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Abstract
In the last three decades, efforts for prevention of HIV among youth have taken drastic measures of ensuring in-
tervention strategies were given more attention for the reduction of new infections. Generally, it is observed that 
the infection rate of HIV among youth is still high and continues to increase. In Tanzania, the increase is said to be 
attributed to cultural, economic and social factors, and this trend affects the Tanzanian socio-economic progress.
However, the prevention of HIV in this study has indicated that there is a need for more efforts in ensuring that the 
different measures has to target youth who are more vulnerable to HIV infections. In order to understand the right 
intervention, in South Africa meta-analysis was carried out to determine the success of behavioural interventions 
to reduce sexual risk behaviours and incidences of STIs among South African youth. Importantly, the report of 
UNAIDS in 2010 reported a decline in new HIV infections over the past 5 years is linked with changes of behavior 
and social norms together with increased knowledge of HlV. Despite of the new HIV infections still occurring, and 
with the use of antiretroviral treatment, strengthening HIV infections remain and should continue to be an urgent 
global health priority. Thus, this study has embarked on the prevention of the combination strategies, lessons 
learnt and challenges that persist in interventions and prevention strategies of HIV among youth in sub-Saharan 
Africa in empirical and theoretical literture reviews.

Introduction
According to the WHO report of July 2022, the African Region 
is the most affected with 25.6 million people living with HIV in 
2021 [1]. WHO also reported that the African region accounts 
for almost 60% of the global new HIV infections. In 2021,  it 
has been estimatd that 28.7 million people living with HIV has 
received antiretroviral therapy (ART), globally. In achieving the 
95-95-95 targets by 2030, it has been translated that into 95% 
of all people living with HIV being aware of their status, while 
90% of PLHIV (people living with HIV) are receiving treat-
ment, and 86% of all people living with HIV being found to be 
virally suppressed with HIV infection [1]. It is estimated that 
85% of people living with HIV, will have known  their status 
in 2021, whereby a gap of 4.0 million people that will reach 
the first 95 targets. It is estimated that 75%  of people living 
with HIV were receiving treatment, although there is a gap of 
5.9 million to reach the second target, the HIV nfection rate is 

increasing. Eventually, it is estimated that 68% of people living 
with HIV were virally blocked, whereby a gap of 6.7 million was 
estimated to reach the third target. Additionally, 92%  of those 
people on treatment were virally suppressed, which shows the 
effectiveness of HIV treatment. The new HIV infections fell by 
49%, bewteen 2000 and 2021, whereby HIV-related deaths fell 
by 61% with some 18.6 million lives saved due to ART in the 
same period [1]. This attainment resulted from great efforts by 
national HIV programmes which is supported by civil society 
and various development partners [2].

In 2016, studies indicated that the status of HIV infections in 
Tanzania, showed that 1.4 million people were living with HIV 
[2].This is compared to an estimated HIV prevalence of 4.7% 
(ibid, 2017: 5). Moreover, within the same year of 2016, there 
were 55,000 people who were newly infected with HIV, and 
33,000 died from an AIDS-related illness [2]. Despite these 
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numbers, Tanzania has done well in regulating the HIV epidem-
ic over the 1990s. The strategy of scaling-up access to antiret-
roviral treatment has helped Tanzania minimise the epidemic's 
impact. As a result, between 2010 and 2015, the number of latest 
infections declined by up to 20%, and the number of individuals 
dying from AIDS-related illnesses halved [2]. 

According to The Tanzania HIV Impact Survery 2022-2023 was 
a household-based national survey among adults (defned as aged 
15 years above) found that there were approximately 60,000 
new cases of HIV infectons among adults in Tanzania during 
the survey year, that indicated an alarming rate [3]. In which, 
there were marked variations in HIV prevalence by age, sex, 
and region, with a higher prevalence among women and in cer-
tain regions of Mainland Tanzania. The survey indicated that the 
three regions in Tanzania mainland that have HIV prevalence of 
above 9.0% are Mbeya 9.6%, Iringa 11.1% and Njombe 12.7% 
respectively. In Zanzibar, HIV prevalence was below 1% in all 
the regions..HIV prevalence among adults aged 15 years and 
older was 4.5% in Mainland Tanzania and 0.4% in Zanzibar [3].

