDP housing 5 1  
Other brick structure 25 23  
Shack: corrugated iron or wood walls 42 53  
Shack: cardboard or mud walls 26 16  
Other 3 6  

Highest level of schooling completed   *
None/any primary 5 3  
Any secondary 50 48  
Graduated secondary 41 43  
Any tertiary 4 6  

Partnership type   ***
No partner 34 22  
Live together 7 13  
Live separately 59 65  

Number children living at home   ***
None 81 50  
1 8 32  
2 5 11  
3+ 5 7  

Primary source of income (past 3 months)   ***
Unemployed, no income 51 53  
Employed 48 12  
Social grants/family 1 35  

Average monthly income (past 3 months)   ***
No income 51 53  
1–500 ZAR 2 27  
501–1,500 ZAR 8 14  
1,501+ ZAR 28 7  
Refused 11 0  

Difficulty borrowing ZAR 200 in emergency 42 47 *
Member of household (and/or self) did not eat for at least 1 day, 
last 4 weeks

33 19 ***

Ownership of assets    
Radio 60 46 ***
Television 56 62 *
Computer 9 7
Refrigerator 44 51 **
Cellphone 99 98  

Notes: Tests indicate significant differences at baseline between males and females, based on chi-squared tests. 

***p<0.001; **p<0.01; *p<0.05
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PARTICIPATION IN THE COMMUNITY RESPONSES PROGRAM

About one out of four adults participated in the CR program, and they 
were largely representative of the community as a whole in terms of 
sociodemographic and behavioral characteristics.
Figures 3 and 4 show the percent of men and women in the study sample who had ever 
participated in Stepping Stones (the most intensive portion of the intervention) or another SGBV-
prevention activity, as well as the proportion who had ever participated in some other CR activity 
(largely PP_PREV meetings) in each round. 

By endline, 16 percent of both men and women reported that they had participated in Stepping 
Stones or another SGBV-prevention activity. Also, by endline, 9 percent of men and 6 percent 
of women reported that they had participated in some other aspect of the CR program (largely 
PP_PREV meetings), but not Stepping Stones. In total, 22 percent of women and 25 percent of 
men in the analytical sample participated in CR in some way by endline. An additional 24 percent 
of women and 16% percen of men reported that they had heard of the CR program but had not 
attended any meetings or activities before the end of this study. 

Note that following discussions with CCI and USAID, the evaluation protocol was designed based 
on the assumption that 75 percent of community members would be exposed to PP_PREV 
meetings, and a smaller proportion (10–15%) would be exposed to Stepping Stones. While the 
levels of reported participation for Stepping Stones are close to those assumed, participation in 
PP_PREV meetings was considerably lower than anticipated. However, half (50%) of participants 

Figure 4  Cumulative participation in 
                Stepping Stones or other program 
   activities (Females, n=768) 

Figure 3  Cumulative participation in 
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   activities (Males, n=760) 
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who said that they had participated in an HIV prevention meeting mentioned a program other 
than CR, Asibonisane, Dramaide, or TVT, underlining the challenge of constructing an appropriate 
comparison group for less intensive community-based interventions, like PP_PREV meetings, in 
settings where similar interventions are widespread. We therefore separated out Stepping Stones 
participation (a more intensive intervention) from other program participation in our analyses of 
program effects.

Programs are often designed with the goal of reaching the most vulnerable or those who would 
not have changed their attitudes or behaviors without the program. In the case of the CR program, 
participants and non-participants were largely comparable, with a few exceptions. Compared 
to women who did not participate in the program, women who participated had lived in their 
communities for longer, were more likely to have children living at home, and were less likely to 
have had sex with two or more partners in the last six months at baseline. Compared to men 
who did not participate in the program, men who participated lived in earlier rollout communities 
and had slightly more equitable views on the caregiving subscale of GEM Scale. In many ways, 
the fact that participants and non-participants were largely comparable is a positive sign. Men 
and women living in informal settlements can be considered vulnerable compared to those living 
in more permanent communities, as underscored by some of the baseline characteristics (e.g., 
experience of violence in the last 6 months). However, it might also be true that programs are 
unable to target all adults in informal settlements, and therefore should strive to target those 
most in need of services, such as those who do not know their HIV status and have not been 
tested in the last six months.  

Results presented below on key outcomes include only the analytical sample—that is, the 78 
percent of men and 83 percent of women interviewed at baseline who were interviewed at least 
once more during follow-up. While the baseline sample was representative of men and women 
in the study communities, the analytical sample differed from the baseline samples in the 
ways described previously (for complete description of differences, see Appendix). We included 
results from models that assess the effects of living in a community where the CR program was 
implemented (intervention communities) compared to living in a community where it had not yet 
been implemented (control communities).

Participation in the CR program was perceived to catalyze several types of behavior 
change, based on qualitative data. 
Many male and about half the female community members reported that they had improved 
communication with their partners since participating in the Stepping Stones program. 

Male community members described how learning to communicate had facilitated personal 
behavior change—they no longer responded violently toward their female partners. A few female 
participants also described how they had learned to protect themselves by becoming more 
independent. 

“
We have communication now, like, I used to hide some things from him, but now I 
am able to tell him. 

—Female community, IDI
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“
We would argue, and I would end up hitting her, but now I am able to talk to her 
when we disagree on things and calm myself down to avoid hitting her. 

—Male community, mixed FGD

Community members (largely males) also reported improved HIV prevention behavior as a result 
of Stepping Stones. Some decreased their number of partners and increased condom use. The 
sessions on HIV also provided information on referrals, which facilitated health-seeking behavior, 
including HIV testing and treatment, and circumcision.

“
I had a lot of people I was with (multiple partners); I was able to get rid of some of 
them. 

—Male community, IDI 

“
I now test every month and I use a condom. 

—Male community, IDI  

“
Because after the program, I did not have a problem checking for HIV, you see? 

