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Summary

Background: Poverty and social inequality are risk factors for poor health outcomes in patients 

with HIV/AIDS. Trials assessing the impact of cash transfer programs on HIV/AIDS outcomes 

have yielded divergent findings. This review aimed to summarize evidence to evaluate the effects 

of cash transfer on HIV/AIDS prevention and care outcomes.

Methods: Following a registered protocol (PROSPERO: CRD42021274452), we searched 

PubMed, EMBASE, Cochrane Library, LILACS, WHO IRIS, PAHO-IRIS, BDENF, Sec. Est. 
Saúde SP, Localizador de Informação em Saúde, Coleciona SUS, BINACIS, IBECS, CUMED, 

SciELO, and Web of Science until August 2021. We included randomized controlled trials 

(RCTs) that evaluated the effects of cash transfer programs on HIV incidence, HIV testing, 

retention in HIV care and antiretroviral therapy adherence, and conducted risk of bias and quality 

of evidence assessments using Cochrane Risk of Bias tool and Grading of Recommendations, 

Assessment, Development and Evaluations (GRADE). A random-effects meta-analysis model was 

used to combine studies and calculate risk ratios (RR). Subgroup analyses were performed using 

conditionality types (i.e., school attendance or healthcare).
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Findings: Sixteen RCTs, which included 5,241 individuals, fulfilled the inclusion criteria. Of 

these, 13 provided conditionalities for receiving cash transfers. The results showed that receiving a 

cash transfer was associated with lower HIV incidence when the conditionality was having an HIV 

test (RR=0.74, 95%CI, 0.56–0.98) and retention in HIV care (RR=1.29; 95%CI, 1.06–1.56). No 

difference was observed for antiretroviral therapy adherence (RR=1.12; 95%CI, 0.72–1.75).

Interpretation: Cash transfer programs have a positive effect on mitigating HIV incidence and 

increasing retention in HIV care. These results show the potential of cash transfer programs for 

HIV prevention and care, especially among people in extreme poverty, and highlight that cash 

transfer programs must be considered when creating policies for HIV/AIDS control, as indicated 

by the UNAIDS 95-95-95 Target of the HIV Care Continuum.

Funding: National Institute of Allergy and Infectious Diseases (NAIDS/NIH)

Keywords

Cash transfer programs; HIV; Public policy; Systematic review

Introduction

Globally, the HIV/AIDS pandemic remains an urgent societal challenge1–4. Poverty and 

social inequality exacerbate most HIV/AIDS indicators and act as not only determinants 

or contributors to new infections5 but also barriers to effective HIV management; that is, 

they reduce access to healthcare, retention in HIV care, adherence to antiretroviral therapy 

(ART), and sustained viral suppression, potentially increasing disease progression6–7 and 

mortality8. The role of poverty is highlighted by the global distribution of the approximately 

37.7 million people living with HIV (PLHIV) worldwide, 85% of whom live in sub-Saharan 

Africa, Southeast Asia, and Latin America2. Moreover, the burden of HIV/AIDS within 

countries is generally highest in areas of higher poverty1–4.

Income poverty is a dimension of poverty, and its consequences can affect population health 

through complex and nonlinear relationships that link socioeconomic status to other health 

determinants (e.g., housing, nutrition, stable employment, or access to healthcare), including 

health behaviors3–4,9. Observational studies have shown that people with lower incomes and 

lower education levels are more likely to become infected with HIV, develop more severe 

complications requiring hospitalization, and are more likely to die from AIDS10–11.