Some studies showed that youth need information and skills to 
enable them to participate in the actual planning and implemen-
tation of the activities of the interactions [4]. Two data dissem-
ination systems exist currently: mass media, and local, like tra-
ditional stories. The usage of social media networks with their 
large audience is the best way of disseminating data, where the 
communicator and audience must be present and speak the same 
language. On the other hand, in understanding the knowledge 
and skills provided through modern systems, two aspects are 
essential: one, reliable income for purchasing sources of data, 
like radio and newspapers for the youth to enable them to buy 
newspapers and two, encourage them to read through reason-
able cultural and economic basis [5]. The study aims to review 
the literature on the youths' efforts in the prevention of HIV and 
AIDS, and the effectiveness of the adopted strategies as a result 
of interventions within their cultural norms.

Methodology
The method used for this study covered a comprehensive litera-
ture review on the consequences of interventions and prevention 
in HIV and AIDS programmes and activities in sub-Saharan Af-
rican countries, with particular emphasis on Tanzania, Uganda, 
South Africa, Botswana, and Kenya. The data covered five years, 
i.e. between the years of 2018 to 2022, with previous behaviour 
as highlights of efforts that have been done on the prevention 
and intervention of HIV among the youth in the literature review 
both empirial and theoretical.

Theory
Theory is claimed to be an essential component of successful 
health promotion interventions [6, 7]. The Behavioural theory 
can assist in knowing the determinants of risky and safe sexu-
al behaviour (Fishbein, 2000) and hence help to spot underly-
ing principles about how people change their behaviour [8,9]. 
Further, it aims to elucidate why and how behaviours occur and 
allows us to predict future behaviours by establishing relation-
ships between critical variables such as culture, average age, re-
ligious practices, and conflicts [10]. 

This paper assessed the theoretical underpinnings of behavioural 

interventions for the youth worldwide, generally claiming that 
a theoretical foundation contributes to the effectiveness of pre-
vention strategies. However, no direct link between behavioural 
changes and behavioural interventions has been established. In 
the researcher's view and as shown in health promotion research, 
several theories coexist that aim to understand health-related 
behaviour and supply tools for behaviour change. The Social 
Learning/Cognitive Theory (SCT), Theory of Reasoned Ac-
tion/Planned Behaviour (TRA/TPB), and Health Belief Model 
(HBM) are the major dominant theories, more recently joined by 
the Stages of Change (SoC) and Social Ecological Model (SEM) 
[11-14]. Therefore, this study will use the social cognitive theory 
and the health belief model to establish behaviour change.

The Social Cognitive Theory (SCT) posits that folks acquire and 
maintain particular behavioural patterns through a continuing 
interaction between three factors: environment, personal factors, 
and behaviour [15]. Behaviour is not simply the results of the 
environment and, therefore, the person, even as the environment 
is not merely a function of the person and behaviolur [11]. The 
Health Belief Model (HBM) is predicated on the understanding 
that an individual will take a health-related action if that person 
believes s/he is vulnerable to the condition (perceived suscepti-
bility). The importance of dynamics found in the condition that 
has serious significances (perceived severity) in the HBM mod-
el. At the same time, within the process, that action would scale 
back their susceptibility to the condition or its severity (per-
ceived benefits), which outweigh the value of taking action (per-
ceived barriers). Usually, action is imitated more quickly if the 
person is exposed to factors that prompt action (cues to action) 
and is confident in her/his ability to act successfully (self-effi-
cacy) [13-16]. The empowerment framework is essential in this 
study because the empowerment strategy has been used to en-
able women to say 'no' to unsafe sex. Therefore, it is necessary to 
highlight this framework as a tool for use in behaviour change. 

Empowerment Framework 
The central component of empowerment is that the disempow-
ered (with no power) can act on their behalf. This contrasts with 
welfare approaches, whereby the concerned people act for those 
who do not have the power. Empowerment is a process which 
increases the capacity of women and other disempowered peo-
ple to analyse, know and get involved in decision-making in the 
world at all levels. It enhances the individuals involved to act on 
themselves and increase their power and control over the social 
resources necessary for sustainable and dignified life [17, 18].    