—Female community, IDI

“
I have referred a few, quite a few [for circumcision]…. And once he has circumcised 
he will tell you that ‘I have finally done it and I am alright.’

—Staff IDI

TYPES OF PARTNERSHIPS AND CONDOM USE

For women, sex with a primary partner, and no other partner, in the last 
six months was the most common experience. 
At baseline, 72 percent of women reported that they had had sex with a primary partner in the 
last six months. Few (7%) women reported two or more sexual partners in the past six months. 
By the end of the study, the proportion of women who had had sex with a primary partner had 
increased to 85 percent (p=0.016), but there was no change in the proportion of women with 
multiple partnerships (Figures 5 & 6). 

For men, sex with more than one partner, including a primary partner, in 
the last six months was a common experience. 
Among men at baseline, 60 percent reported that they had had sex with a primary partner in 
the previous six months. About half of men reported two or more sexual partners in the past six 
months. By the end of the study, the proportion of men with a primary partner had increased to 
75 percent (p=0.001), and multiple partnerships increased slightly, to 56 percent, in the past six 
months (Figures 5 and 6).
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Figure 5  Primary partner

Notes: Figures are based on men and women in the analytical sample (n=637 women, 595 men). 

Both men and women reported higher levels of condom use with casual 
partners compared to primary partners. 
Reported condom use within primary partnerships was similar for women and men (54-55%). 
Also, although the samples were small, reported condom use at last sex with a casual or one-off 
partner was substantially higher than condom use with primary partners for both women and 
men (73% for both).

Figure 7  Condom use with primary partner

Notes: Figures are based on men and women in the analytical sample (n=637 women, 595 men). 

In each round, the sample is further limited to those who reported that they had either a primary or casual partner in the last 6 
months.

Figure 6  Multiple partners 
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Figure 8  Condom use with casual partner 
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Among women who had had sex with a primary partner in the previous six months, reported 
condom use declined slightly from 54 percent to 50 percent between baseline and endline 
(p=0.09). Men experienced a somewhat larger decline in reported levels of condom use with 
primary partners, from 55 percent to 43 percent between baseline and endline (p=0.002); men’s 
condom use with casual partners increased from 73 percent to 88 percent (p=0.002). Data on 
women with casual partners were insufficient to assess meaningful changes in their condom use 
patterns between baseline (n=6) and endline (n=11).

We found no evidence that the CR program affected condom use with a 
primary partner for men or women.
Among women with a primary partner, those living in a community where the CR program was 
implemented were no more likely to use condoms than women in control communities (odds 
ratio=0.78; 95% CI: 0.59, 1.02). Similarly, among men with a primary partner, those living in 
communities where the CR program was implemented were no more likely to use condoms with 
their primary partner than men living in control communities (odds ratio=0.79; 95% CI: 0.53, 
1.16). Regression models compared those living in intervention communities with those living in 
communities not yet exposed to the intervention, and controlled for phase of program rollout in 
each community. 

HIV CARE CONTINUUM

Women were about twice as likely 
as men to report being HIV-positive 
at baseline. Self-reported HIV 
prevalence levels increased during 
follow-up for both men and women. 
Women were nearly twice as likely as men to 
report being HIV-positive at baseline. In both 
the full baseline and analytical sample (i.e., 
those interviewed at least twice), 14.3 percent 
of women reported being HIV-positive, whereas 
self-reported HIV prevalence among men was 
7.6 percent in the full baseline sample and 8.7 
percent in the analytical sample (p=0.029).9 
During follow-up, reported prevalence among 
women increased to 18.8 percent (p=0.042). 
The observed increase in HIV prevalence among 
men (11.8%) was not significant (p=0.103). 
Given the age range of each group—18–24 for 

9As noted previously, the full baseline sample is representative of adults in the study age range in the study community. The 
analytical sample includes only those interviewed at baseline who were interviewed more than once. Thus, the estimates of HIV 
prevalence (for men) are slightly different between these samples. 
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Figure 9  HIV status

Notes: Figure is based on men and women in the analytical 
sample (n=637 women, 595 men). 
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women and 18–35 for men—these levels are roughly comparable to recent estimates for KZN and 
Eastern Cape, where many program participants migrated from (HSRC 2018; NDoH 2016). 

Women were significantly more likely than men to be tested for HIV; 
these levels remained relatively stable during follow-up. 
At baseline, 63 percent of men and 73 percent of women in the analytical sample had been 
tested for HIV in the last six months (rates were comparable in the full baseline sample). HIV 
testing levels among HIV-negative women and men remained relatively stable throughout follow-
up, with 76 percent of women and 64 percent of men reporting having been tested in the last six 
months at endline (Figure 10). 

At baseline, treatment levels among those reporting HIV-positive status 
were low overall, especially for women. However, levels of treatment 
increased dramatically among men and women by endline. 
At baseline, among those who reported that they were HIV-positive, women (48%) were less likely 
than men (67%) to be on treatment. However, levels of treatment increased dramatically among 
both women and men during follow-up (Figure 11). For women, ART use in the last six months 
increased from 47 percent of HIV-positive women at baseline to 98 percent at endline. For men, 
ART use in the last six months increased from 67 percent of HIV-positive men at baseline to 90 
percent at endline. This increase is likely due to the ongoing expansion of South Africa’s test and 
treat policies. 

We found no evidence that the CR program affected HIV testing levels 
Figure 10  HIV testing

Notes: Figure is based on men and women in the analytical 
sample (n=637 women, 595 men). In each round, the 
sample is further limited to those reporting they were HIV-
negative or their status was unknown in the previous round. 
Participants who stated that they had tested during the past 
6 months but later stated they had never tested when asked 
their HIV status were also excluded (n=29).
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Figure 11  HIV treatment

Notes: Figure is based on men and women in the analytical 
sample (n=637 women, 595 men). In each round, the 
sample is further limited to those who reported that they 
were HIV-positive in the current round. As a result, sample is 
small and may not provide a reliable estimate of treatment 
levels in the population as a whole. 
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for men or women. 
Women living in communities where the CR program was implemented were no more (or less) 
likely to be tested than women living in communities where the program had not yet rolled out 
(odds ratio=0.87; 95% CI: 0.69, 1.11). We find similar results on HIV testing levels for men (odds 
ratio=0.78; 95% CI: 0.55, 1.11).