Government agencies have developed social protection programs to reduce income 

inequality and improve beneficiaries’ access to essential goods, such as healthcare and 

education12. In low- and middle-income countries, some social protection programs include 

cash transfers that are either conditional (i.e., conditional cash transfers [CCTs]) or provided 

to beneficiaries without specific requirements beyond eligibility (i.e., unconditional cash 

transfers [UCTs]). Common CCTs requirements include education (e.g., children attending 

school) and healthcare (e.g., undergoing an HIV test)13–15. Poverty alleviation through 

CCTs can potentially address economic barriers, lead to better healthcare access, impact 

credit, increase empowerment among women, and improve mental health. CCTs may impact 

HIV prevention (e.g., delayed sexual debut, less transactional sex, condom use) and care 
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outcomes (e.g., access to testing, ART adherence) in different ways. Appendix 1 (p. 01) 

presents a conceptual model illustrating mechanisms by which CCTs can affect HIV/AIDS 

prevention and care outcomes.

Cash transfer programs are thought to promote desired health behaviors through several 

mechanisms. First, they create immediate rewards that encourage individuals to take desired 

health actions16. Second, they reduce the real and opportunity costs of seeking healthcare 

or attending school. Third, they signal the social desirability of these conditional behaviors 

by presenting them as positive social norms14. Given the potential of cash transfer programs 

to improve health outcomes, there is a growing interest in evaluating the effects of these 

programs on HIV/AIDS outcomes. The first clinical trial to address this issue yielded 

divergent evidence. While Baird et al.17 indicated that receipt of cash transfers reduced HIV 

prevalence, Pettifor et al.18 observed no reduction in HIV incidence among young women.

Previous systematic reviews have yielded conflicting results19–20. The pooled evidence 

included a variety of study designs (both observational and experimental), including a range 

of cash transfer programs (i.e., government programs and single alone/research studies) 

aimed at reducing school costs and matched savings programs. Therefore, it was impossible 

to perform a meta-analysis. Despite their limitations, previous systematic reviews did not 

separately process data on HIV/AIDS prevention and care.

This study aimed to evaluate the effect of cash transfer programs on HIV/AIDS prevention 

and care outcomes to inform the decision-making processes of policymakers, healthcare 

providers, and stakeholders and provide insights into this field of research.

Methods

This systematic review and meta-analysis followed the recommendations of the Cochrane 

Guidelines for Systematic Reviews of Interventions21 and was developed according to the 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)22. The 

study protocol was registered on the PROSPERO platform (#CRD42021274452).

Search strategy and selection criteria

To identify clinical trials evaluating the effects of cash transfers on HIV/AIDS prevention 

and care outcomes, we searched 15 independent databases: PubMed/MEDLINE, EMBASE, 

Cochrane Library (Central), Latin American and Caribbean Health Science Information 

(LILACS), WHO IRIS, PAHO-IRIS, BDENF, Sec. Est. Saúde SP, Localizador de 
Informação em Saúde, Coleciona SUS, BINACIS, IBECS, CUMED, SciELO, and Web 

of Science. Additionally, we manually searched for randomized clinical trials (RCTs) using 

the references of the selected studies as a sample.

There were no restrictions on the language, date, document type, or publication status 

for record inclusion. The literature search was conducted in August 2021. Descriptors 

were identified in the Medical Subject Headings (MeSH), Health Sciences Descriptors, 

and EMBASE Subject Headings (Emtree). The search strategy was adapted based on the 

descriptors in each database, and is presented in Appendix 2 (p. 02-12).
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We included RCTs with cluster, parallel, or crossover designs that examined the effect 

of cash transfers on HIV/AIDS outcomes. Studies that were not eligible for this review 

included studies that examined healthcare without monetary transfers (e.g., government 

payments to healthcare providers) or tax incentives and financial incentives that primarily 

target a specific behavior without the goal of poverty reduction per se, as this is not 

continuous (e.g., studies that provide initial cost support to participants); studies with 

more than one intervention where it is not possible to isolate the effect of cash transfer 

programs; observational studies (i.e., cross-sectional, cohort, case-control and case reports), 

cost-effectiveness studies, reviews of all types with or without meta-analyses, editorials, 

letters, qualitative studies, protocols without results, and studies that did not assess the 

outcomes of interest.