Young person's empowerment for youth means they are empow-
ered to take charge and control their sexuality by acting on their 
behalf and enjoy their human rights by accessing relevant in-
formation, skills and opportunities. Active participation implies 
progressive measures by removing barriers to realising their re-
productive health rights and preventing human rights violations. 
This empowerment framework is helpful in this study as it high-
lights the actions and analysis leading to action and analysis for 
behavioural change. At the same time, young men and women 
know their human rights as they gain access to relevant informa-
tion, skills and opportunities. This enables them to reduce AIDS 
infection in young women in their environment, as illustrated in 
Figure 1 below. 
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Figure 1: Young persons empowerment framework
Source: Adopted from UNICEF (1993).

Different Approaches to HIV Preventions and Interventions 
Among Youths in Sub-Saharan Africa
Since no cure or vaccine is accessible against HIV and AIDS, 
reducing sexual risk behaviour among young people is vital in 
undertaking the epidemic [19]. Hence, many governments, in-
cluding those of South Africa and Tanzania, used in this review, 
and nongovernmental and international organizations are invest-
ing in HIV prevention interventions to reduce the sexual trans-
mission of HIV among young people in sub-Saharan Africa. In 
order to achieve these strategies against the sexual transmission 
of HIV, several interventions can be used based on acceptable 
cultural norms, such as biomedical male circumcision. These 
interventions could influence individual behaviour change on 
current sexual norms, as discussed in this review.

Behaviour change interventions promote abstinence or delay the 
onset of sexual intercourse, increasing condom use and reduc-
ing the number of sexual partners. Additionally, they aim to in-
crease knowledge, change attitudes, improve access to services, 
reduce stigma, or address other mediators such as self-esteem 
and self-efficacy points out that behavioural strategies motivate 
behavioural change within individuals and social units by use 
of a range of educational, motivational, peer-group, skills-build-
ing approaches, and community normative approaches [20-22]. 
Structural approaches to HIV interventions, in their turn, "should 
change social, economic, political, or environmental factors de-
termining HIV risk and vulnerability" [23]. 

At the beginning of the review of this study, evaluations of pre-
vention interventions and literature reviews on aspects of HIV 
interventions for young people (for example, media interven-
tions and school-based interventions) indicated the outcome of 
the studies. Therefore, it is suggested that the limited effective-
ness of these interventions is in changing young people's sexual 
behaviour and HIV incidence because interventions could not 
meet individual norms and values, which are essential measure-

ments in HIV infections.

Sexual Risk Reduction Interventions for HIV Prevention in 
Sub-Saharan Africa
South African youth between the ages of 15 and 24 experience 
a high prevalence of HIV, with about 20% of youths living with 
HIV (South African National AIDS Council, 2013). The pri-
mary mode of HIV transmission in South Africa is unprotect-
ed penile-vaginal sex (ibid 2013). School-aged girls and young 
women disproportionately have HIV transmission. It has been 
indicated that gender disparities within the prevalence of HIV 
will continue as girls age; young women aged 20 to 24 still dis-
proportionately have HIV (21% vs 5% of young men 20 to 24 
years of age) (ibid 2013).

Adolescent and adult women are more vulnerable to the trans-
mission of HIV, which are due to sociocultural factors (for ex-
ample, sexual coercion and violence and multiple partnerships 
with older men, who are more likely to be HIV-infected). Bio-
logical factors (for instance, more mucosal surfaces for HIV to 
connect to; and reproductive changes during adolescence) also 
play a crucial role [24]. Partner drinking also increases young 
women's risk for HIV [25]. A national survey of HIV transmis-
sion among South Africans showed that 33% of young men and 
11% of young women (15 to 24 years of age) report that current 
alcohol use, with 18% of young men and 3% of young women-
reporting hazardous or harmful levels of alcohol consumption 
[26]. However, the association between alcohol consumption 
and risky sexual behaviours are similar for young men and 
women, sexual coercion indicated most occurances when sex is 
preceded by alcohol consumption underscoring young women's 
limited power in these relationships [25-28]. In determining the 
extent to which interventions can significantly impact on gen-
der inequalities, gender violence, and alcohol use among South 
African youth is critical for understanding the extent towhich 
the context of sexual risks is often changed to scale back the 
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incidence of HIV.

