
Programming Idea 1: Integrated economic and 
gender empowerment strategies

What it involves: Microfinance includes a 

broad range of services to individuals or 

groups who are usually unable to access more 

traditional financial services or credit (e.g. 

low-income clients including women) – often 

without collateral. Services can include loans, 

savings, insurance, financial, and transfer ser-

vices (remittances) (75).

A small but increasing number of inter-

ventions combine microfinance or other 

economic empowerment strategies (e.g. liveli-

hood support or vocational training, financial 

literacy or training) with gender or life skills 

training and sexual and reproductive health 

or HIV education, service provision or com-

munity engagement. They are referred to as 

‘integrated’ interventions.

Summary of the evidence: While interventions 

to empower women economically have gener-

ally been effective at improving the economic 

well-being of the household, their impact on 

preventing violence against women or improv-

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

systematic review of 41 studies that examined 

the impact of economic empowerment on vio-

lence against women, some studies showed 

reductions in partner violence and others 

showed an increase in partner violence asso-

ciated with women’s involvement in income 

generation (76). Analysis of these studies 

suggests that the increase in violence may be 

linked to or occurring in situations where there 

is a transition in women’s traditional gender 

roles, which can be threatening to men, make 

them feel powerless or inadequate and result 

in a backlash. It also suggests that while such 

an increase in violence may occur in the short 

term, violence may decline in the long term as 

men and communities become habituated to 

women’s new gender roles (76).

It is likely that beyond income generation, 

other context-specific factors influence 

whether economic empowerment is protec-

tive or increases risk of partner violence for 

women. Therefore, there may be a need to 

add training on gender empowerment and 

relationship negotiation skills and/or com-

plementary community interventions (e.g. 

engaging men to promote equitable gender 

norms) in order to reduce the risk of gender-

related conflict in the household. A literature 

review of integrated microfinance and HIV 

interventions, primarily from sub-Saharan 

Africa, some of which explicitly include gen-

der empowerment components or discussions 

on gender norms, shows that such interven-

tions have used a diversity of approaches 

and measured different outcomes (77). This 

makes it difficult to draw definitive conclu-

sions about their effectiveness and what has 

worked in different settings. However, a few 

(e.g. Intervention with Microfinance for AIDS 

and Gender Equity – IMAGES) have shown 

promising results in reducing experience of 

intimate partner violence, improved partner 

communication about safer sex, and increased 

uptake of HIV testing and counselling in some 

settings (77). See Annex 1.1 for examples of 

these promising integrated interventions for 

empowering women.

Conclusion: Integrated economic and gender 

empowerment interventions, primarily from 

one or two settings in sub-Saharan Africa, 

show promising results in reducing partner 

violence and improving some HIV outcomes. 

They have been evaluated with relatively 

strong study designs. Therefore, this program-

ming idea is considered to be promising in 

relation to both violence against women and 

HIV-related outcomes.
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Annex 1.1. Examples, programming idea 1: Integrated economic and 
gender empowerment strategies

Intervention and 
location

Description of 
beneficiaries

Content of intervention Evaluation design and 
outcomes

Results and limitations Conclusions

Intervention with 
Microfinance for AIDS 
and Gender Equity 
(IMAGE)

Limpopo Province, 
Rural South Africa 
(163–167)

Primary beneficiar-
ies: Poorest women 
> 18 years of age

Secondary 
Beneficiaries: Youth 
and men (14–35 
years of age)

Loans to women residing in low-
income households to be repaid 
over 10–20 week cycles

Participatory gender and HIV 
training during loan meetings that 
included discussions on gender 
roles, cultural beliefs, relationships, 
communication, gender-based 
violence and HIV infection. 10 
training sessions conducted every 
two weeks over six months

Community mobilization of youth 
and men to address community 
and male norms conducted over 
6–9 months

Cluster-randomized con-
trolled trial in eight villages 
pair-matched. One village in 
each pair randomly selected 
for intervention

Past-year experience of physi-
cal or sexual intimate partner 
violence, HIV infection, sexual 
behaviour, partner communi-
cation, uptake of HIV testing 
and counselling, household 
economic well-being, and 
nine indicators on gender 
equity/empowerment

A 55% decrease in intimate partner vio-
lence among programme participants

Women (<35 years of age) 46% more 
likely to communicate about sexual 
issues with partners

All participants reported greater involve-
ment in collective action, social groups 
and progressive attitudes towards 
gender equality

A 64% increase in young women and 
men (14–35 years of age) accessing VCT

A 24% decrease in young women 
and men (14–35 years) reporting 
unprotected sex at last intercourse with 
non-spousal partner

Limitation: No effect on HIV infection 
rates

Women in intervention group were better able to 
challenge social norms around acceptability of violence, to 
leave violent relationships and create and mobilize support 
groups for those experiencing abuse. They also reported 
greater confidence, higher levels of autonomy in decision-
making and enhanced relationships with intimate partners

Intervention was scaled up from 855 participants in the 
trial phase to 2598 clients in a two-year period after the 
trial. A cost-effectiveness analysis estimated US$7688 
per DALY averted in the trial phase and US$2307 per 
DALY averted in the two years of scale up. The authors 
concluded that the intervention was cost-effective in its 
trial phase and highly cost-effective in the scale up. These 
estimates are conservative as they do not include the 
health and development benefits beyond IPV reduction. 
The intervention is being replicated in the United Republic 
of Tanzania

Shaping the Health of 
Adolescents (SHAZ), 
Phase II

Peri-urban communi-
ties outside Harare, 
Zimbabwe (168) 

Adolescent girls 
(16–19 years of 
age) who are poor, 
orphaned and 
out-of-school 

Life skills training including 
negotiation and strategies to avoid 
violence

Sexual and reproductive health 
(SRH) services for all including 
condom and contraceptives, 
STI treatment, education about 
pregnancy, voluntary counselling 
and testing (VCT)

Livelihood development including 
financial literacy, vocational 
training and micro-grants

Integrated social support including 
mentoring, guidance counselling 
and reunions

Randomized controlled trial. 
Life skills training and SRH 
services provided to both 
intervention and control arms. 
Livelihood development and 
integrated social support 
provided to girls randomized 
to the intervention group

Outcomes: Personal experi-
ence of violence, violence in 
the household, food security, 
risky sexual behaviour, HIV 
infection, HSV infection, 
pregnancy, unintended 
pregnancy 

A 58% decrease in personal experience 
of physical and sexual violence over 
two years reported by programme 
participants

Increase in equitable gender norms and 
decrease in food insecurity

Limitation: No significant difference in 
HIV, HSV, pregnancy rates or unintended 
pregnancies between intervention and 
control groups

Phase I was a stand-alone micro-credit intervention. It 
failed because of low repayment rates by girls. Recognizing 
a difficult economic environment, Phase II emphasized 
life-skills and livelihood development instead

The collapse of the Zimbabwean economy, the exploita-
tion of girls by adults in relation to livelihood opportunities 
and the lack of social support from extended families 
proved to be particularly challenging in influencing the 
desired outcomes

The intervention is being evaluated for impact on HIV 
positive adolescent girls and there is ongoing operations 
research to adapt and scale up