Data analysis

We uploaded the electronic search results from the defined databases to the Rayyan Qatar 

Computing Research Institute app for systematic reviews26. Two reviewers (NSG and MS) 

independently screened titles and abstracts. These reviewers independently assessed each 

eligible study to determine whether they met the inclusion criteria. A third independent 

reviewer (AAP) addressed any discrepancy. To create the extraction table, the following 

information was collected: first author’s name, year of publication, title, journal, country, 

number of registration trials, type of trial, setting, follow-up time, subject age and sex, CD4+ 

count, viral load, number of participants in each group, mean and standard deviation of 

outcome measures at baseline and end of follow-up, and changes in outcome measures from 

baseline to the end of follow-up (new cases of HIV, HIV test, retention of HIV care ART 

adherence, HIV/AIDS-related hospitalizations, and all-cause mortality).

We defined a cash transfer program as monetary transfers to poor families or individuals 

to alleviate poverty and provide social protection. We did not include interventions to 

reduce school costs only (i.e., scholarships, school uniforms, and school fees) or matched 

savings accounts that allow families or individuals to save or generate money for specific 

savings12, 23–24. Purchasing power parities (PPPs) are currency conversion rates that attempt 

to equalize the purchasing power of different currencies by eliminating the differences 

in price levels between countries. To facilitate comparisons between different studies, 

cash transfer monetary amounts were converted to 2011 USD using PPP conversion rates 

published by the World Bank25.

HIV/AIDS prevention outcome was HIV incidence, that is, the number of new cases of HIV 

infection after receipt of the cash transfer.

HIV/AIDS care outcomes were (i) having an HIV test (proportion of people tested for 

HIV or all people offered HIV testing); (ii) retention in HIV care (i.e., PLHIV retention 

in healthcare), (iii) HIV/AIDS-related hospitalizations, and (iv) all-cause mortality. The 

secondary outcomes were (i) ART adherence, CD4+ cell count, and viral load.

Two investigators (NSG and AAP) independently assessed the risk of bias in the selected 

studies using an algorithm described elsewhere27. Potential sources of bias in RCTs included 

problems with random sequence generation, concealed allocation blinding of participants 
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and staff, and blinding of outcome assessment, as well as incomplete outcome data, selective 

reporting, and other biases. Three response scores (yes, no, and unclear) were assigned to 

each source, designated as high, low, and unknown risks, respectively. The overall quality of 

evidence was assessed using the Grading of Recommendations, Assessment, Development, 

and Evaluations (GRADE) approach28.

Analyses were performed using the Cochrane RevMan 5.4 software29. Treatment effects 

were expressed as risk ratios (RR). The pooled RR was calculated using a random-effects 

model and the Mantel-Haenszel method to pool results of the included studies because 

heterogeneity was expected. Forest plots were used to visualize the treatment effects. 

Statistical heterogeneity between study effects was assessed using the Cochran Q test and I2 

statistics. The latter was used to assess the extent of heterogeneity between studies.

Heterogeneity was considered low when I2 < 30%, moderate when I2 ≥ 30 and ≤ 75%, 

and high when I2 > 75.0%. Prediction intervals were not used in each meta-analysis owing 

to the small number of studies. Subgroup analyses were performed to determine whether 

conditionalities for education (children attending school) and healthcare (having an HIV 

test) explained our results and accounted for the source of heterogeneity. The risk of 

publication bias between studies was examined using asymmetry of the funnel plot and 

Egger’s test.

Role of the funding source

The funder of the study had no role in study design, data collection, data analysis, data 

interpretation, or writing of the report.

Results

We retrieved 5,230 studies through 15 selected database searches: (i) 1,218 studies in 

PubMed/MEDLINE, 1,404 studies in EMBASE, and 11 studies in the Cochrane Library; (ii) 

2,412 searches in the Virtual Health Library (Lilacs; WHO; BDENF; BVS SMS São Paulo; 
Localizador de Informação em Saúde; IRIS; Coleciona Sistema Único de Saúde; BINACIS; 

IBECS; CUMED, and SciELO); and (iii) 185 articles in Web of Science.