Previous literature reviews by Hoffman et al. (2006) and Peltzer 
et al., (2011) focused on evaluating the efficacy of behavioural 
HIV interventions among youth in developed and developing 
countries. These previous reviews suggest that behavioural HIV 
interventions targeting the youth are successful at delaying sex-
ual intercourse, increasing condom use, and averting sexually 
transmitted infections in most of developed countries [29, 30]. 
On the contrary, the success of youth-based interventions to scale 
back sexual risk behaviours in developing countries has been on 
mixed strategies [31, 32]. These reviews tend to specialize on 
interventions targeting adolescents in specific countries within 
sub-Saharan Africa. During a narrative review of interventions 
for South African youth, Harrison et al. (2010) described the in-
tervention features available in the range of data. However, they 
could not determine the efficacy of these interventions [33]. The 
efficiency of ways of intervention specifically targeting South 
African youth has encompassed factors that moderate interven-
tion effectualness that has received limited attention. Few re-
views have attended to intervention features that address gender 
inequalities or alcohol use on a small scale. Developing, imple-
menting, and evaluating effective HIV prevention programs for 
South African youth that address the context during which sexu-
al risk occurs may be a public health concern.

Understanding which interventions work and why is critical for 
the event of effective interventions that are targeted and tailored 
to South African youth. This meta-analysis aimed to determine 
the state of the science concerning the success of behavioural 
interventions to scale back sexual risk behaviours and, therefore, 
the incidence of STIs among South African youth. The success 
of intervention depends on modifying sexual behaviour as in-
ferred from the study reports  mostly among sexually active 
youth, which intended to increased condom use and reduced the 
number of sexual partners and incidence of STIs. The researcher 
expected that interventions (vs controls) would be more success-
ful in reducing sexual risk behaviours once they sampled:
(a) men, thanks to young South African women's limited power 
in relationships [34],
(b) few alcohol users, that include abuse and dependence, which 
is related to sexual risk-taking behaviours; and 
(c) youth who are engaging in lower risk which indicated at 
baseline (i.e., protected vaginal/anal sex, and fewer sexual part-
ners) [35]. 

During the evaluation of the interventon content, the research-
er focused on identifying the extent to which interventions ad-
dressed contextual issues (for example, gender inequalities and 
alcohol use) related to risky sexual behaviouramong youth in 
South Africa.

As intervention strategies have focused on alcohol use, condom 
usage does not indicate a behavioural change. Gender inequali-
ties must be included to understand how HIV impacts the youth. 
HIV prevention programmes are working and will continue to 
work, as the UNAIDS (2010) reported on the worldwide AIDS 
epidemic. According to this report, the decline in new HIV in-
fections over the past five years is linked with changes in be-
haviour and social norms alongside increased knowledge of HIV 
and AIDS. Moreover, with two new infections that occurs for 

each individual who started on antiretrovial treatment, in this re-
gard, the strengthening of  HIV intervention still remains and is 
an urgent global health priority. Although many proven preven-
tion tools exist, prevention efforts suffer from numerous com-
mon weaknesses. So far, prevention strategies have embarked on 
reducing individual risk.

On the other hand, there are fewer efforts in dealing with struc-
tural sociocultural, political, economic, legal and other contex-
tual factors that increase vulnerability to HIV spread [36]. In 
the case of national prevention programmes, which are often 
made from a set of disconnected interventions, these often lack 
clear milestones, clearly articulated causal pathways and unmis-
takable connections with other programmes that contribute to 
achieving equivalent prevention targets. In most cases, the weak 
investments in combined strategies on planning, monitoring and 
evaluation systems has reduced, hence the decision-makers are 
confidence in the existing prevention tools and whereby they 
stopped programme planners and implementers from improv-
ingthe prevention efforts over time, increasing the likelihood of 
HIV infections.

Some studies on modes of transmission (MoT) and previous 
analytical studies on HIV prevention, carried out by UNAIDS 
(2010), as well as research papers byLancet, have identified a 
diversity of weakerareas in prevailing prevention efforts (The 
2008 Lancet Series on HIV Prevention).It has beenpointed out 
that while a combination of intervention and prevention strate-
gies are widely allowed within the AIDS policy discourse, they 
are seldomly implemented. The key weaknesses cited include:
1.	 The failure to concentrate to the populations that has at 
most significant risk,
2.	 focusing resources on primary transmission routes and 
unexplained variations from year to year in resources for crucial 
prevention strategies,
3.	 the striking deficit of structural interventions to deal 
with underlying causes of vulnerability, and
4.	 inadequate prevention services for people living with 
HIV.