We were unable to assess effects of the CR program on treatment.
We were unable to examine the effects of the CR program on levels of ART use for men or women 
because of insufficient sample size, driven both by low levels of reported HIV-positive status, and 
lower than expected levels of program participation. However, given the substantial increase in 
treatment experienced by the whole sample, it is likely that any effects of the CR program would 
have been washed out by effects of the expansion of South Africa’s test and treat policies.

INTIMATE PARTNER VIOLENCE

All violence questions were asked of men and women who reported that they had a primary 
partner in the last six months, and refer to violence perpetrated by/to that partner. If they 
reported a second primary partner, they were also asked about experience/perpetration of 
violence with that partner, and those numbers are combined below. Both women and men may 
have experienced or perpetrated violence from/to others who are not captured by these data.

Women’s reports of experiencing violence in the last six months were 
substantially higher than national estimates. Some women experienced 
more than one type of violence in the same relationship.
At baseline among women with a primary partner, 20 percent reported experiencing emotional 
violence, 22 percent reported experiencing physical violence, and 10 percent reported 
experiencing sexual violence from that partner in the last six months. However, 27 percent of 
women reported experiencing either physical or sexual violence from a primary partner in the last 
six months, indicating some overlap in these experiencing within relationships. By comparison, 
the 2016 South Africa Demographic and Health Survey reported that, nationally, 8 percent of 
women experienced physical violence, and 2 percent experienced sexual violence, committed by 
their current or most recent partner during the 12 months preceding the survey.

Women’s reports of experiencing violence declined significantly during 
follow-up. 
Within the analytical sample, women with a primary partner who reported experiencing violence 
in the last six months declined from 21 percent to 10 percent for emotional violence (p<0.0001; 
Figure 12), 23 percent to 16 percent for physical violence (p=0.009; Figure 13), and 10 percent 
to 2 percent for sexual violence (p<0.0001; Figure 14) between baseline and endline. Women’s 
reports of experiencing physical or sexual violence from a primary partner in the last six months 
also declined significantly, from 27 percent to 16 percent (p<0.0001) between baseline and 
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endline (Figure 15). Declines occurred even in comparison communities where the CR program 
had not yet taken place.  

Figure 12  Emotional violence

Notes: Figure is based on men and women in the analytical 
sample (n=637 women, 595 men). In each round, the 
sample is further limited to those who reported that 
they had a primary partner (primary only, or primary and 
secondary) in the last 6 months. 
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Figure 13  Physical violence

Notes: Figure is based on men and women in the analytical 
sample (n=637 women, 595 men). In each round, the 
sample is further limited to those who reported that 
they had a primary partner (primary only, or primary and 
secondary) in the last 6 months. 
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Figure 14  Sexual violence

Notes: Figure is based on men and women in the analytical 
sample (n=637 women, 595 men). In each round, the 
sample is further limited to those who reported that 
they had a primary partner (primary only, or primary and 
secondary) in the last 6 months.
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Figure 15  Physical or sexual violence

Notes: Figure is based on men and women in the analytical 
sample (n=637 women, 595 men). In each round, the 
sample is further limited to those who reported that 
they had a primary partner (primary only, or primary and 
secondary) in the last 6 months. 
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Among women with a primary partner, we found evidence that the CR 
program led to lower reports of experiencing emotional violence, and 
physical or sexual violence, in the last six months. 
Among women with a primary partner, those living in communities where the CR program was 
implemented were significantly less likely to report experiencing emotional violence than women 
living in control communities (odds ratio=0.44; 95% CI: 0.31, 0.62). Similarly, among women 
with a primary partner, those living in a community where the CR program was implemented 
were significantly less likely to report experiencing physical or sexual violence from their primary 
partner in the last six months than women living in control communities (odds ratio=0.57; 95% CI: 
0.40, 0.80). Note that these models are limited to women who reported that they had a primary 
partner, which excludes those with no partner for unrelated reasons, as well as those who may 
have ended a relationship due to violence. 

Men’s reports of perpetrating violence were also high, albeit lower 
than women’s reports of experiencing violence. Some men reported 
perpetrating more than one type of violence within the same 
partnerships.
At baseline, among men who had a primary partner, 9 percent reported perpetrating emotional 
violence, 15 percent reported perpetrating physical violence, and 4 percent reported perpetrating 
sexual violence against that partner in the last six months. However, 16 percent of men reported 
perpetrating both physical and sexual violence against a primary partner in the last six months, 
indicating overlapping perpetration of violence in relationships.

Men’s reports of perpetrating violence declined significantly during 
follow-up. 
Within the analytical sample, men with a primary partner who reported perpetrating violence in 
the last six months declined from 9 percent to 4 percent for emotional violence (p=0.007), 15 
percent to 7 percent for physical violence (p<0.0001), and 4 percent to 1 percent (p=0.03) for 
sexual violence between baseline and endline. Among men, the proportion reporting that they 
perpetrated physical or sexual violence in the last six months also declined significantly from 
16 percent to 8 percent between baseline and endline (p<0.0001). Declines occurred even in 
comparison communities where the CR program had not yet taken place.  

Among men with a primary partner, we found evidence that the CR 
program led to lower reports of perpetrating emotional violence, and 
physical or sexual violence, in the last six months. 
Among men with a primary partner, those living in communities where the CR program was 
implemented were significantly less likely to report perpetrating emotional violence than men 
living in control communities (odds ratio=0.52; 95% CI: 0.32, 0.84). Similarly, among men with 
a primary partner, those living in a community where the CR program was implemented were 
significantly less likely to report perpetrating physical or sexual violence against their primary 
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partner than men living in control communities (odds ratio=0.45; 95% CI: 0.25, 0.82). Note that 
these models are limited to men who reported that they had a primary partner, which excludes 
those with no partner for unrelated reasons, as well as those who may have ended a relationship 
due to violence. 

