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Abstract

Structural factors like poverty, poor education, gender inequality, and gender violence are 

important in the HIV epidemic in southern Africa. Such factors constrain many people from 

making choices to protect themselves against HIV. The INSTRUCT cluster randomised controlled 

trial of a structural intervention for HIV prevention includes workshops for young women which 

link them with existing government structural support programmes. Fieldworkers identified all 

young women aged 15–29 years in each intervention community, not in school and not in work, 

interviewed them, and invited them to a workshop.

Choice-disability factors were common. Among the 3516 young women, 64% had not completed 

secondary education, 35% did not have enough food in the last week, 21% with a partner had been 

beaten by their partner in the last year, and 8% reported being forced to have sex. Of those aged 18 

and above, 45% had applied to any government support programme and 28% had been accepted 

into a programme; these rates were only 33% and 10% when Ipelegeng, a part-time minimum 

wage rotating employment scheme with no training or development elements, was excluded. 

Multivariate analysis considering all programmes showed that women over 20 and very poor 

women with less education were more likely to apply and to be accepted. But excluding Ipelegeng, 

young women with more education were more likely to be accepted into programmes.

The government structural support programmes were not designed to benefit young women or to 

prevent HIV. Our findings confirm that programme use by marginalised young women is low and, 

excluding Ipelegeng, the programmes do not target choice disabled young women.
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Introduction

Structural factors like poverty, poor education, gender inequality, and gender violence are 

important in the continuing HIV epidemic, including in southern Africa (Andersson, 

Cockcroft, & Shea, 2008; Hargreaves et al., 2008; Piot, Greener, & Russell, 2007; Shannon 

et al., 2012; Stockman, Lucea, & Campbell, 2013). There is a general agreement that 

structural factors must be tackled to end the HIV epidemic (Auerbach, Parkhurst, & Cáceres, 

2011; UNAIDS, 2010).

Andersson (2006) has argued that structural factors perpetuate the HIV epidemic because 

they lead to choice disability, whereby people are constrained in making choices to protect 

themselves against HIV, even when they know the risks and how to avoid them. In Southern 

Africa, young women continue to bear the brunt of new infections (UNAIDS, 2016). This is 

related to transactional and transgenerational sex, but young women are aware of the risks 

involved (Cockcroft et al., 2010). A household study of young women and men in Botswana, 

Namibia and Swaziland found that choice disability factors (low education, serious poverty, 

income disparity with partner, and experience of partner violence) were common: three 

quarters of young women and half of young men had at least one factor. And the factors 

were cumulatively related to HIV prevalence, with about a 10% increase in prevalence 

associated with each additional factor (Andersson & Cockcroft, 2012). If choice disability 

could be prevented or its effects reduced, this could reduce new HIV infections.

A range of government structural support programmes in Botswana aim to help people set 

up small enterprises or improve their educational qualifications. Most of the programmes 

include grants and/or loans, and provide training in business management or other skills. 

One programme, Ipelegeng, a rotating minimum-wage part-time employment scheme, does 

not provide any training or development support for participants, but is easy to apply for and 

readily available, especially in more remote areas. Such programmes could help to reverse 

choice disability among young women, by giving them a means to make a living and 

improve their education. Ideally, those most needing help should be more likely to apply to 

and benefit from these programmes.

The Inter-ministerial National Structural Intervention Trial (INSTRUCT) 

(ISRCTN54878784) is a cluster randomised controlled trial of a multifaceted structural 

intervention for reducing choice disability and preventing HIV among young women in 

Botswana (http://instruct.cietresearch.org/). The intervention includes helping marginalised 

young women to access government structural support programmes, with workshops to 

increase their self-esteem and communication skills and to link them with government 

programme officers locally. Data from interviews to recruit young women for these 

workshops allowed us to examine their structural disadvantages (choice disability factors) 

and HIV risk behaviours, and to explore the factors related to their existing access to the 
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government programmes. We sought to find out if young women with more structural 

disadvantages were more likely to access the government programmes.

Methods

Data collection

Prior to each workshop, trained young women from the district tried to identify all young 

women aged 15–29 years in the community who were not in school and not in work, 

through door-to-door visits, and from nominations from other young women, social workers, 

and community leaders. They interviewed the young women, recording responses on 

android tablets and sending them to a central server, before showing them video clips about 

available government programmes, and inviting them to attend the workshop. Over the 

course of about 24 months, between January 2016 and December 2017, the interviewers 

collected data from 3516 young women.

Analysis

We examined the frequency of choice-disability factors and HIV risk behaviours among the 

young women, and their applications to and acceptance into any of the government support 

programmes. Bivariate and then multivariate analysis, using the Mantel-Haenszel procedure 

with the Lamothe cluster adjustment (Mantel & Haenszel, 1959; Anderson & Lamothe, 

2011) examined the associations between characteristics of the young women and their 

application to government structural support programmes, and acceptance into the 

programmes. In these analyses we first considered all the available programmes, and then 

the programmes excluding the Ipelegeng scheme. Rates of applications and acceptances 

varied between districts, so we included “district” as a variable in the multivariate analysis. 

We express associations using the odds ratio (OR) and the cluster adjusted 95% confidence 

intervals of the OR (95% CIca).

Results

Table 1 shows characteristics of the 3516 young women. Many reported structural 

disadvantages related to choice disability, such as low education, experience of partner 

violence, experience of sexual violence, severe poverty, and income disparity with their 

partners. As many as 86.5% (3040/3516) reported at least one of five structural 

disadvantages. They also reported recognised HIV risk behaviours such as older partners, 

multiple partners, and inconsistent condom use.