HIV research and programme experts, civil society and policy-
makers began to unite behind the broad concept of combination 
prevention to beat the weaknesses in recent years. Combination 
prevention straregy has been indicated to help planners and pro-
grammers that face one of the central challenges in HIV preven-
tion, is coming to terms with the epidemic [23]. Efforts to market 
HIV risk reduction must address individual knowledge, attitudes 
and choices, and the social, cultural, political and economic 
features that affect individual as well as collective attitudes, be-
haviour, and vulnerability in the life cycle.

In addition to these basic social science and public health prin-
ciples, has shown that the emergent consensus on combination 
prevention has been supported by an analysis of successful coun-
try programmes. In every continual public health success, there 
has depended different strategic combination of biomedical, be-
havioural and structural prevention strategies to address individ-
ual-level risks, as well as to create a more enabling environment 
for health [37]. The use of a combination prevention appproach 
in some countries have shown a remarkable sharp decline in HIV 
infections.In the HIV response, the countries that have created 
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sharp, sustained reductions in new HIV infections have used a 
combination prevention approach in HIV prevention.

Gender norms, attitudes toward differences and inequality, and 
other cultural and social factors under play laws and policies that 
lead to social marginalization of groups such as sex workers, 
migrants, gays, or individuals who use drugs [38, 39]. Therefore, 
there is a need for having an enabling environment for preven-
tion of HIV that requires a “bottom-up” structural interventions.
Therefore,in producing a more authorising environment for 
HIV prevention, usually requires "bottom-up" structural inter-
ventions for better reduction of HIV infections. These structural 
interventions promote community dialogue, strategic advocacy 
with leaders to shift harmful policies and laws, and mobilization 
to reflect upon and revise harmful attitudes and normsincluding 
youth and individual participation.

At least, in documenting social drivers also allows for explor-
ing potential linkages between HIV prevention and interven-
tion programmes and broader development efforts, as a whole. 
In sub-Saharan Africa, where adolescent girls are several times 
more likely to become infected than boys their age, the evi-
dence-gathering process should examine possible synergies be-
tween HIV prevention programmes, as well as initiatives in the 
promotion of universal primary aand secondary education. and 
the initiatives that will promote universal primary and secondary 
education. Studies conducted over the last 15 years have consis-
tently found a relationship between educational attainment and 
reduced sexual risk behaviours among girls. In addition, in doc-
umenting the effects of gender inequality on women's vulnera-
bility to HIV, studies should consider possible compatibilities 
and synergies between HIV-specific programming and broader 
efforts to empower women and girls, that will change gender 
norms, and reduce women's social, economic and legal disad-
vantages. This major factor could be reduced by planning in-
terventions that would operate synergistically on the individual, 
relationship, community and societal levels [23-39].

Studies show that community-led interventions can improve 
people's HIV-related knowledge and attitude service, access and 
enhance prevention, treatment and care outcomes. They do that 
by providing services that are more convenient and relevant, 
building trust and respect among providers and patients, and re-
ducing discriminatory practices [40, 41]. Those services can be 
more effective than standard health facility-based platforms for 
reaching the marginalized and under-served populations, mainly 
when they are underpinned by capacity of development [40-42]. 
Community-led interventions have assisted in reducing HIV 
and sexually transmitted infection (STI) occurrences among 
sex workers (as seen in India and the United Republic of Tan-
zania). Here empowered sex workers (many of them indigenous 
or women of colour) in Vancouver, Canada, take advantage of 
health services, and enable the youth to stay on HIV treatment 
in Zimbabwe by meeting their psychosocial needs [43, 44]. The 
adaptability of community-led services was particularly crucial 
during the first year of the COVID-19 pandemic, when commu-
nity-led organizations set up medicine and food pick-up schemes 
and sites, arranged home deliveries and shifted outreach work 
to virtual platforms [42]. United Nations Member States have 
committed to increasing the proportion of HIV services deliv-
ered by community-led organizations to 30% on HIV testing and 

treatment services; 80% for high-risk poulationon on prevention 
services; and 60% of programmes to attainbly society’s enabling 
environment by the year 2025 [45].