After excluding 556 duplicates and 5 records deemed ineligible by the automation tools, 

4,669 titles and abstracts were screened. Full-text articles were retrieved from the remaining 

71 records, and 60 were excluded. The reasons for this are described in Appendix 3 (p. 

13-15) and Appendix 4 (p.16). Therefore, 11 studies were eligible for inclusion in this 

systematic review. Thirteen studies were also identified via a manual search of the references 

of the selected studies, and five of them met the inclusion criteria. Thus, 16 studies were 

included in this systematic review (Figure 1)17–18, 30–43.

Of the included studies (n=16), 14 were full RCTs, one was a pilot study RCT, and 

one was a cluster randomized study. Most studies were conducted in sub-Saharan Africa 

(n=15), and only one study was conducted in North America (Table 1) (Appendix 5; p.17). 

Seven studies examined PLHIV aged ≥ 18 years30–35;42, and nine studies examined HIV-

uninfected individuals17,18, 36–41; 43 at baseline. A total of 20,234 participants were included, 
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of which 4,121 were PLHIV and 16,113 were uninfected. The sample size ranged from 

392 to 1,084 for PLHIV studies30–35;42 and from 162 to 3,184 for studies on uninfected 

individuals17–18, 36–41,43.

Conditionalities observed in the studies were education (children’s school attendance)17,18,43 

and healthcare (receiving an HIV test) behavior change (testing negative for 

curable STIs36,39, maintaining HIV status37), reproductive health (e.g., STI clinic 

attendance)30–33,38,40,42, annual HIV testing, performance on school tests, and submitting 

a written report on a community involvement project41.

The effect of UCTs on PLHIV was investigated in two studies34–35. The effect of CCTs 

has been investigated in six studies on PLHIV30–33,10,42 and six studies on uninfected 

individuals18, 36–39,41. One study evaluated the effects of UCTs and CCTs on uninfected 

individuals17. Of the studies that examined CCTs, two studied conditioned cash transfers on 

children staying in school17–18, five studies were conditioned on health behaviors36–39,41, 

and seven studies were conditioned on scheduling clinical visits30–33, 40, 42–43.

In this review, we found that the average value of incentives offered in the 16 trials was 

U$20.9, with an average follow-up of 13 months. The average value offered by UCTs34–35 

was US$4.9, which is equivalent to $6,416.6 after adjustment for PPP. The value offered by 

CCTs for PLHIV30–33,40,42 ranged from US$5 to US$24 ($5,482.8, PPP adjusted) whereas 

the value offered by CCTs for uninfected individuals18, 36–39,41 ranged from $6 to $160 

($3,541.1, PPP adjusted) (Table 1; Appendix 6; p.18).

No study examined hospitalizations or mortality associated with HIV/AIDS, and only one 

study examined viral suppression35 and CD4+ counts34. Therefore, these outcomes were not 

included in this meta-analysis.

Of the 16 studies that met the eligibility criteria, only four provided information on new 

HIV cases18,37,39–40. Pooled results from the random-effects model indicated that receipt of 

cash transfers had a statistically significant effect on lower HIV incidence when individuals 

had to meet healthcare conditionalities (RR=0.74; 95% CI, 0.56–0.98). There was moderate 

heterogeneity between studies (I2 = 67.9 %) (Figure 2).

Three studies included information about undergoing an HIV test17,40,43. No differences 

(RR=0.69; 95% CI, 0.41–1.17) were found between individuals who chose to test 

themselves after receiving the cash transfer and those who did not. There was significant 

heterogeneity between studies (I2 = 96 %) (Figure 3).

