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Å 89% reported experiencing at least one type of violence

ÁFrom an intimate partner: 59%

ÁFrom family or neighbours: 45%

ÁIn the community: 53%

ÁIn the health care setting: 53%

ÁFrom police / military / prison or detention: 17%

ÁFear of violence: 68%

Å High IPV levels before and after diagnosis.  Higher levels of violence 
experienced post-diagnosis in health settings & in the community

Å Experiences of violence in the health care setting often

worsefor women with othersocially disadvantaged identities

Results from 58% of 832 survey respondents 
on Gender-Based Violence (GBV)



Å 82% reported depression; 78% rejection

Å 1/5 reported MH issues beforediagnosis

Å This increased by 3.5 times after diagnosis

ÅпрΦу҈ ƘŀŘ ƳǳƭǘƛǇƭŜ ΨǎƻŎƛŀƭƭȅ ŘƛǎŀŘǾŀƴǘŀƎŜŘ ƛŘŜƴǘƛǘƛŜǎΩ ό{5Lǎύ

Å More SDIs ė More mental health issues

Å MH affected ability to enjoy SRH and to access services

Å MH included: depression, rejection, social exclusion, sleep problems, 
intersectional stigma, challenges with sexual & intimate relationships,    
substance use, sexual risk, repro health barriers, human rights (HR) violations

Respondents recommended psychological support & counselling, 
funding for peer support & interventions to challenge GBV and               to 
promote HR 

Results from 59% of 832 survey 
respondents on Mental Health*

* Thanks to Carmen Logiefor additional analysis of quantitative responses





Findings: Micro- (Individual) Level  
Treatment Barriers

ÅViolence& fear of violence most commonly cited 
barriers ςpartner; family; community

ÅIncludes stigma and discrimination

ÅSide effects of HIV treatment: eg appearance; sexuality

ÅInability to meet basic needs: housing, food security, 
livelihoods ςwomen prioritisingchildren & others



Findings: Micro- (Individual) Level  
Treatment Barriers

ÅάWhat affected me most is that I do not feel attractive to my husband 
he does not say anything, but that is how I feel and that is why I get 
ŘŜǇǊŜǎǎŜŘΦέ (FGD Cochabamba, Bolivia,)

ÅάaŜ ǘƻƻ Ƴȅ ƘǳǎōŀƴŘ ƭƛǘŜǊŀƭƭȅ ǎŀƛŘΣ ϦŀƴŘ L Řƻ ƴƻǘ ǿŀƴǘ ȅƻǳΣ you no 
longer attract me". (FGD, Cochabamba, Bolivia)

Å The hardest thing is abusein the family, I got to a point where I got fed 
up and I left the house, they gave me a separate plate, everything 
separate and made harsh comments saying "God knows why you've 
become infected".(FGD, La Paz and El Alto, Bolivia)



Findings: Meso-Level  Treatment Barriers

Gender roles and responsibilities

Violations of rights to privacy, confidentiality and bodily 
integrity in healthcare services

Violations during and after labour, including
forced and coerced sterilization

Poor communication in healthcare



Findings: Meso-Level  Treatment Barriers

Å ά²ƘŜƴ I was in Dutch Hospital, the nurse said "where is the lady who has 
AIDS?" Just like that in front of  everyone, this was how my family found out, 
ƘŜŀƭǘƘ ǇŜǊǎƻƴƴŜƭΩǎ ŀǘǘƛǘǳŘŜ ŎƘŀƴƎŜŘΣ ǘƘŜ ǊŜǎƛŘŜƴǘǎ ǘƘŜǊŜ ƘŀǾŜ ōŜŜƴ ŦǊŜŀƪƛƴƎΣ 
they took pictures of me, recorded videos of me on their cell phones, they did 
not see my child, they did not change his diapers, they did not give him milk, it 
was a damn ordeal I went throughΦέ

Å άL feel bad for the pregnant women, they are young but already they have 
already had their tubes tied, the doctors insist on tubal ligation [sterilization] 
when they do their caesareans, really they tell you "do not have children."It 
ǎƘƻǳƭŘƴΩǘ ōŜ ƭƛƪŜ ǘƘŀǘ, their duty is serving us.ά 

(FGD, La Paz and El Alto, Bolivia)



Source: AVERT.org2016
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UNAIDS ALIV[H]E framework

Our quadrant of change: based on Gender At Work
ÅQuadrant 1: Internalized 

gender equitableattitudes, 
values and practices

ÅQuadrant 2: Increasedaccess
to and control over publicand 
privateresources

ÅQuadrant 3: Gender equitable
socio-cultural norms and 
practices 

ÅQuadrant 4: Laws, policies and 
resource allocations that 
respect, protect and fulfil
ǿƻƳŜƴΩǎ ƘǳƳŀƴ ǊƛƎƘǘǎ



Haberland: 2015 
Comprehensive Review of Sexuality & 

HIV education evaluations

RESULTS: Of the 22 interventions that met the inclusion criteria, 
10 addressed genderor power, and 12 did not. The programs 
that addressed gender or power were five times as likely to be 
effective as those that did not;fully 80% of them were 
associated with a significantly lower rate of STIs or unintended 
pregnancy. In contrast, among the programs that did not address 
gender or power, only 17% had such an association.

