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Gender Concerns in HIV Prevention

1 Content of the Module

The module addresses:      

The relationship between gender and HIV/AIDS

Strategies for UNFPA to address the challenges of HIV/AIDS from a gender perspective.

2 Scope of the Issue

Gender shapes the opportunities one is offered in life, the roles one may play, and the kinds of relationships one may have – socio-cultural norms that strongly influence the spread of HIV and profoundly affect the human rights of women and, to a lesser extent, of men. For example:

For women, risk-taking and vulnerability to infection are increased by: socio-cultural norms that devalue women, that make it inappropriate for women to be knowledgeable about sexuality or to suggest condom use, and that expose them to risky sexual practices; the common link between substance abuse and the exchange of sex for drugs or money; transactional sex as a survival strategy; exposure to gender-based violence and sexual abuse; and women’s socio-economic dependence on men. In many countries, sexual networks typically involve younger women having sex with older men who are more likely to already have HIV infection.

For men, risk and vulnerability are heightened by: socio-cultural norms that link masculinity with risk-taking rather than taking responsibility, and make it hard for men to acknowledge ignorance regarding sexuality; by the link between socialising, sex and alcohol; by the frequency of drug abuse, including by injection; and by predominantly male occupations (e.g. truck-driving, seafaring, and military) that entail mobility and family disruption.

Where HIV is seen as a sign of sexual promiscuity, gender norms shape the way men and women infected with HIV are perceived, in that HIV-positive women often face greater stigma and rejection than men. They are often blamed for the infection and their human rights violated through abuse and rejection and abuse.  

Gender norms also influence the way in which family members experience and cope with HIV and AIDS, including their expected roles. For example, the burden of care usually falls on females of all ages, including girls withdrawn from school. Boys may be withdrawn from school too, to undertake productive activities or earn money.
Responses to the epidemic must build on an understanding of gender-related expectations and needs and challenge adverse socio-cultural norms, economic realities and power structures that disempower women. Responses must endorse human rights as fundamentally important, especially the human rights of girls and women, but also those of men and boys.
Biological risk factors

Biological sex is also relevant to HIV risk: HIV is more readily transmitted from male to female than vice-versa, because the vagina and cervix provide a larger mucosal surface for entry, and because semen is often in contact with the mucosa for an extended period. Rough sexual activity, and sex without any lubrication (dry sex) may lead to minor abrasions, further increasing the infection risk. In adolescent girls, the vaginal wall is immature, increasing the risk further, and risks are higher when a girl first has sex if this leads to tearing the hymen. In menopausal and post-menopausal women, the vagina again becomes more susceptible to infection through thinning of the mucosal wall and often reduced lubrication. 

Evidence is increasing that male circumcision reduces male susceptibility to HIV and some other STIs, but there is no evidence that it reduces the direct risk to women. Female genital cutting increases women’s susceptibility to infection and the risk to their partners because of increased bleeding during sex.

3 Key Points

Gender inequity and inequality are critical driving forces behind HIV transmission, worsening the epidemic for both men and women.

HIV/AIDS tends, likewise, to worsen existing gender inequity and inequality as well as increasing overall poverty, especially for women.

Legal and policy frameworks need to be made more enabling to ensure positive and sustainable changes relating to gender and that support human rights.

HIV and AIDS affect males and females differently because of different gender norms, roles, relationships and power, and also because of physiological differences in susceptibility to infection and in relation to childbearing.

Young women are at especially high risk of infection because of socio-cultural, economic and legal factors in addition to biological susceptibility.

Both females and males stand to gain from reduced gender inequity, through strategies that promote female empowerment and male sensitivity and responsibility.

Men have a key role to play in interventions designed to benefit women as well as themselves.

All UNFPA’s strategies for HIV prevention, especially the core areas of focus - young people, condom programming and pregnant women – must incorporate gendered human rights approaches that effectively take into account socio-cultural norms, working to transform those that are harmful and to support those that are beneficial.