Three studies provided information on retention in HIV care30,32–33. The pooled results 

suggest that those who received cash transfers were also more likely to use health services 

than non-recipients of cash transfers (RR=1.29; 95% CI, 1.06–1.56). When subgroups 

were considered, this effect was also observed among pregnant women living with HIV 

who aimed to prevent mother-to-child transmission (RR=1.36; 95% CI, 1.13–1.64) and 

among other PLHIV in general (RR=1.17; 95% CI, 1.10–1.24). Moderate heterogeneity was 

observed between the studies (I2 = 59%) (Figure 4).
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Three studies had information on ART adherence33–34,42, but because absolute numbers 

were not available from the study by Kadota et al. 42 (ART adherence was measured 

by a medication possession ratio of ≥95%), only two studies were included in the meta-

analysis32–33. No difference was found between cash transfer recipients and non-cash 

transfer recipients (RR=1.12; 95% CI, 0.72–1.75). However, in the study by McCoy et al., 

ART adherence was measured by medication possession ratio of ≥ 95%33, and in the study 

by Mills et al., ART adherence was measured using 3-day adherence recall34. Moderate 

heterogeneity was found between studies (I2 = 72%, Figure 5).

The risk of bias for each study is shown in Appendix 7 (p.19). The overall risk of bias 

for the randomized controlled trials varied from low to high. Nine studies were included, 

which show a lower risk of bias for HIV incidence and had an HIV test. Moderate risks 

were observed for variation in missing outcome data and randomization process, particularly 

due to a lack of information on concealment of the randomization sequence and retention in 

HIV care. Regarding retention in HIV care, the moderate risk of bias in most studies was 

attributed to the selection process of the reported outcomes.

Table 2 summarizes the quality of evidence assessed using GRADE. These results suggest 

that cash transfer programs have a positive effect on reducing HIV incidence and increasing 

retention in HIV care for treatment. However, no difference was observed between seeking 

HIV testing and ART adherence. The results indicated that the evidence for all outcomes can 

be classified as moderate. Visual inspection of the funnel plots (Appendix 8–11; p.20-23) 

and Egger’s test indicated that there was no potential for publication bias for the four 

outcomes at the end of the intervention period (i.e., analysis with a smaller number of trials).

Discussion

The results of our systematic review and meta-analysis showed that cash transfer programs 

are associated with lower HIV incidence. Additionally, the benefits of this type of social 

protection program are associated with increased retention in care among PLHIV. To the 

best of our knowledge, no study has systematically examined the extent to which such 

programs affect HIV outcomes using a robust meta-analysis approach. The general finding 

that cash transfer programs can contribute to improved HIV/AIDS prevention and care 

outcomes is consistent with existing evidence on the impact of cash transfer programs 

on patient health outcomes related to other infectious diseases44,45. Through cash transfer 

programs, poorer and lower socioeconomic populations can be on par with other segments 

of the population with regards to healthcare44,45.

In this review, we observed a low value of cash transfer programs offered for the studies 

and a short follow-up duration. Moreover, our data suggest that these factors may have 

underestimated the observed effects on the evaluated HIV/AIDS prevention and care 

outcomes. Thus, studies that offer cash payments over a longer period are needed to 

understand the real impact of cash transfers for HIV prevention, as they can help in 

understanding the magnitude of benefit (what is the minimum amount necessary to achieve 

the desired social outcome) and duration (for how long are transfers made to recipients?)46. 

The protocol of a Brazilian study’s large longitudinal dataset of linked socioeconomic and 
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health data intended to assess the effects of cash transfer program for a long period on 

outcomes of HIV/AIDS morbidity and mortality was recently published 47. An ecologic 

panel data study with all 5,507 Brazilian municipalities in 2004–2012 described that 

the Bolsa Família Programme (Brazil’s cash transfer program) reduced AIDS incidence, 

hospitalizations, and mortality in Brazil, which could be explained by both its monetary 

allowances and conditionalities48.