CONCLUSIONS: Addressing gender and power should be 
considered a key characteristic of effective sexuality and HIV 
education programs.

International Perspectives on Sexual and Reproductive Health, 2015, 
41(1):31ς42, doi: 10.1363/4103115



What is Stepping Stones and what 
does it seek to achieve?

A training programmeon gender, generation, HIV & 
AIDS, communication and relationship skills and 
community mobilization 

Designed to enable participants to define, analyse, 
articulate and realisetheir visions in relation to 
various factors (power imbalances) which influence 
their sexual and reproductive health, HIV status, 
genderand inter-generationalrelations and rights



Climbing the mountain, seeing moreΧ.. 
The Gambia initial hopes



Positive changes identified later: 
The Gambia



Our vision:

Promoting happiness, SAFETY
and well-being for all in a 
rights-based framework

Timely Offer of Treatment to 
people living with HIV

Respect, care, rights & support for 
women living with HIV in all their 

diversities



Multiple positive outcomes:

ƻƭŘŜǊ ǿƻƳŜƴΩǎ ƎǊƻǳǇΣ .ǳǿŜƴŘŀΣ ŀŦǘŜǊ мс ƳƻƴǘƘǎ

Neighbours sharing and 

supporting each other

Will-writing for 

inheritance 

rights

Care and support for 

sick & their carers
Communication 

(reduced IPV)

Talking to Children about sex & 

relationships (prevention education)

Peer-based condom 

distribution

marriage 

rights

Alcohol reduction            

(so more $)



With whom has Stepping Stones been used? 

Many different contexts, including: 

ü People with disabilities (eg India)
ü Pastors and Imams and their congregations (Kenya, Gambia) 
ü School pupils and teachers (many countries)
ü NGO staff (eg Tanzania)
ü People living with HIV and AIDS (eg Zimbabwe, Namibia)
ü National and constituency AIDS Control Councils

(Gambia..)
ü Girls and boys out of school (many countries)
üWomen s rights groups (many countries)
ü Health staff (Mumbai)
ü Drug using communities (Myanmar) 
ü People in prison (Morocco, India)
ü University staff and students (Namibia)
üLGBT communities (Jamaica, Pacific)



What does Stepping Stonesconsist of?

Package made of 
manual + DVD

Community-based 
programme(approach 
that uses workshops 
and exercises to 
engage members of a 
community). 

First workshop in 
Uganda in 1994 ς
manual 1995 : longest 
running programmeof 
its kind



The Participant as the principal actor   
The shapes, sizes & strengths of these circles will vary 

with context and time 

Peers Family

Community

School/work

Me and my 

sexual 

partner(s)

Faith group



Stepping Stones is based on the 
Socio-Ecological Model of behavioural change 

Community-based programme(approach that 
uses workshops and exercises to engage 
members of a community). 

Package made of manual + DVD

First workshop in Uganda in 1994 ςmanual 
1995 : longest running programmeof its kind



Socio-Ecological Model in the context 
of violence against women



How does it work?

4 peer groups:

Å based on gender and age

Å ca. 50 hours contact time

Å over 18-23 sessions

Å over ca. 3 months

Å staircase approach



¢ƘŜ п ǇŜŜǊ ƎǊƻǳǇǎΩ ǇŀǘƘǎΧ
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The 5 

Themes                  

of Stepping 

Stones & 

Stepping 

Stones Plus 

(Updated

2016)

Plenary

5. MOVING FORWARD

TOGETHER ðO-R

Plenary

4: WAYS IN 

WHICH 

WE CAN CHANGE 

ðK-N

3: WHY DO WE BEHAVE 

AS WE DO? ðG-J

2: HIV & SAFER SEX ðE,F

1: GROUP COOPERATION ðA,B,C,D

INTRODUCTION ðPlenary1

Stepping Stones 

Structure: 



{ǘŜǇǇƛƴƎ {ǘƻƴŜǎ CƻǳƴŘŀǘƛƻƴ {ǘƻƴŜǎΧ 

Involvementof all stakeholders:
Á Four-peer group work and discussions, gender- and age-

based ςand emphasis on these relationships
Holisticresponse to HIV: 
Á Focus on rights-based sexual and reproductive health & 

gender issues ςwith multiple positive outcomes
Á All can address their ownmost pressing issues
Á Ownershipof the process by the community
Experiential learning structure:
Á Interactive discussions, role plays, diagrams
Á Self reflection, critical literacy 
Á Fission and fusion approach
Á Around 50 hours contact time
Facilitators as guides not teachers