A simple gender audit or use of checklists can help ensure that policies and programmes are effectively gendered in their approach.

Male and female behaviour change has to focus not only on individual behaviour, but also on collective behaviours, norms, and socio-cultural values and traditions, taking into account their gender human rights implications.
4 Why Consider Gender and HIV/AIDS?

4.1  The Inter-relationship between Gender and HIV/AIDS

AIDS impacts differently on males and females. At least 75% of HIV infections are transmitted through heterosexual sex. The rate of new infection is often particularly high in young women who, in some developing countries, have up to six times the infection rates of males their own age. They consequently die of AIDS on average at a much younger age than men. In addition, social and cultural responses to infection in males and females often differ, as does access to services and support. Women as mothers are also at risk of passing the virus to their infants, and they are affected as the primary carers in most families. One outcome is that girls tend to be withdrawn from school to care for the sick, reducing their long-term life chances in every way, and hence increasing their own life-time risk of infection.

Prevailing gender inequalities and inequities are thus worsened by HIV/AIDS. Certain aspects of both male and female socialization also block effective HIV prevention and coping: for instance, masculine stereotypes that promote risk taking rather than responsibility, and female stereotypes that promote passive acceptance of male dominance.

Addressing gender roles and power dynamics between women and men, and how they impact on sexual relations and decision-making, is critical for HIV prevention and for coping with AIDS within a culturally aware human rights framework.

Definitions: Gender and sex

Gender has to do with how we think, how we feel and what we believe we can and cannot do because of socially defined concepts of masculinity and femininity. Gender relates to the position of women and men in relation to each other.  These relationships are based on power.
Gender describes socially determined characteristics; sex describes those that are biologically determined. Sex is something one is born with, whereas gender is imbibed through a process of socialisation. Sex normally does not change and is constant, whereas gender and consequent gender roles change and vary widely within and between cultures.
4.2    Framework for action

UNGASS targets

Building on ICPD and ICPD+5 commitments and on CEDAW, the UN General Assembly Special Session on AIDS in June 2001 strengthened the pledges around gender and HIV/AIDS. The Declaration of Commitment on HIV/AIDS included commitments related to gender contained in the following paragraphs:

Paragraph 59: “By 2005, bearing in mind … that globally women and girls are disproportionately affected by HIV/AIDS, develop and accelerate the implementation of national strategies that: promote the advancement of women and women’s full enjoyment of all human rights; promote shared responsibility of men and women to ensure safe sex; empower women to have control over and decide freely and responsibly on matters related to their sexuality to increase their ability to protect themselves from HIV infection.”  

Paragraph 60:“By 2005, implement measures to increase capacities of women and adolescent girls to protect themselves from the risk of HIV infection, principally through the provision of health care and health services, including sexual and reproductive health, and through prevention education that promotes gender equality within a culturally and gender sensitive framework.” 

Paragraph 61: (To eliminate) “all forms of discrimination, as well as all forms of violence against women and girls, including harmful traditional and customary practices, abuse, rape, and other forms of sexual violence, battering and trafficking in women and girls.”

4.3
UNFPA’s comparative advantage and partnerships

UNFPA’s long history and expertise regarding sexual and reproductive health rights (SRHR) place it at the forefront of UN agencies equipped to help prevent HIV transmission through sex. This niche role has required a fundamental focus on gender and on sexuality, with the capacity to raise sensitive sexual and reproductive health issues. 

UNFPA’s primary focus in the past, linking SRH and population and development, has been on effective contraception. Preventing and treating sexually transmitted infections, while an additional important focus, were less central. With the advent of AIDS changing this balance, UNFPA has rethought its priorities around contraception and infection control, promoting dual protection. Therefore UNFPA’s role in condom procurement, logistics and programming has a new, critical importance worldwide. In particular, UNFPA has valuable experience in promoting female condoms, which potentially give women greater control over their own protection.