Cash transfers may be the main mechanism by which such programs affect HIV/AIDS 

prevention and care outcomes. For HIV prevention, our data suggest that the effect of 

increased income on a continuous basis may allow HIV-negative individuals to remain 

negative due to better access to healthcare and educational information and potentially 

reduce the need for transactional sex in order to make ends meet38. The cash benefit may 

also allow HIV-positive individuals to obtain treatment, reach undetectable viral loads, and 

therefore not transmit the infection to other people.

Regarding outcomes related to HIV/AIDS care (retention in HIV care and ART adherence), 

our data suggest that cash transfer programs may enhance ART adherence49. Silva et 

al. (2015), who evaluated PLHIV of low socioeconomic level in the first six months of 

ART, observed that the low schooling of individuals created difficulty in understanding 

the importance of ART adherence50. Economic factors, such as unemployment, poverty, 

food insecurity, and transport costs, which limit access to health services, contribute to 

ART non-adherence51. ART non-adherence may also be related to depressive disorders, in 

which poverty, unemployment, and poor health often precipitate among PLHIV52. Other 

clinical conditions may also result in lower ART adherence, such as co-infection with 

tuberculosis (in high-incidence African settings) or hepatitis C (in high-incidence injection 

drug user populations). For such populations, CCTs may be useful in keeping up with their 

motivation to take medications regardless of adverse outcomes, fatigue, or life circumstances 

(poverty)53,54.

We emphasize that these results could be strengthened if, in addition to the provision of 

financial benefits, there were health promotion interventions to improve the individuals’ 

knowledge of the disease and their capacity to take preventive actions. To date, no studies 

have explored this type of activity55.

Participation in CCTs may also result in the empowerment of women, where the economic 

benefits of such programs may facilitate women’s power to have more choices in sexual 

partners and decrease the need to practice commercial sex work (or transactional sex) to 

obtain income or essential goods, both of which are associated with a greater risk of HIV 

infection5–56.

Cash benefits can also improve the management of existing HIV infections by facilitating 

access to HIV services and testing. Access to HIV services and testing within a short period 

between infection and ART use is associated with a better prognosis and non-progression 

to AIDS because early treatment optimizes the process of CD4+ count recovery to immune 

restoration with clinical benefits57.
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This study has some limitations. First, we employed jargon as a surrogate marker while 

building the search strategy, since the intervention in question, namely, cash transfer, is not 

indexed at the descriptor banks. However, to circumvent this limitation, a manual search 

was conducted to identify local studies or those published in non-indexed journals. While 

several thousands of studies were screened, few were eligible, demonstrating a lack of 

literature on the topic. This low number of eligible papers could also have contributed to the 

lower statistical power. Another important limitation concerns the interpretation of findings. 

Although the findings for incidence and healthcare demand were statistically significant 

in the subgroups of interest, the results should be interpreted cautiously due to the poor 

statistical power, possibly caused by the small number of studies and, consequently, small 

sample size, limited financial incentive to participants, and short follow-up period. Another 

limitation is found in ART adherence outcomes. We note that studies employ different 

assessment methods (medication possession ratio, pill count, and self-report).

No restrictions were imposed based on the year of publication. There is a possibility that 

this introduced bias as behaviors in the spectrum of HIV care have varied considerably 

over the years. Moreover, the present study likely included interventions based on a low 

risk of bias and moderate evidence, especially because of the short follow-up period of the 

studies. Finally, there is a limitation in that these studies only measure outcomes among 

beneficiaries, and because transfers are typically pooled within households or families, 

benefits may extend beyond the direct beneficiary.

Despite its limitations, the current study has several positive features: a rigorous 

methodology was used based on the PRISMA guidelines22; a comprehensive literature 

search included 15 independent databases; search, selection, and data extraction applied to 

the selected studies were performed separately, and in duplicate, by two researchers; a third 

party was accessed to solve disagreements. Furthermore, the present study likely included 

the largest effect size for each outcome assessed through the meta-analysis performed, 

since the inclusion criteria encompassed adequate design, cash transfer type, and subgroup 

analysis by conditionalities21.