Cƛǎǎƛƻƴ ŀƴŘ ŦǳǎƛƻƴΧ 

ÁSafetyin peer groups

ÁSharingacross genders 
& generations

ÁBuildingbridges across 
identities & views

ÁCǊƻƳ ΨLΩ-dentity to 
Ψ²ŜΩ-dentity

ÁCreating shared 
solutions

ÁActingtogether



English (by 

SFH)

French (by 

SFH) 

Portuguese South Africa Ki-Swahili

Indian Bengali L American Indonesian Pacific



REDUCED Intimate Partner Violence in Many Different Cultures & Contexts





How delivered: part 1



How delivered: part 2



Recommended Delivery for good quality:
Part 1

ÕMinimum ca50 hours

Õ4 peer groups: 2 male, 2 female, 2 younger (ca. 15-24 yrs); 
2 older (ca. 25 - ?) ςor based on eg parenthoodtheir choice

Õ1 facilitator of same gender and similar age per peer group 

ÕFacilitators trained:  eg 5 weeks over 10 weeks:
a) 2 initial residential weeks as participants[3 weeks break;]
b) 2 more weeks to be trained as facilitatorsof the main

programme;                                          [2 more weeks break;]
c) 1 final week to be trained as asst.facilitatorsof the

supplementarysessions; plus progress review; & 
sign up to on-going in-service training processes.



Recommended Delivery for good quality:
Part 2

ÕFrom Assistant Facilitators to Lead Facilitators:

a) ideally work alongside a more experienced facilitator for
three full workshops before becoming a lead facilitator

ÕFrom Lead Facilitators to Trainers:

b) refresher 2 week review &training of trainers course to
become full Stepping Stones trainer of other facilitators

ÕNATIONAL NETWORKS development to retain contact among 
key trained facilitators & trainers beyond project lifespans



Evaluations 

Many different contexts, including: 

Ç Gambia evaluation (2002, AJAR )

Ç A review of evaluations up until 2006 (T.

Wallace)

Ç ACORD: Uganda, Tanzania, Angola (2006)

Ç RCT South Africa (Jewkeset al, 2008, BMJ)  
Ç Regional evaluations (eg C. America 2012,

Fiji 2007)
Ç COWLHA Malawi evaluation (2015)



Evaluation Findings 



Stepping Stones with Children
Preliminary Findings

ÅRelationships between caregivers and children 
became more loving (e.g. using positive discipline 
instead of beating).
ÅPreliminary data suggest increased treatment 

adherencein some children.
ÅChildren have formed small groupsfor mutual 

support, thereby strengthening their resilienceto the 
impact of HIV
ÅHIV counsellingservicesfor children have improved
ÅChildren have been able to make their own films

about the changes brought about by the workshops & 
advocatefor ŎƘƛƭŘǊŜƴΩǎ rights

38



Stepping Stones and Creating Futures

ÅCombines Stepping Stones (gender transformation, HIV- & 
IPV-prevention) with Creating Futures (livelihoods 
strengthening)

Å21 extra sessions, each ~3hours long, delivered by trained 
peer facilitators, to groups of 14-20 participants (single sex)

ÅParticipatory sessions: dialogue, drama, body mapping etc.

ÅProject is a joint effort of HEARD at UKZN, Project Empower 
and the South African Medical Research Council, with LSHTM 
supporting costing

ÅCurrently funded through: What Works to Prevent Violence 
Against Women and Girls? Global Programme, led by the SA 
MRC



Stepping Stones and Creating FuturesPilot & RCT

Å2012-2013: 232 women and men followed up over 12m 
found that:
ï²ƻƳŜƴ ŀƴŘ ƳŜƴΩǎ ƳŜŀƴ ŜŀǊƴƛƴƎǎ ƛƴ Ǉŀǎǘ month increased 
ïMen and women reported more equitable gender attitudes 
ïMen less controlling behaviours 
ïWomen a 34% reduction in past 3 month sexual and/or physical 

IPV
ïwŜŘǳŎŜŘ ƳŜƴΩǎ ŘŜǇǊŜǎǎƛǾŜ ǎȅƳǇǘƻƳǎ

ÅNow undergoing large RCT (34 clusters, 1360 participants, 
24m follow up), includes qualitative process evaluation and 
cost-benefit analysis - final results 2018

ÅLaura Washington (laura@projectempower.org.za); Andrew 
Gibbs (Andrew.gibbs@mrc.ac.za) 