Priority attention post ICPD has also moved away from population control to the individual human right to limit family size and space childbearing and, within this focus, to promote women’s rights, capacity and opportunity to make sexual and reproductive decisions. This involves both helping empower women and promoting male sensitivity, responsibility and involvement. UNFPA has realised that the involvement of men in SRH is crucial, and this awareness is being effectively extended to HIV prevention. Of special importance is changing the gender relations and power imbalances between young men and women, and helping reduce the extreme vulnerability of young women.

UNFPA’s focus on three critical areas for HIV prevention, young people, condom programming and pregnant women, depends heavily on a gendered awareness and analysis of the epidemic and gendered responses. This perspective should be applied throughout this guide.

Within the UN system, UNIFEM has the mandate to promote gender equity and equality, and forms an important partner for UNFPA in addition to UNAIDS and its cosponsors. Women’s organizations and, increasingly, men’s organizations, traditional cultural organisations and the private sector are also critical partners together with Governments.

5 Participatory Activities

Exercise 1:  Questionnaire

Time: Approximately one hour thirty minutes.

The aim of this questionnaire is to help you understand and reflect on the multiple ways HIV/AIDS differentially affects men and women. It is not designed as a test of your knowledge but to raise awareness and concern about gender-related aspects of the epidemic.

HIV Prevention – Gender Analysis

1. At the end of 2001 around 37 million adults were living with HIV/AIDS, of whom roughly _____ % are women, and the proportion is growing.

a. 30%

b. 40%

c. 50%

(Source: UNAIDS, 2002, Report on the Global HIV/AIDS Epidemic)

2.  A 1993-94 survey in South Africa of more than 700 HIV-positive clients who had been in counselling sessions at an AIDS service group found that more than  ____ had not told their spouse or regular partner of their positive HIV status.

a. 6%

b. 60%

c. 20%

(Source: New York Times – December 4, 1998)          

3. In sub-Saharan Africa the greatest number of women are infected with HIV through:

d. Sex work

e. Drug injecting

f. Marriage

4. An estimated _____ of HIV-positive African women have only had sex with their husbands.

g. 60-80%

h. 40-50%

i. 10-20%

5. In a sample survey in India, _____ of HIV-positive women reported only having sex with their husbands.

d. 25%

e. 72%

f. 91%
(Source: UNAIDS, 2001, Resource Pack on Gender and AIDS, Geneva)

6. FGM is a socially sanctioned practice in many parts of Africa. In some countries,       out of 10 women _____ have had at least some part of their external genitalia removed

a. 4

b. 7

c. 9

(Source: WILDAF, 1999, Information Pack prepared for the 43rd session of the Commission on the Status of Women, March)
7. In much of sub-Saharan Africa, AIDS deaths peak in men in their late 30s and 40s. In women, AIDS deaths peak in women in the age range:

g. 15-25

h. 25-35

i. 35-45

(Source: UNAIDS global reports on the epidemic and national statistics from NAPs)
8. In the absence of other factors, a man with HIV probably has a one in 500 chance of passing the virus to his partner in a single act of unprotected vaginal intercourse. The odds of woman-to-man transmission in the same circumstances are about ____.

j. 1 in 700

k. 1 in 400

l. 1 in 1000

(Source:  Royce RA et al, 1997, “Sexual transmission of HIV,” New England journal of Medicine, pp 1072-1078)

HIV - Prevention in young people

9. Studies sponsored by UNAIDS and its  partners show that in western Kenya  one girl         in _____ between the ages of 15 and 19 is living with HIV, compared with one in 25 boys in the same age group.
m. 10

n. 4

o. 20

(Source: UNAIDS, 1999, Emerging Issues and challenges for Women, Young People and Infants)
10. As far as STIs are concerned the under 25-year-olds account for around  _______ of the 333 million new cases a year.