In order to reach those targets, there is a need to realize the full 
potential of community-led HIV interventions, governments and 
other stakeholders must support the GIPA (Greater Involvement 
of People living with HIV) principle and make intensive efforts 
to ensure the full involvement of people living with HIV, as well 
as key populations, including women, adolescent girls and young 
people in the early and in all stages of the HIV response.More 
must be done to understand community as an organizational 
concept to ensure the complete voice and participation of those 
traditionally left behind, including all key population and people 
living with HIV and adolescent girls and boys, women, people 
with disabilities, migrants and refugees affected by HIV [44]. 
Consequently, stakeholders should turn the political commit-
ment into action and integrate community-led interventions into 
the existing health sector in responses for planning, implemen-
tation and monitoring at all levels. Obstructive laws and policies 
should be changed, and community support should be available. 
In the other hand, new policies, guidance and models are need-
ed to scale up community-led responses. More consistent, eas-
ily accessible funding and capacity-building support should be 
made available to enable critical populations, women and young 
people to assume leadership roles in the HIV response.

Case Studies of Sexual Education in Schools for Youth in 
Sub-Saharan Africa
Prior reviews of youth intervention studies in both developed 
and developing countries by various authors [6-51] suggest a 
crucial role for school-based interventions in increasing young 
people's knowledge of sexuality, reproductive health, and HIV 
prevention, with a majority resulting in reductions in reported 
risk behaviours [6]. Reviews of school-based interventions spe-
cific to sub-Saharan Africa have found a more significant inter-
vention impact on HIV-related knowledge and attitudes than on 
reported sexual behaviours [48, 49], a finding reinforced by two 
previous large-scale trials in Tanzania, the Mema Kwa Vijana 
(MkV) Project, and Zimbabwe, the Regai Dzive Shiri (RDS) 
Project [52, 53]. 

The lessons learned from these trials of knowledge and attitudes, 
self-efficacy, sexual behaviour, and self-reported pregnancy 
were well perceived.These lessons included the necessity for 
the youth to disagreewith norms that regarding to sexual risk 
behaviours and address a broad range of interpersonal, cultur-
al and structural factors that underlying HIV risk among youth 
(Mema Kwa Vijana, 2008). Further, strengthening and broad-
ening existing approaches, like school-based programmes, and 
adopting new approaches to scale back youth HIV incidence in 
Sub-Saharan Africa is essential [37-49]. In order to comprehend 
the recent indications for youth HIV prevention in sub-Saharan 
Africa and to answer the question of 'which intervention work 
and 'why', there is a need to review which interventions work 
and why which will determine the characteristics of successful 
interventions.

While several systematic reviews of HIV prevention interven-
tions have included developing country adolescents [6-53],  
amongst these authors,only three focused on Sub-Saharan Af-
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rica [48-50]. Two reviews included only school-based studies, 
while the third group of reviewed studies with an HIV endpoint 
[37-48]. Further, many reviews primarily consider methodolog-
ical and study design issues [48-50]. Moreover, the reviews 
may include few details about interventions or on secondary 
and process outcomes that show trails to intervention outcomes. 
The primary focus needs to include gender relations for better 
results. Lastly, since published studies often support systematic 
reviews, recently-completed studies could also be excluded, al-
though these may offer relevant lessons learned, helping to spot 
promising approaches. Current debates on 'which interventions 
work better and the reasons have been renewed following recent 
trials which have  indicated good results. South Africa's continu-
al strictness of the HIV epidemic led to formulate new insistence 
to those questions and their answers [54]. The results of the HIV 
interventions,which is specific to the South African context is 
an important research priority,that should support intervention 
approaches for sub-Saharan Africa more broadly [37]. More im-
portnat is to notify of the results of an evidence-based, state-of-
the-art approach to youth HIV prevention in South Africa, the 
researcher reviewed ongoing or recently completed intervention 
studies. This was intended to systematically assess the character-
istics of rigorously designed youth HIV prevention interventions 
to raise the question of understanding how they work and why.
		
Lessons Learnt
The most critical lesson learnt from the economic empowerment 
interventions, and that has been concluded by a number of the 
authors is that microcredit without proper mentorship will not 
be the most direct intervention for many youths [55]. While girls 
may grapple with loan repayment, they will even be suscepti-
ble to HIV infection. However, as noted by the IMAGE study, 
in much older women with already established business skills, 
microcredit has the potential to scale back poverty while facil-
itating better health [46]. This recommends a condition for in-
terventions which included on addressing the structural issues 
of young people's SRH risks to study in understanding the ways 
of influence.