SUPPORT FOR EQUITABLE GENDER NORMS

We used the GEM Scale (Pulerwitz and Barker 2008) to examine attitudes toward gender norms 
held by men and women across four dimensions: violence, partner communication, caregiving 
roles, and male toughness and health-seeking behaviors. Participants were asked to indicate 
whether they “strongly agreed,” “somewhat agreed,” “somewhat disagreed,” or “strongly 
disagreed” with a series of statements. To facilitate interpretation, we rescaled mean item 
response values from one to 10, with one representing the least support for equitable gender 
norms and 10 representing the most support for equitable gender norms. 

At baseline, both men (6.2 out of 10) and women (6.8 out of 10) 
reported moderate levels of support for equitable gender norms on 
average. 
Responses varied based on the questions asked. For example, 59 percent of men and 23 
percent of women strongly agreed at baseline that a woman should obey her husband, partner, 
or boyfriend in all things. However, a much smaller proportion—16 percent of men and 13 percent 
of women—strongly agreed that women should tolerate violence to keep their families together. 
Of the four subscales (violence and control, caretaking roles, male health-seeking behaviors, 
and partner communication), support 
for equitable gender norms was highest 
on caretaking roles and lowest on male 
health-seeking behaviors for both men and 
women. 

At baseline, women reported stronger 
support for equitable gender norms 
than men both overall (p<0.0001) and 
on subscales measuring norms related 
to violence (p<0.0001) and partner 
communication (p<0.0001). Men had 
somewhat more equitable views regarding 
caregiving roles (p<0.05). Men and women 
did not differ significantly in their views of 
male health-seeking behaviors (Table 2).

Table 2  Attitudes toward gender norms at baseline  
               among study population by sex (n=1,528)
Mean GEM Scale score  
(1–10 points) 

Males 
(n=760)

Females 
(n=768)  Sig

Total scale 6.22 6.83 ***

Violence subscale 6.58 7.65 ***

Communication subscale 5.73 6.81 ***

Caregiving subscale 8.5 8.25 *

Toughness subscale 5.48 5.63  

Notes: Tests indicate significant differences at baseline between 
males and females, including those later lost to follow-up, based on 
t-tests.

***p<0.001; **p<0.01; *p<0.05



Lessons learned from the evaluation of the Asibonisane Community Responses program in KZN, South Africa   ■  31

Support for equitable gender norms increased significantly over time for 
both men and women, to moderately high levels of support on average 
at endline.
Among women overall, mean GEM Scale scores increased from 6.8 to 7.9 (p<0.0001) between 
baseline and endline. Among men, GEM Scale scores also increased significantly between 
baseline and endline, from 6.3 to 7.5 (p<0.0001). In addition to the overall GEM Scale, measuring 
endorsement of equitable gender norms, women’s and men’s scores on each of the subscales—
violence, communication, caregiving, and male toughness—also increased significantly between 
baseline and endline (Figures 16 and 17). 

For example, at endline, 42 percent of men (down from 59%) and 16 percent of women (down 
from 23%) strongly agreed that a woman should obey her husband, partner, or boyfriend in 
all things. And only 7 percent of men (down from 16%) and 6 percent of women (down from 
13%) strongly agreed that women should tolerate violence to keep their families together. 
These improvements occurred even in communities where the CR program had not yet been 
implemented, indicating positive trends over time that preceded the program.  

Figures 16  Women’s mean GEM Scale 
                    scores, by subscale

We found evidence that the CR program led to stronger support for 
equitable gender norms for both men and women.
Beyond the positive trends in endorsement of equitable gender norms for men and women, we 
found evidence that the CR program led to further improvements for both groups. Both women 
and men living in communities where the CR program was implemented reported significantly 
higher endorsement of equitable gender norms than those living in communities where the 
program had not yet been implemented. For women, scores for those in intervention communities 

Figures 17  Men’s mean GEM Scale 
                    scores, by subscale
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were 0.71 points higher on a 10-point scale (p<0.0001) compared to women in control 
communities. For men, scores for those in intervention communities were 0.74 points higher 
(p<0.0001) compared to men in control communities. 

LESSONS FROM SCALING UP STEPPING STONES

Stepping Stones offered a safe and supportive learning environment.
Community members enjoyed participating in Stepping Stones because they gained knowledge 
and understanding, especially about HIV/AIDS and gender-related issues. Information on the 
biological mechanisms of HIV, caring for people living with HIV in a non-discriminatory way, and 
HIV prevention details, was highlighted as beneficial.

“
I liked talking about HIV. I also like talking about the immune system, what the 
immune system is because we were confusing these things, some would say it is this 

and some would say it is that. So, I learnt about them and now I know. 

—Female community, Mixed FGD

“
[T]hey told us how we should treat someone who has HIV and we should not judge 
him because they are the same as us. 

—Female community, IDI

Many female participants spontaneously described the sessions on GBV as having the most 
appeal. They indicated that GBV was common, and felt the sessions were useful for self-
protection and to access help. Many male participants also described how the sessions on GBV 
were useful, and that they learned how violence was wrong.

Participants (especially female participants) also described how the group environment was a 
safe, supportive space to discuss sensitive issues.

“
I was scared to talk about my problems to other people, but with Stepping Stones, I 
was able to release everything that was bothering me. 

—Female community, FGD

Implementing the program in informal settlements was challenging.
Observations and interviews with staff and participants demonstrated that finding an appropriate 
venue was difficult. Some groups were conducted in informal houses or churches, and some were 
conducted in yards; outdoor sessions could be compromised in bad weather. While some venues 
appeared adequate, other venues were noisy and lacked privacy.

