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Une traduction en français de ce résumé figure à la fin de l'article. Al final del artículo se facilita 
una traducción al español. المقالة لەذە الكامل النص نەاية في الخلاصة لەذە العربية الترجمة. 

Abstract 

Objective To explore whether adding a gender and HIV training programme to 
microfinance initiatives can lead to health and social benefits beyond those achieved by 
microfinance alone. 

Methods Cross-sectional data were derived from three randomly selected matched 
clusters in rural South Africa: (i) 4 villages with 2-year exposure to the Intervention with 
Microfinance for AIDS and Gender Equity (IMAGE), a combined microfinance–health 
training intervention; (ii) 4 villages with 2-year exposure to microfinance services alone; 
(iii) and 4 control villages not targeted by any intervention. Adjusted risk ratios (aRRs) 
employing village-level summaries compared associations between groups in relation to 
indicators of economic well-being, empowerment, intimate partner violence (IPV) and 
HIV risk behaviour. The magnitude and consistency of aRRs allowed for an estimate of 
incremental effects. 

Findings A total of 1409 participants were enrolled, all female, with a median age of 45. 
After 2 years, both the microfinance-only group and the IMAGE group showed 
economic improvements relative to the control group. However, only the IMAGE group 
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demonstrated consistent associations across all domains with regard to women’s 
empowerment, intimate-partner violence and HIV risk behaviour. 

Conclusion The addition of a training component to group-based microfinance 
programmes may be critical for achieving broader health benefits. Donor agencies 
should encourage intersectoral partnerships that can foster synergy and broaden the 
health and social effects of economic interventions such as microfinance. 

Introduction 

The United Nations Millennium Development Goals have articulated a global agenda that 

explicitly recognizes the importance of addressing the intersections between poverty, gender 

inequalities and health.1 Microfinance programmes expand access to credit and savings services. 

Globally they reach over 100 million poor clients, most of them women.2 In addition to the 

economic benefits of microfinance, there is some evidence to suggest that it may be an effective 

vehicle for empowering women. Acquiring new business skills may enhance their self-esteem, 

self-confidence, conflict-resolution ability and household decision-making power and expand 

their social networks.3–5 Reductions in child mortality and improvements in nutrition, 

immunization coverage and contraceptive use have also been demonstrated,3,6–8 which has 

sparked interest in the potential of microfinance to bring about improvements in connection with 

other health-related issues, such as HIV/AIDS and gender-based violence.9–12 

Both HIV/AIDS and intimate-partner violence (IPV) are major public health challenges 

in sub-Saharan Africa. In South Africa alone, 29.1% of women visiting public antenatal clinics 

in 2006 were HIV-positive,13 and national prevalence surveys suggest that women and girls 

make up 55% of the HIV-infected population.14 In addition, 1 in 4 South African women reports 

having experienced IPV,15 which has been identified as an independent risk factor for HIV 

infection.16 

We conducted the Intervention with Microfinance for AIDS and Gender Equity 

(IMAGE) study, a cluster randomized trial, to evaluate the effect of a combined microfinance 

and training intervention on poverty, gender inequalities, intimate-partner violence and 

HIV/AIDS. Carried out in rural South Africa, IMAGE combined group-based microfinance with 

a 12-month gender and HIV training curriculum. Women received the training at loan meetings 

held every two weeks. After 2 years, IMAGE participants showed improvements in economic 

well-being and multiple dimensions of empowerment.17 Furthermore, levels of physical and 

sexual IPV were 55% lower among IMAGE participants compared with controls,18 and young 
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programme participants reported higher levels of HIV-related communication and HIV testing 

and greater condom use with non-spousal partners.19 

These findings highlight the potential synergy that can be generated by integrating 

targeted public health interventions into development initiatives such as microfinance. By 

addressing the immediate economic priorities of participants, IMAGE was able to gain access to 

a particularly vulnerable target group and to maintain sustained contact for over one year – a 

critical opportunity rarely afforded to stand-alone health interventions.  

Because the IMAGE study tested a combined microfinance–training model, the findings 

raise additional policy- and programme-related questions. For example, how much of the 

observed effect is attributable to the microfinance component of the intervention and how much 

to the training programme? In a donor climate where microfinance institutions are under growing 

pressure to recover their operational costs and achieve financial sustainability, what added value 

does health training contribute? Is it possible that the provision of microfinance services alone 

would produce a similar range of economic, social and health benefits? 

To address these questions, we analysed data from villages participating in IMAGE, 

matched villages receiving microfinance alone and a control group. Our analysis compared 

indicators of economic well-being, empowerment, IPV and HIV-risk behaviour in these three 

groups after similar duration of exposure. 