Another lesson learnt from the interventions is that tiny loans 
used for income generation have the potential to scale back 
poverty directly while also facilitating better health; however, 
as noted within the TRY intervention, and SHAZ! (Mema kwa 
vijana, 2008), economic empowerment interventions with a 
classic microfinance model may fail with most vulnerable girls 
because their primary needs might not initially be entrepreneur-
ship except for physical safety, social support, friendship, and 
mentorship [55,56]. Lessons from the TRY intervention pointed 
to the necessity to give girls these critical skills, so that they 
would be ready to think constructively about making and sav-
ing money. Given these critical lessons from both attempts to 
SHAZ!,a staged approach to livelihood interventions is brighter 
because it considers the evolving capabilities and vulnerabili-
ties of women and young women. SHAZ!, further pointed to the 
extra advantage of enhancing social support from families and 
friends as necessary inputs to strengthen adolescent girls' sense 
of economic empowerment.

Achievements from interventions that specialize in improving 
school attendance insist on the advantages of reducing econom-
ic barriers to high school attendance for women. The combina-

tion of mixture of safe spaces, financial education, and savings 
accounts that addresses various vulnerabilities that shows girl’s 
face, including social isolation, financial responsibilities, and 
relationships with men that involve high levels of economic 
dependence. These interventions point to the necessity to spe-
cialize in sensitive and deep-rooted social norms determining 
relationships if these need to be modified and giving attention 
to the broader community, not just young women. This is fre-
quently critical for obtaining community buy-in.Many parents 
need support that effectively define and convey their values and 
expectations about sexual behaviour and communicate import-
ant messages about HIV, STIs and pregnancy prevention with 
their children.

Challenges
Many challenges continue in translating lessons learned into 
practice. Linkages between HIV and sexual and reproductive 
health services have got to be strengthened. Programmes and 
financial resources still target youth with a low risk of HIV in-
fection rather than those who specialize in those most at-risk 
[57]. Legal policies present barriers; for instance, the age of con-
sent to accessing sexual and reproductive health commodities, 
including HIV tests, must be reformed. Inadequate coordination 
between different national stakeholders, like Government minis-
tries and civil society organizations, still hinders a coordinated, 
comprehensive HIV response for children [58]. In this regards, 
children still need more chances for expressive appointment in 
advocacy and decision making., in order to air their voices on 
HIV deliberate infections.

Insufficient organisation between different national stakehold-
ers, like Government ministries and civil society organizations, 
where immobility deters a coordinated, comprehensive HIV re-
sponse for children. Furthermore, the youth still need more op-
portunities for meaningful engagement in advocacy and decision 
making on valuable methods of HIV prevention [31].

"Know Your Epidemic/Know Your Response" are synthe-
sis methods that are used by various nations, from Swaziland 
to Thailand, to review and redesign their HIV prevention pro-
grammes. These involve assembling and applying available 
knowledge about the epidemic, the national response, factors 
that increase or decrease risk and vulnerability, community 
needs and priorities, and existing programmes and capacities. 
This data is usuallyspreading or held in separate "silos" of expe-
rience and action. AIDS experience in over 25 countries shows 
that bringing together this expertise and knowledge may be a 
feasible and robust approach to improving prevention planning 
[5]. Essential elements of the approach include
•	 identifying relative modes of HIV transmission,
•	 identifying geographic patterns,
•	 estimating the dimensions of critical populations,
•	 documenting vital structural factors that increase risk and 

vulnerability, and
•	 describing the overall national response.

Conclusion
Whilst the number of interventions aimed toward addressing the 
structural drivers of risk among youth is on the increase, there 
is a requirement for interventions to possess a transparent fo-
cus, indicate the pathways of risk they are trying to deal with 
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and have a rigorous evaluation strategy to assess whether and 
the way they work to scale back young people's vulnerability 
to HIV. Rational prevention planning requires an understanding 
of the relative contribution of various modes of HIV transmis-
sion to incident HIV infections, also as an identification of the 
populations most in need of prevention services. Characterizing 
incident infections has long been a challenge within the HIV 
field – not only in resource-limited settings but also in high-in-
come countries [59-64]. A good way of receiving  in combining 
behavioural, biomedical and structuralpractitioners and in dia-
logue with the affected communities and networks of individuals 
living with HIV/AIDS has proven to be a good way of receiving 
information [64, 65].
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