p. One-third

q. One-fourth

r. One-half

(Source: UNAIDS, 1999, Emerging Issues and challenges for Women, Young People and Infants)  
11. Seventy thousand women die annually from unsafe abortion, and many more suffer infection, injury and trauma. Better contraceptive access is a crucial way to reduce unsafe abortion. For example, in Bolivia, 77% of women hospitalized for abortion said they wanted to use contraception, but only ____ had ever used it.

s. 7%

t. 14%

u. 23%

(Source: UNFPA (1999) The Right to Choose: Reproductive Rights and Reproductive Health, New York)

12. At the 1997 Adolescent Reproductive Health Conference a survey found      of professionals stated that the majority of health providers would refuse to provide   abortion related care if the adolescent had HIV/AIDS.

v. 17%

w. 47%

x. 7%   

(Source: Radhakrisha, Gringle and Greenslade, (DATE?) Unwanted Pregnancy: HIV/AIDS and Unsafe Abortion) 

13. In the Rakai District of Uganda, for example where high rates of HIV infection have been reported among young people, researchers found that sexually active young people involved in peer education programmes were _______ times more likely to report using condoms than those who had not been involved in peer education.

y. 2

z. 5

aa. 7

(Source: Riversand K and Aggleton P, 1999, Adolescent Sexuality and the HIV Epidemic, Thomas Coram Research Unit, Institute of Education, University of London)

14. New infections become increasingly concentrated among young people because they  run the risk of  coming  into contact with an HIV-positive partner almost as soon as they become sexually active. A study in Malawi, for example, found that the annual rate of infection in teenage girls was  ______  times higher than in women over 35 years.

ab. 2

ac. 4

ad. 6

(Source: UNAIDS, 1999, Emerging Issues and Challenges for Women, Young People and Infants, Geneva)

HIV Prevention - Condom Programming
15. A study in Haiti showed that couples who consistently used male condoms had  _____ the HIV transmission rate of those who did not. 

ae. One-seventh

af. One-tenth

ag. One-third

(Source: Deschamps M et al, 1996, “Heterosexual Transmission of HIV in Haiti,” Annals of Internal Medicine, 1125:324-330)

16. The laboratory risk of untorn male condoms leaking fluid during simulated sex is close to ______.

ah. 5 per 100

ai. 2 per 1000

aj. 1 per 10,000

(Source: PATH, 1994, cited in Jackson H, 2002, AIDS Africa – Continent in Crisis, SAfAIDS, Harare.)

17. A randomized community trial of female condoms used as a back up to male condoms shows a  _____ decrease in STI incidence and a 25% decline in unprotected sex acts among female sex workers and clients in Thailand. Such research findings show that both female and male condoms are needed to prevent the spread of HIV and STIs rather than one or the other.

ak. 34%

al. 25%

am. 43%

(Source: AIDS Weekly Plus, 1998, UN Promotes female condom against in AIDS in Africa, May 4:16)

18. In Zimbabwe, where cost recovery for condoms was introduced in 1993, the number of condoms distributed at the survey site fell by _______. This has a particularly negative impact on women.

an. 25%

ao. 50%

ap. 75%

(Source: WILDAF, 1999, A snapshot of the current status of women’s health in Africa)

19. Social marketing of condoms in Nigeria increased condom sales in a five-year period ____.

aq. Ten-fold

ar. Twenty-fold

as. Three-fold

(Source: UNAIDS, 2000, The Male Condom, UNAIDS Best Practice Collection, Geneva)

HIV Prevention in Pregnant Women

20. In a Rwandan study of voluntary counseling and testing at an antenatal clinic, of 1223 women screened for HIV, 70% wanted their partners to come for testing. _____ of their partners followed up with a test.

at. 8%

au. 25%

av. 78%

(Source: Baggaley R, Sixaxhe T and Gaillard P, 2000, “Involving Men in MTCT intervention,” October, submitted to AIDS Care.)