Methods 

The study was conducted between June 2001 and March 2005 in rural Limpopo province, an 

area where, despite South Africa’s status as a middle-income country, poverty remains 

widespread and more than 60% of adults are unemployed.20,21    

Study design 

Data on IMAGE participants and controls were derived from a cluster randomized trial and are 

presented in detail elsewhere.18 Briefly, the socioeconomic characteristics of villages in the study 

site were assessed through field reconnaissance surveys and interviews with village leaders and 

community members. Eight villages were then pair-matched according to size and accessibility, 

and one village from each pair was randomly allocated to receive the intervention at study onset; 

the other received the intervention on study completion. In both sets of villages, eligible 
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intervention participants were recruited on the basis of participatory wealth ranking criteria, 

which were used to identify women aged 18 years and over from the poorest households in each 

village.22 Women from control villages were matched by age and poverty status and were 

recruited contemporaneously. Surveys were conducted in October 2004 and were scheduled such 

that all participants were evaluated at a uniform point in time: 24 months following the 

introduction of IMAGE.18 

Surveys were conducted by a team of female researchers who had received 4 weeks of 

intensive training that included technical, ethical and safety considerations in conducting 

research on HIV and IPV.23 The construction of outcome indicators has been described in detail 

elsewhere.17,18 Indicators measuring economic well-being and empowerment were drawn from 

the development and microfinance literature, piloted and then adapted to the local South African 

context. Quantitative indicators of empowerment included measures of self-confidence, financial 

confidence, challenging of gender norms, relationship with partner, autonomy in decision-

making, perceived contribution to the household and social group membership. Measures of IPV 

assessed participants’ attitudes towards and experiences of physical and sexual violence by an 

intimate partner, and were drawn from the WHO Violence Against Women Instrument.24 In each 

interview women were asked directly about their experience of different acts of physical or 

sexual violence by male partners, ever and in the past year. They were also asked about their 

experience of controlling behaviour by an intimate partner in the past year and about their 

attitudes towards the acceptability of IPV in different circumstances. HIV-related indicators 

captured information about sexual behaviour, household communication and collective action 

against HIV/AIDS.  

To identify a comparable group of villages receiving microfinance alone (MF-only), a 

stratified random sample was generated from villages where microfinance projects were being 

implemented without the training component. As before, individual participants were recruited 

on the basis of participatory wealth ranking. Villages were eligible for inclusion in the sampling 

frame if they met three criteria: (i ) no prior exposure to microfinance; (ii) 2-year exposure to 

MF-only; (iii) a socioeconomic and cultural context similar to that of the IMAGE and control 

villages (assessed through field reconnaissance surveys and interviews with community 

members). Eleven villages meeting those criteria were identified and were grouped according to 
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size and accessibility. Villages were then randomly selected to generate 4 villages matching the 

characteristics of the IMAGE and control groups. 

A survey of MF-only participants was undertaken in these villages in February 2006, 24 

months following the introduction of the MF-only intervention. A list of all women who had 

received a loan during the previous 2 years was generated. Data were collected from all 

individuals who had joined the programme, regardless of whether they were still participating 2 

years later. Data were thus collected on both current participants and drop-outs. Outcome data 

were collected in face-to-face interviews by members of the same research team with survey 

tools from the original trial. 

Microfinance-only intervention 

The microfinance component was implemented by the Small Enterprise Foundation, a South 

African nongovernmental organization (NGO) with over 60 000 active clients. The Grameen 

Bank model25 was applied, with groups of five women serving as guarantors for one another’s 

loans and all five having to repay before any member of the group was eligible for more credit. 

Loans were used to support a range of small businesses (e.g. selling fruit and vegetables, second-

hand clothes and other products). Loan centres consisting of approximately 40 women (8 groups 

of 5) met fortnightly to make loan payments, apply for additional credit and discuss business 

plans. 

IMAGE  

In addition to the microfinance component described above, IMAGE included a participatory 

learning programme called “Sisters for Life”, which was integrated into the fortnightly loan 

centre meetings. The programme comprised two phases, delivered over 1215 months. Phase 1 

(first 6 months) consisted of ten 1-hour training sessions and covered topics including gender 

roles, cultural beliefs, power relations, self-esteem, communication, domestic violence and HIV. 

Participatory methods were used with a view to increasing confidence, communication skills and 

critical thinking. Phase 2 encouraged wider community mobilization to engage youth and men in 

the intervention villages. Women deemed “natural leaders” by their peers were elected by loan 

centres to undertake a further week of training and subsequently worked with their centres to 

address priority issues, including HIV and IPV. The Sisters for Life programme was developed 

and piloted in conjunction with a South African NGO and was delivered alongside microfinance 
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services by a separate team of trainers. Further details about the intervention have been published 

elsewhere.26 

Control group 

Women in the control group received neither IMAGE nor microfinance-only interventions 

during the study period; however, IMAGE was implemented in control villages at study 

conclusion.  

Data analysis 

Our analysis first compared baseline sociodemographic data from the 2001 South African 

census27 for the three study groups. Analysis of outcome data involved three two-way 

comparisons: MF-only versus control, IMAGE versus control and IMAGE versus MF-only. 

Since the interventions were administered at the village level, cluster analysis was performed. 