“
People look at us. Everyone who goes past the place, watches us. 

—Male community, FGD
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Observations of Stepping Stones sessions showed that activities and exercises in the manual 
were often not followed. Discussions with staff highlighted some of the structural challenges that 
led to this, including the limited time to conduct the sessions due to a lack of punctuality (by both 
facilitators and participants), competing priorities (including work and household chores) that 
made setting times for sessions difficult, and the lack of space to conduct some activities. 

“
The guide and the place where it needs to be implemented is not the same. You 
will say that people must do role play and there is no space…You cannot get a hall 

kilometers away. 

—Staff IDI

During program implementation, the number of participants per group increased from the 
recommended 20 individuals or so to up to 40. In the observed sessions there were large 
numbers of participants present. 

“
When they are as many as 40, they end up uncontrollable, you see. I think 20 is 
enough. So that everyone can understand well and if we are sitting in a circle you are 

able to have eye contact, but when they are a lot of them, you cannot see them properly 
and you forget other names. 

—Staff IDI

Well-prepared facilitators were key for ensuring well run and cohesive 
groups.
Most community members had confidence in their facilitators and felt that they were 
knowledgeable and well prepared for their group sessions. The majority were perceived as skilled 
and effectively able to manage group discussions, debates, or disagreements. 

“
She [facilitator] was always prepared. She was always alright. Maybe they had their 
problems that they were carrying, but they would put them inside and teach us, you 

           see? 

—Male community, IDI

However, a few community members described lack of interest or conflict between 
group facilitators. 

“
[S]ometimes you find that they would be teaching us, but they have different 
knowledge or opinion. […] And now you find them arguing and you could see that 

they are not sure of what they are teaching us about, you see? 

—Female community, IDI

Mixed sex groups worked well. 
Many Stepping Stones sessions were mixed sex, although there were often more female than 
male participants in these groups. Staff and community members felt that mixed sex groups were 
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preferable to facilitate discussions about sensitive issues. They felt that these mixed groups gave 
them the opportunity to learn from each other and collaboratively discuss solutions to problems 
that they faced (e.g,. gender-based violence, communication about sex, etc.). 

“
I liked it when we were mixed with boys because there are some things that we do 
not know about boys. So, they would talk about those things when we were together 

in a group. […] They also learned from us as well. 

—Female community, FGD

“
[I]n my opinion. Mixing them helps a lot. […] Because sometimes, as we say come, 
let us inform each other. You discuss things and you even get the answer right there 

and then and the solutions come from there. 

—Staff IDI

“
If all of us are here, we can say that what we need from you as men is this, we can 
also balance our points. At the end we are able to come up with a solution. 

—Male community, IDI

P01: 

“
[T]his program is all about the behavior of a man and of a woman. So, both genders 
were supposed to be there at all times. But there was that, before we joined the 

class that there are things that we do not want women to learn about us and for women 
not to let men know such things, but through them teaching us, because at the end this is 
for both genders. So, we needed both genders to be there all the time. […]

P02: 

“
What she mentioned, that we were drawing [in body mapping exercise], we would 
realize that we need a woman here and it would have been fun. You see, the part 

where a woman has to say where she wants to be touched, where she would feel alright as 
well as the man would say, ‘I like to be touched here and there,’ that was a disadvantage, 
not to have a woman in the group. 

—Mixed male/female community, FGD

This seems contrary to literature about FGDs, which highlight the importance of homogeneity of 
groups to encourage discussions about sensitive issues (Patton 1990). However, the community 
members appreciated the opportunity to discuss issues that affected both males and females 
together in a group setting.

Conversely, a few participants felt that some topics were not appropriate for both sexes (such as 
circumcision, condoms, and menstruation), and this was also noted during observations.
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“
There was one that was suitable for women only. Like the one about termination of 
pregnancy or miscarriages or periods. […] Some men felt very uncomfortable on that 

and they would stop commenting and we would be the only ones commenting. 

—Female community, FGD

Community members suggested adding content on substance abuse 
and child abuse.
Some female participants noted that child abuse and rape were common in their communities 
and expressed that they would have liked to have learned more about how to deal with this. Some 
men would have liked more information on how to deal with substance abuse, including referrals 
for assistance. 

“
I do not know how I can put this, but a topic that deal with relationships with 
children, children being raped…. For the women with secrets. 

—Female community, IDI

“
For those who are really addicted into drugs…where can they get help to decrease 
the intake. Because there are people we know, who would say he is tired of smoking. 

—Male community, IDI
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DISCUSSION AND 
RECOMMENDATIONS

Results from the program evaluation shed light on the challenges facing adult men and women 
living in informal settlements in KZN, South Africa, as well as signs of positive changes taking 
place. Despite widespread economic insecurity and high levels of mobility, we observed declines 
in reports of emotional, physical, and sexual violence, and improvements in support for equitable 
gender norms. Those changes were observed in the study communities as a whole, and we 
found evidence that they were amplified by the CR program, specifically Stepping Stones.10 We 
observed less progress in condom use and HIV testing in study communities, despite dramatic 
increases in treatment among those who self-reported as HIV-positive. Although we did not 
observe improvements in HIV testing levels due to the program, the reported levels of testing at 
baseline were higher than those observed in other recent studies (HSRC 2017; UNAIDS 2017). 
This may also reflect selectivity of those retained in the analytical sample, although we don’t see 
pronounced differences by baseline characteristics.