21. The overall risk of HIV transmission during pregnancy, labour and prolonged breastfeeding is _______. 

aw. 30-45%

ax. 40-50%

ay. 15-25%

22. With no breastfeeding, the overall transmission risk is

az. Under 10%

ba. 10-15%

bb. 15-30%

(Source: WHO, 2001, Prevention of Mother-to-Child Transmission of HIV: Selection and Use of Nevirapine, Geneva)

23. Approximately ___ of all new HIV infections per annum are through mother-to-child transmission.

bc. 25-30%

bd. 15-20%

be. 5-10%

(Source: UNAIDS, 2002, Report on the Global HIV/AIDS Epidemic, Geneva)

24. In developing countries only  _______ of women live in states where abortion is legally available to save a woman’s life.

bf. 60%

bg. 30%

bh. 10% 

(Source: Radhakisha, Gringle and Greenslade, Unwanted Pregnancy, HIV/AIDS and Unsafe Abortion)

HIV Prevention: Men

25. Men in the military are frequently at high risk of HIV and other STIs. In peace time, they tend to have 2-5 times the rate of STIs as civilian populations. In times of war, this can increase to _____ times the rate.

bi. 10

bj. 50

bk. 25

(Source: UNAIDS, 1998, AIDS and the Military, UNAIDS Point of View, Geneva)

26. Research shows that many men who have sex with men also have sex with women. Studies in India revealed that ________ of the male clients of male sex workers reported that they were married.

bl. 90%

bm. 60%

bn. 20%

(Source: Gordon and Sleightholme, Review of “Best Practice” for Intervention in Sexual Health)

27. Prisons throughout the world are a high-risk setting for unprotected sex beween men. In Nigeria, surveys have shown that at least 50% of men have one or more partners. In Brazil, this figure is estimated at ______.

bo. 35%

bp. 55%

bq. 70%
28. In France, the HIV rate among male prisoners is about ____ times the rate in the general population.

br. Five

bs. Ten

bt. Thirty 

(Source: UNAIDS and PANOS Institute, 2001, Young Men and HIV: Culture, poverty and sexual risk, London).

29. In 21 studies of male circumcision and HIV risk in sub-Saharan Africa, HIV prevalence in circumcised men varied compared with the rate in non-circumcised men. Overall, the protective factor of circumcision seems to be about _____.

bu. 50%

bv. 30%

bw. 80%

(Source: Weiss HA, Quigley MA and Hayes RJ (2000) “Male circumcision and risk of HIV infection in sub-Saharan Africa: a systemic review and meta-analysis” in AIDS 2000, 14(15):2361-2370).

30. In one study, a sub-sector of the population studied in Rakai District, Uganda, was discordant couples. Among uncircumcised men married to HIV-positive women, 40 of 137 men became infected during the study period. Among circumcised men married to HIV-positive women, ____ of 50 circumcised men became infected.

bx. 8

by. 3

bz. 0

(Source: Gray RH, Kiwanyka N et al, 2000 “Male circumcision and HIV acquisition and transmission: cohort studies in Rakai, Uganda,” Rakai Project Team, in AIDS 14(15):2371-81).

Exercise 2: How does HIV/AIDS worsen gender inequality and inequity?

Time: approximately 45 minutes.

In small groups as guided by the facilitator, discuss the above question in relation to the areas noted below, taking into account socio-cultural and human rights aspects as appropriate.
· Life expectancy

· Education and training

· The division of labour in the home

· Productive employment

· Access to care

· Gender violence including child abuse

· Threats to life itself

· Inheritance

Consider other areas where HIV/AIDS worsens gender inequality and inequity.

Exercise 3: A Woman’s Story

Time: Approximately one hour.

This is the story of Mary, telling in her own words how she was affected by HIV/AIDS.