Our analysis of applications and acceptance into programmes is based on 3229 young 

women aged 18–29 because for many programmes only people aged 18 and above are 

eligible. The rate of applying to programmes (45.3%, 142/3117) was notably higher than the 

rate of acceptance into programmes (28.3%, 881/3117). Many of the applications and 

particularly acceptances were to Ipelegeng; excluding Ipelegeng, the application and 

acceptance rates were 33.2% (1037/3120) and 10.0% (311/3120) respectively. Table 2 shows 

the bivariate associations between characteristics of the young women and their application 

to and acceptance into government structural support programmes, with and without 

Ipelegeng. Including Ipelegeng, young women with structural disadvantages were more 
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likely to apply to and get accepted by programmes. However, this pattern was much less 

apparent when Ipelegeng was excluded.

Table 3 shows the final models of associations with programme applications and 

acceptances, from a step-down multivariate analysis. Age group was a factor in all models, 

with older young women more likely to apply and get accepted. Several structural 

disadvantages linked to choice disability featured in the final models when Ipelegeng was 

included (those without the disadvantage being less likely to apply or get accepted), but not 

when it was excluded. In the case of education, when Ipelegeng was included, young women 

with more education were less likely to be accepted into a programme; when Ipelegeng was 

excluded, more educated young women were more likely to be accepted into one of the 

other programmes.

Discussion

Nearly all (86%) of the young women in this survey had one or more structural 

disadvantages. This is higher than the figure from an earlier study in Botswana, Namibia and 

Swaziland (Andersson & Cockcroft, 2012), but in the present study we specifically targeted 

young women not in school and not in work because they were more likely to be choice 

disabled, and this proved to be the case. They could indeed have benefitted from the 

government structural support programmes available. However, less than half had applied to 

any programme and less than a third had been accepted by any programme. When the 

Ipelegeng programme is excluded, only a third had applied to any programme and only 10% 

had been accepted into any programme. Ipelegeng provides part-time work with a low 

income (P520, about US$50, per month) and no element of training or development, and in 

larger communities is only available intermittently, to allow others to take their turn. 

Ipelegeng has been criticised for not allowing participants to undertake other productive 

activities or to graduate to better paying jobs, and for not recognising the special 

requirements of poor women (Botswana Institute for Development Policy Analysis, 2012).

We found some evidence in our group of young women (not in work, not in school) that 

those with structural disadvantages were more likely to have applied to and been accepted 

into one of the government programmes, suggesting that the programmes might be reaching 

those most choice disabled. But when the Ipelegeng scheme was excluded, this targeting was 

much less apparent, and for education the association was reversed so that more educated 

young women were more likely to be accepted into programmes.

The INSTRUCT trial aims to leverage the existing government structural support 

programmes in Botswana to help tackle choice disability among young women. Our findings 

confirm that current use of the programmes is low among marginalised young women and 

that they are not well-targeted towards those most choice disabled. As part of INSTRUCT, 

we are working with the government programmes and with young women to explore 

obstacles to access and co-design solutions.
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Conclusion

Most young women in Botswana who are not in school and not in work face structural 

disadvantages constraining their ability to make protective choices. Government structural 

support programmes could help to reduce choice disability but access is low and the 

programmes are not targeted towards those with structural disadvantages.
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Table 1.

Characteristics of 3516 young women aged 15–29, not in school and not in work.

Characteristic Fraction (%)

Age 15–20 1208/3516 (34.4)

Age 21–29 2308/3516 (65.6)

Married or co-habiting 950/3516 (27.0)

Has at least one child 2168/3515 (61.7)

Has a partner 2167/3516 (61.6)

Has ever had sex
a 2998/3480 (86.1)

Structural disadvantages

Did not complete secondary education 2266/3516 (64.4)

Did not have enough food in the last week 1242/3515 (35.3)

Earns less (or more) than partner
b 1217/1876 (64.9)

Beaten by partner in last 12 months
c 593/2843 (20.9)

Ever forced to have sex
a 263/3492 (7.5%)

HIV risk behaviours

Partner 5+ years older (of those with partner) 912/2008 (45.4)

Partner 10+ years older (of those with partner) 237/2008 (11.8)

>1 partner in last 1m
d 188/2926 (6.5)

>1 partner in last 12m
d 511/2914 (17.5)

Did not use a condom last time had sex
d 687/2979 (23.1)

Does not always use a condom with regular partner
e 1095/2612 (41.9)

Does not always use a condom with non-regular partner
f 361/1591 (22.7)

a
Excludes those who declined to answer.

b
Excludes those without a partner and those who did not know how much their partner earned relative to their own earnings, if any. If neither were 

earning, this counted as earning the same.

c
Excludes those who responded “no partner” to this question and those who declined to answer.

d
Excludes those who have never had sex.

e
Excludes those who said they had no regular partner.

f
Excludes those who said they had no other partner.
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Table 3.

Final multivariate models of associations with application and acceptance into government structural support 

programmes.

Factor Adjusted OR 95% CIca

Application to any government support programme

Age less than 21 years 0.39 0.32–0.47

Complete secondary education or more 0.69 0.58–0.81

Less poor (enough food in the last week) 0.77 0.64–0.93

Have not experienced forced sex 0.65 0.48–0.88

Application to a government support programme, excluding Ipelegeng

Age less than 21 years 0.36 0.30–0.45

Have not experienced forced sex 0.68 0.51–0.90

Accepted into any government support programme

Age less than 21 years 0.48 0.38–0.61

Complete secondary education or more 0.52 0.43–0.63

Less poor (enough food in the last week) 0.78 0.65–0.95

Accepted into a government support programme, excluding Ipelegeng

Age less than 21 years 0.43 0.29–0.63

Complete secondary education or more 1.45 1.11–1.89
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