As with any program evaluation, there are several limitations to this study. First, the stepped 
wedge evaluation was designed based on key assumptions: randomized rollout in evaluation 
communities, rapid rollout and sufficient reach of program activities once program commences 
in each area, and avoiding contamination between areas. In practice, however, the program did 
not reach the proportion of originally anticipated community members (that is, about 75% to 
achieve sufficient reach). Also, rather than rapid rollout, activities tended to expand slowly through 
program communities. Therefore, evaluation results focus more on those who chose to participate 
in the program as opposed to a randomly selected sample. However, analyses indicate that those 
who participated and did not participate in program activities were in fact largely similar based 
on baseline characteristics, with a few exceptions. Further, evidence of improvements in violence 
and attitudes toward gender norms, even among a selective group, is still quite promising. It is 
also important to note the possibility of bias in reporting of attitudes toward gender norms and 
experience/perpetration of violence. Results indicating possible positive effects of the Community 
Responses program on these outcomes may be explained, in part, by increased awareness of 
socially desirable responses to questions around these attitudes and behaviors at endline. 

This study provides evidence of the feasibility and potential effectiveness of scaling up Stepping 
Stones in informal settlements in South Africa and highlights important areas for improvement in 
future interventions in these settings. As noted, South Africa’s National Strategic Plan for HIV, TB 
and STIs focuses both on provision of comprehensive HIV prevention and care services, as well 
as addressing the social and structural drivers of HIV infection. The CR program was designed to 

10Note that, while our models look at intent-to-treat (i.e., living in a community where the CR program was implemented, 
rather than actual participation), our analyses of self-reported participation reveal that most men and women who said they 
participation in the CR program were referring to Stepping Stones. Therefore, rather than reflecting the broad CR program as 
designed, our findings likely largely reflect participation in Stepping Stones. 
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take a similar approach, promoting utilization of care and treatment services while addressing the 
structural drivers of HIV infection through programs such as Stepping Stones. Against a backdrop 
of positive trends in use of treatment services, support for equitable gender norms, and patterns 
of sexual and gender-based violence, we find evidence that participation in Stepping Stones led to 
additional improvements for both men and women living in informal settlements. These findings 
lend support not only to the national strategy as a whole, but to targeted efforts within high-
prevalence and economically insecure settings, such as informal settlements in KZN. 

RECOMMENDATIONS

The CR program was well received by community members, and, similar to previous research on 
Stepping Stones, important areas of behavior change were reported by participants. This study 
also highlights difficulties in implementing Stepping Stones in the informal settlement setting, 
and several areas where additional content might be valuable. Recommendations for future 
implementation of the Stepping Stones program in a complicated environment like informal 
settlements include:  

 y Prioritize adequate size indoor venues that offer privacy and seating in order to perform group 
work/role plays.

 y Modify session times (e.g., add evenings, weekends) to accommodate employed and student 
participants. Provide catch-up sessions for those who miss sessions.

 y Shortening individual sessions may be necessary—3-hour sessions are quite long when people 
have competing commitments such as work and household chores. 

 y Continue forming mixed sex session groups but attempt to ensure that both sexes are well 
represented.

 y Provide facilitators with ongoing mentoring and support to address concerns and issues as they 
arise.

 y Consider including additional topics that are relevant to the communities, e.g., child abuse, 
substance abuse.

Last, as noted, we find evidence of positive trends in both violence perpetration and experience, 
and attitudes toward gender norms, even among those who had not been exposed to the 
program. It might be the case that Stepping Stones is most effective in settings that are already 
predisposed to change in these outcomes, and participation has the potential to catalyze further 
improvement. 
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APPENDICES

Study outcomes measured at baseline among full baseline study population by sex (n=1,528) 

 
 

Males 
(n=760)

%

Females 
(n=768)

%

 Sig
 

Ever tested for HIV, last 6 months  
No 37 25 ***
Yes 64 75  

HIV-positive (self-reported)  
No 92 86 ***
Yes 8 14  

Current ART use (among HIV+)  
No 33 53 *
Yes 67 47  

Sex with primary partner, last 6 months, among primary partner  
No 40 28 ***
Yes 60 72  

Condom use at last sex, primary partner  
No 46 45  
Yes 54 55  

Primary partner HIV status unknown  
No 78 85 **
Yes 23 15  

Condom at last sex, primary partner of unknown HIV status  
No 50 43  
Yes 51 57  

2+ sexual partners in past 6 months  
No 50 93 ***
Yes 51 7  

Condom use at last sex, casual/one-off partner  
No 27 27  
Yes 73 73  

Perpetrated emotional violence, primary partner, last 6 months  
No 91 — —
Yes 9 — —

Perpetrated physical violence, primary partner, last 6 months  
No 85% — —
Yes 15 — —

Perpetrated sexual violence, primary partner, last 6 months  
No 96 — —
Yes 4 — —

Perpetrated physical or sexual violence, primary partner, last 6 months  
No 84 — —
Yes 16 — —

Perpetrated emotional, physical, or sexual violence, primary partner, last 6 months  
No 81 — —
Yes 19 — —

Experienced emotional violence, primary partner, last 6 months  
No — 80 —
Yes — 20 —

Experienced physical violence, primary partner, last 6 months  
No — 78 —
Yes — 22 —

Experienced sexual violence, primary partner, last 6 months  
No — 90 —
Yes — 10 —

Experienced any physical or sexual violence, primary partner, last 6 months  
No — 73 —
Yes -- 27 —

Experienced any physical, sexual, or emotional violence, primary partner, last 6 
months  

No -- 73 —
Yes -- 27 —

Notes: Tests indicate significant differences at baseline between males and females, including those later lost to follow-up, 
based on chi-squared tests. 