In conclusion, this systematic review and meta-analysis identified that cash transfers with 

healthcare conditionalities have a positive effect in mitigating HIV incidence and retention 

in care. These results show, for the first time, the potential of cash transfer on HIV 

prevention and treatment and highlight that cash transfer must be considered when creating 

policies for HIV/AIDS epidemic control, as already indicated in the UNAIDS Fast-Track 

95-95-95 Target of the HIV Care Continuum, which aims to continue HIV care by ensuring 

that 30 million PLHIV have access to treatment by meeting the assurance that 95% of 

PLHIV know their HIV status, 95% of people who know their HIV status are on ART, 

and 95% of people on ART have their viral load suppressed until 2030. In an effort to 

increase patient engagement and retention and meet the UNAIDS 95-95-95 targets post 

COVID-19 pandemic, the findings will be relevant2. Poverty is a social determinant of 

health, and marginalized populations living with HIV globally will benefit from conditional 

cash transfers to ameliorate transportation expenses or some of their incidental expenses and 

maintain motivation to stay in care. Overall, this study strengthens the knowledge that cash 
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transfer programs that cover these individuals, especially in the context of vulnerability, are 

important tools for controlling the HIV/AIDS epidemic.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Research in Context

Evidence before this study

Cash transfer programs are important poverty alleviation strategies that have been 

associated with improved health outcomes, particularly among people in extreme poverty. 

The current evidence on the effect of cash transfers on HIV outcomes was mostly from 

middle-income countries and spanned periods of up to 6 months, reflecting only short-

term effects. We searched EMBASE for all existing systematic reviews with or without a 

meta-analysis of the effect of cash transfers on HIV/AIDS prevention and care outcomes. 

Using the search strategy “cash transfer” AND “HIV” AND “review” we found eight 

studies. The search was conducted in August 2021. After selection based on the title, 

abstract, and full text, seven studies were excluded. Only one systematic review assessed 

the effect of cash transfers on HIV prevention (Stoner et al., 2021). However, this 

systematic review only evaluated interventions to reduce school costs (e.g., scholarships), 

which is not comparable to providing cash payments to poor families to reduce poverty. 

Moreover, the identified review included both intervention and observational studies, 

which did not allow for a meta-analysis of its findings.

Added value of this study

This is the first meta-analysis of the effect of cash transfer programs on HIV outcomes. 

The strength of available evidence can be classified as moderate. The results of this 

meta-analysis showed that cash transfers have a positive effect on mitigating HIV 

incidence and, for those with healthcare conditionalities, increasing access to HIV 

testing. However, no effect was observed for antiretroviral therapy adherence. There is 

limited evidence on the effect of cash transfer programs on viral suppression or CD4 cell 

counts (CD4+), and no study has examined other outcomes related to HIV/AIDS care, 

such as hospitalization and HIV/AIDS-related mortality.

Implications of all available evidence

This systematic review suggests that cash transfers may have a positive effect on two 

HIV outcomes (HIV incidence and retention in HIV care), but this effect varies according 

to conditionality. Healthcare conditionalities (e.g., those requiring HIV testing) showed 

a positive effect, whereas those requiring school attendance did not. Evidence on the 

effect of cash transfers and social protection programs on other endpoints, such as AIDS 

morbidity and mortality, remains lacking.
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Figure 1 –. 
PRISMA flow-chart of this systematic review.
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Figure 2 –. 
Forest plot of the effect of receiving cash transfer programs vs not receiving cash transfer 

programs on incident HIV cases.
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Figure 3 –. 
Forest plot of the effect of receiving cash transfer programs vs not receiving cash transfer 

programs on had an HIV testing.
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Figure 4 –. 
Forest plot of the effect of receiving cash transfer programs vs not receiving cash transfer 

programs on retention in HIV care.
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Figure 5 –. 
Forest plot of the effect of receiving cash transfer programs vs not receiving cash transfer 

programs on ART adherence.
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