For each comparison, crude measures of effect (prevalence or risk ratios, identified as RRs) with 

95% confidence intervals (CIs) were calculated by entering the log of village-level summaries, 

weighted by village denominator, into an analysis of variance model that included terms for 

intervention and village triplet.  

To control for possible baseline imbalances between women in intervention and control 

groups, we calculated adjusted measures of effect (aRRs) by means of a 2-stage process. First, 

using a logistic regression model fitted to individual-level data from control villages, we derived 

expected outcomes for each village on the basis of age, marital status, education, parity and sex 

of the household head for each respondent. We then entered standardized village-level 

summaries of the ratio of observed to expected outcomes into an analysis of variance model as 

described above. Stata version 9.0 (StataCorp, College Station, Texas, USA) was used to 

perform all statistical analyses. In addition to recording results for individual indicators, we 

assessed the consistency of patterns (direction and magnitude of effect) for all indicators within 

each of the four outcome domains: economic well-being, empowerment, IPV and HIV risk 

behaviour. 

Informed consent was obtained from all participants. The study was approved by 

institutional review boards at the University of the Witwatersrand (South Africa) and the London 

School of Hygiene and Tropical Medicine (United Kingdom). 
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Results 

Study enrolment and baseline characteristics 

A total of 1409 participants were enrolled into the interventions or recruited as controls. Of 

these, 363 of 430 (84%) in the control group, 480 of 549 (87%) in the MF-only group and 387 of 

430 (90%) in the IMAGE group were successfully interviewed at 2 years post-intervention. In all 

groups the median age was similar (43–49 years) and married women outnumbered single, 

divorced, separated or widowed women (Table 1). At the village level, the three groups were 

broadly similar in terms of pre-intervention sociodemographic characteristics, including 

household size, age, sex, income, employment and education. 

Comparative analysis 

Table 2 shows the results of the analysis comparing intervention effects among the three study 

groups. These results are summarized graphically in Fig. 1. 

Microfinance only versus control 

Evaluation of the effects of MF-only intervention against the control group revealed a clear 

pattern of improvement across all nine indicators of economic well-being, including household 

asset value, ability to repay debts and ability to meet basic household needs. For all economic 

variables, intervention effects were in the same direction, with aRRs ranging from 1.22 to 3.38 

and CIs excluding 1 for most indicators. However, this same degree of consistency was not 

observed across the empowerment, IPV or HIV-related variables, where the direction of 

intervention effects varied among the indicators in each domain. 

IMAGE versus control 

Comparison of the effects of IMAGE against the control group showed a clear and consistent 

pattern of improvement in all 24 indicators across all domains. These included all indicators of 

economic well-being, empowerment (e.g. greater self-confidence, autonomy in decision-making, 

and larger social networks), intimate-partner violence (including reduction in past-year 

experience of physical or sexual IPV) and HIV risk behaviour (including increased condom use 

at last sex with a non-spousal partner). For all these variables, aRRs indicated a positive 

intervention effect, with many attaining statistical significance. 

Microfinance only versus IMAGE  
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When the effects of MF-only intervention were compared with those of IMAGE, there was no 

clear pattern to suggest that one of the two types of intervention had produced greater 

improvements in economic well-being. However, IMAGE consistently showed greater effect on 

all variables relating to empowerment, IPV and HIV risk behaviour, and in many cases the 

change was statistically significant. 

Discussion 

This study set out to explore whether a complex intervention that combines a gender and HIV 

training programme with group-based microfinance can lead to health and social benefits beyond 

those achieved through microfinance alone. After two years, both the villages that received 

microfinance-only interventions and those that received the combined microfinance–training 

intervention (IMAGE) were found to have higher levels of economic well-being than matched 

control villages. However, only the combined intervention was associated with a wider range of 

effects in relation to women’s empowerment, reduced risk of intimate-partner violence and HIV 

protective behaviour. These findings lend support to the hypothesis that adding a health 

component to a conventional poverty reduction programme can create synergies that may be 

critical for achieving broader health and social benefits. 

The study had several strengths, including efforts to ensure comparability between 

villages within the three study groups, age- and poverty-matching among participants and 

cluster-level analysis of outcomes. Outcome indicators were defined before analysis, and the 

analysis controlled for potential confounding factors. Despite the small number of villages and 

limited study power to detect cluster-level differences, statistically significant associations were 

evident for many indicators. What was, however, more striking was the consistent pattern of 

associations that emerged across all predefined health and social domains when the incremental 

effects of the combined intervention versus microfinance alone were examined. 

We presented measures of effect and confidence intervals for all findings (Table 2), 

thereby allowing readers to judge the strength of the evidence for themselves. Many of these 

results were not “significant” in that they did not allow us to reject the null hypothesis of no 

effect at the 5% significance level. However, researchers recognize that, in addition to 

significance tests, the directionality, consistency and congruency of observed outcomes are 

important in evaluating complex interventions with multiple outcomes.28 Taken together, we feel 
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