“My first husband was a Christian, a leader and an official in our local church. He was often away from the house for weeks at a time, attending to church assignments in other parts of the country.  I never suspected that he was engaging in extramarital sex.  The last year that we were married, my husband began to get sick a lot - cough, cold, asthma.  I did not give it much thought at first, thinking that it was just fatigue caused by his constant travel and work.  The doctor advised him to have a blood test.  He did not tell me the result of the test, but I could see from the sad look on his face and the medicines that he was taking that he was hiding something from me.  When I asked him about the doctor’s diagnosis he replied – ‘Suppose I have HIV/AIDS what would you do?’  I told him that I loved him and would stay with him whatever happens.

Then he said, ‘If you want to know what is wrong with me, go and have a blood test.’  I did just that and found out that I was HIV positive too. I also found out a month afterwards that I was pregnant. I did not know what to do. My husband and I still lived a normal married life until, some time after, my husband got very sick, and then was completely bed ridden.  He died three months later, when I was nearing my time. I still took care of him night and day. I cleaned him, I washed his soiled bedding.  It was tiring and I hardly got any rest. There were times when he would call me but I was too exhausted to even walk to his bed, I crawled.

He was happy and talkative during his last night. We each had our own blanket but that night he asked me if we could share the same blanket.  We did, he asked me to hold him until he died and not to leave him.  When I woke up that morning, I realised that I had done exactly what he wanted me to do.  He died in my arms.

The people who came for the funeral, included some who merely came because they wanted to see how a person who died of AIDS looked.  They showed no respect for my feelings.  I was an object of curiosity.  In my presence they would say,  ‘She will die soon too, and her baby.’ I did not know much about AIDS then, and I believed them.  After my husband’s funeral, I spent the time just waiting to die.

We already had two children.  My mother-in-law took them away from me, fearing that they might get the disease. When some of her friends would drop in for a visit she would introduce me by saying, ‘She is my son’s widow.  She has AIDS.’ Everyone told me my baby would die also. In fact, when my baby was born two months later, he seemed healthy. I breastfed him because, although the nurses at the clinic told me of the risks of HIV infection, I could not afford formula feed. My mother-in-law would not touch the baby or help me in any way with him. She began to accuse me that I would infect her as well.

After that I decided to move out of the house and live alone.  I thought I was going crazy.  I whiled away the time listening to the music that my husband loved, playing the tapes over and over again.  I socialised very little, and just looked after my baby.

One day I met a pastor of the church and through him a group of people who understood what HIV/AIDS is all about.  I realised there were people who cared for me and could give me good advice. They made me realise that I had been living like a demented person, I had neglected myself, my appearance, my health.  I took their advice seriously. I realised that there was nobody who would provide me care.  I had to be responsible for myself.

I volunteered to work with the HIV/AIDS support group and I now feel valued. The work I do is important. Life has so much meaning for me now. No one gets HIV on purpose, but we need to know how to protect ourselves and how to help each other. My only sadness is that I lost my baby at the age of two and a half. But I have my older children back with me. They are healthy and well. I have talked with them about their father’s death and about my own infection. That was very hard. I have also remarried. My new husband also has HIV and we share our volunteer work together.”

Task

Consider Mary’s experiences. In a group:

· List on a flip chart what you would have wished for Mary at every stage of her story, taking into account basic human rights and cultural issues. 

· Consider the ways that gender norms put her at risk and prevented these “wishes” from materializing, and note these on the flip chart beside the “wish list.”

· Add what strategies/approaches could help address each of these concerns. 

· Note in which aspects of these strategies/approaches UNFPA might take a (L)ead role, a (S)upportive role with other partners, an (A)dvocacy role or NO role (list as L, S, A and No). Where appropriate, indicate partners with which UNFPA could effectively link.

Further Reading

For further discussion of gender and HIV/AIDS, see annexes for HIV Prevention Now No 4: Addressing Gender Perspectives in HIV Prevention and other notes.
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