***p<0.001; **p<0.01; *p<0.05, ~p<0.10
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Support for equitable gender norms at baseline, by sex

% of baseline participants who somewhat or strongly agreed with GEM scale items
Males  

(n=760)
%

Females  
(n=768)

%
Sig

Violence subscale

A man is expected to discipline his woman. 49 25 ***

A woman who is unfaithful needs to be put in her place. 35 27 **

A woman should obey her husband, partner, or boyfriend in all 
things. 75 39 ***

A man using violence against his wife is a private matter that 
shouldn't be discussed outside the couple 25 18 **

A woman should not refuse to have sex with her husband. 19 14 *

A woman who has sex before she marries does not deserve respect. 30 17 ***

Partner communication subscale

A man should have the final word about decisions in his home. 63 38 ***

The husband should decide to buy the major household items. 47 37 ***

If a woman says no to sex she usually does not mean it. 37 25 ***

Men don't talk about sex, they just do it. 50 38 ***

It is the man who decides what type of sex to have. 35 15 ***

A woman should not initiate sex. 28 25  

A man should be upset if his wife/partner asks him to use a condom. 10 13  

Caregiving subscale

It is a woman's responsibility to avoid getting pregnant. 46 62 ***

Only when a woman has a child is she a real woman. 23 20  

A woman's most important role is taking care of her home and 
family. 77 65 ***

Changing nappies, giving a bath, and feeding the kids are the 
mother's responsibility. 66 52 ***

A woman should tolerate violence in order to keep her family 
together. 20 18  

Male toughness and health-seeking avoidance subscale

A real man produces a male child. 20 14 **

For men, getting sick is a sign of weakness. 23 20  

Health clinics are for women and children. 5 11 ***

A man shouldn't go to the doctor unless his situation is serious. 10 20 ***
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Males
Strongly 

agree
%

Somewhat 
agree

%

Somewhat 
disagree

%

Strongly 
disagree

%

Violence subscale

A man is expected to discipline his woman. 42 8 6 44

A woman who is unfaithful needs to be put in her place. 28 7 6 59

A woman should obey her husband, partner, or boyfriend 
in all things. 59 16 7 18

A man using violence against his wife is a private matter 
that shouldn't be discussed outside the couple 22 2 4 72

A woman should not refuse to have sex with her 
husband. 16 3 6 75

A woman who has sex before she marries does not 
deserve respect. 23 7 6 64

Partner communication subscale     

A man should have the final word about decisions in his 
home. 49 14 9 28

The husband should decide to buy the major household 
items. 33 14 11 41

If a woman says no to sex she usually does not mean it. 27 10 8 55

Men don't talk about sex, they just do it. 38 12 7 43

It is the man who decides what type of sex to have. 25 10 10 55

A woman should not initiate sex. 23 5 7 65

A man should be upset if his wife/partner asks him to 
use a condom. 7 4 5 84

Caregiving subscale     

It is a woman's responsibility to avoid getting pregnant. 38 9 6 47

Only when a woman has a child is she a real woman. 18 5 6 71

A woman's most important role is taking care of her 
home and family. 63 14 4 20

Changing nappies, giving a bath, and feeding the kids 
are the mother's responsibility. 53 13 8 26

A woman should tolerate violence in order to keep her 
family together. 16 4 4 76

Male toughness and health-seeking avoidance subscale     

A real man produces a male child. 15 5 6 74

For men, getting sick is a sign of weakness. 20 3 4 73

Health clinics are for women and children. 4 2 4 90

A man shouldn't go to the doctor unless his situation is 
serious. 8 2 3 87
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Females
Strongly 

agree
%

Somewhat 
agree

%

Somewhat 
disagree

%

Strongly 
disagree

%

Violence subscale

A man is expected to discipline his woman. 18 7 13 62

A woman who is unfaithful needs to be put in her place. 17 10 13 60

A woman should obey her husband, partner, or boyfriend 
in all things. 23 16 22 39

A man using violence against his wife is a private matter 
that shouldn't be discussed outside the couple 11 7 14 68

A woman should not refuse to have sex with her 
husband. 9 5 14 75

A woman who has sex before she marries does not 
deserve respect. 10 7 10 73

Partner communication subscale     

A man should have the final word about decisions in his 
home. 26 11 16 47

The husband should decide to buy the major household 
items. 26 11 14 49

If a woman says no to sex she usually does not mean it. 13 12 20 55

Men don't talk about sex, they just do it. 25 12 27 36

It is the man who decides what type of sex to have. 10 6 10 74

A woman should not initiate sex. 19 6 14 61

A man should be upset if his wife/partner asks him to 
use a condom. 8 5 8 79

Caregiving subscale     

It is a woman's responsibility to avoid getting pregnant. 56 6 8 30

Only when a woman has a child is she a real woman. 12 7 15 66

A woman's most important role is taking care of her 
home and family. 58 7 5 30

Changing nappies, giving a bath, and feeding the kids 
are the mother's responsibility. 40 12 8 40

A woman should tolerate violence in order to keep her 
family together. 13 5 6 76

Male toughness and health-seeking avoidance subscale     

A real man produces a male child. 9 5 10 76

For men, getting sick is a sign of weakness. 12 8 11 69

Health clinics are for women and children. 7 4 6 83

A man shouldn't go to the doctor unless his situation is 
serious. 15 5 8 72
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Differences in baseline characteristics and outcomes by attrition
 Females (n=768) Males (n=760)

Lost 
(n=131)

%

Retained 
(n=637)

%

Total
%

Sig. Lost 
(n=165)

%

Retained 
(n=595)

%

Total
%

Sig.

Intervention implementation phase/community groups         
1 31 35 34  35 33 33  
2 29 34 33  34 34 34  
3 40 32 33  32 34 33  

Time living in community         
0–12 months 31 16 18 *** 26 16 18 **
13–24 months 31 20 22  12 9 9  
25+ months 38 65 60  62 76 73  

Slept away from home for > 30 days (past 6 mos)         
No 88 88 88  83 83 83  
Yes 12 12 12  17 17 17  

Housing construction materials         
RDP housing 3 5 5  3 5 5  
Other brick structure 20 26 25  20 26 25  
Shack: corrugated iron or wood walls 44 41 42  44 41 42  
Shack: cardboard or mud walls 30 25 26  30 25 26  
Other 3 3 3  3 3 3  

Lived in RDP or brick-walled structure         
No 82 75 76  77 69 71  
Yes 18 25 24  23 31 30  

Highest level of schooling         
None/Any primary 4 3 3 ~ 9 5 5 **
Any secondary 58 46 48  58 48 50  
Graduated secondary 34 45 43  29 44 41  
Any tertiary 4 6 6  5 3 4  

Partnership type         
No partner 28 21 22 * 32 35 34 **
Live together 18 12 13  2 9 7  
Live separately 55 67 65  66 57 59  

Number of children living at home         
No children 56 49 50  84 80 81  
1 32 32 32  7 9 8  
2 9 11 11  4 5 5  
3+ 3 7 7  5 6 5  

Primary source of income (past 3 mos)         
Unemployed, no income 52 53 53 ~ 44 53 51 ~
Employed 18 11 12  56 46 48  
Social grants/Family 30 36 35  0.6 0.8 1  

Average monthly income, last 3 months     44 53 51  
No income 52 53 53  2 2 2  
1–500 ZAR 26 27 27  9 8 8  
501–1,500 ZAR 15 13 14  34 27 28  
1,501+ ZAR 7 7 7  12 11 11  

Asset ownership         
Radio

No 46 38 40  46 38 40  
Yes 55 62 60 ~ 55 62 60 ~

Television         
No 56 41 45  56 41 45  
Yes 44 59 56 ** 44 59 56 **

Computer         
No 95 90 91  95 90 91  
Yes 6 10 9 ~ 6 10 9 ~

Refrigerator         
No 70 52 56  70 52 56  
Yes 30 48 44 *** 30 48 44 ***

Cellphone         
No 4 0.3 1  4 0.3 1  
Yes 96 100 99 *** 96 100 99 ***

Asset index summary score         
0 1 1 1  2 0.2 1  
1 31 22 24  30 23 24  
2 26 20 21  27 18 20  
3 21 21 21  19 24 23  
4 22 31 29  19 30 28  
5 2 4 3  3 5 5  

Ever tested for HIV, last 6 months         
No 19 24 23  30 34 33  
Yes 81 76 77  70 66 67  
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 Females (n=768) Males (n=760)
Lost 

(n=131)
%

Retained 
(n=637)

%

Total
%

Sig. Lost 
(n=165)

%

Retained 
(n=595)

%

Total
%

Sig.

HIV-positive (self-reported)         
No 86 86 86  96 91 92 *
Yes 15 14 14  4 9 8  

Current ART use (among HIV+)         
No 58 52 53  33 33 33  
Yes 42 48 47  67 67 67  

Sex with primary partner, last 6 months         
No 31 28 28  40 40 40  
Yes 69 72 72  61 60 60  

Condom use at last sex with primary partner, last 6 months         
No 39 46 45  49 45 46  
Yes 61 54 55  51 55 54  

Primary partner HIV status unknown         
No 83 85 85  76 78 78  
Yes 17 15 15  24 22 23  

Condom use, last sex with primary partner of unknown HIV status, 
last 6 months         

No 47 43 43  58 47 50  
Yes 53 57 57  42 53 51  

Sex with a second partner, last 6 months         
No 99 98 98  95 91 92  
Yes 2 2 2  5 9 8  

2+ sexual partners, last 6 months         
No 91 93 93  50 49 50  
Yes 9 7 7  50 51 51  

Condom use at last sex with casual/one-off partner, last 6 months         
No 0 33 27  27 27 27  
Yes 100 67 73  73 73 73  

Experienced emotional violence, primary partner, last 6 months      
No 84 79 80   
Yes 16 21 20   

Experienced physical violence, primary partner, last 6 months      
No 77.9 77.5 77.6   
Yes 22 23 22   

Experienced sexual violence, primary partner, last 6 months      
No 92 90 90   
Yes 8 10 10   

Experienced physical or sexual violence, primary partner, last 6 
months      

No 72 73 73   
Yes 28 27 27   

Experienced emotional, physical or sexual violence, primary 
partner, last 6 months      

No 63 67 66   
Yes 37 33 34   

Perpetrated emotional violence, primary partner, last 6 months    
No 93 91 91
Yes 7 9 9

Perpetrated physical violence, primary partner, last 6 months    
No 85 85 85
Yes 15 15 15

Perpetrated sexual violence, primary partner, last 6 months    
No 97 96 96
Yes 3 4 4

Perpetrated physical or sexual violence, primary partner, last 6 
months    

No 84 84 84
Yes 16 16 16

Perpetrated emotional, physical, or sexual violence, primary 
partner, last 6 months    

No 80 81 81
Yes 20 19 19

Mean Gem Scale score (1–10 points)         
Total scale 6.8 6.83   6.07 6.27   
Violence subscale 7.55 7.67   6.41 6.62   
Communication subscale 6.77 6.82   5.5 5.79   
Caregiving subscale 7.91 8.31  ~ 8.43 8.52   
Toughness subscale 5.79 5.6   5.47 5.48   

Notes: Tests indicate significant differences between those included in the analytical sample and those lost to follow-up, based on chi-squared tests. 

***p<0.001; **p<0.01; *p<0.05, ~p<0.10



Lessons learned from the evaluation of the Asibonisane Community Responses program in KZN, South Africa   ■  45



Project SOAR
Population Council

4301 Connecticut Ave, NW, 
Suite 280

Washington, D.C. 20008 USA
Tel: +1 202 237 9400
Fax: +1 202 237 8410 

projsoar.org


	_Hlk5610676
	ACKNOWLEDGMENTS
	ACRONYMS
	Executive Summary
	Introduction
	Addressing social and structural barriers that increase vulnerability to HIV
	Contribution of this study

	Study Goals, Objectives, and Methods
	The Community Responses Program
	Study Design
	Ethical Approval 

	Results
	Challenges of living in informal settlements
	Participation in the Community Responses program
	Types of partnerships and condom use
	HIV Care Continuum
	Intimate Partner Violence
	Support for Equitable Gender Norms
	Lessons from Scaling Up Stepping Stones

	Discussion and Recommendations
	Recommendations

	References
	Appendices

