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Executive Summary
Background
For more than 25 years AIDS has been taking a devastating global toll. Women now make up
half of those living with HIV infection. While HIV epidemics around the world vary, gender
inequalities and biological differences still make women and girls especially vulnerable to the
epidemic. In sub-Saharan Africa—the region most affected by HIV/AIDS—women account
for nearly 60% of those living with HIV. There is increasing interest among governments and
donors to address the needs of women and girls in the global AIDS pandemic and to support
women as agents of change. As global attention is focused on the unique vulnerabilities of
women and girls, identiﬁcation of which interventions work speciﬁcally for women and girls
becomes vitally important.

Purpose
The purpose of www.whatworksforwomen.org is to compile and summarize the base of
evidence to support successful interventions in HIV programming for women and girls.
National AIDS programs, government ministries, implementing partners, donors, civil society
groups and others need an easy-to-understand format for identifying what works for women.
This review contains ﬁndings from evaluated interventions in 90 countries with a focus on
developing countries and contains approximately 2000 references for programming related
to the continuum of HIV and AIDS; from prevention to treatment, care and support, and
strengthening the enabling environment for policies and programming. In all, the evidence
for What Works and Promising interventions includes 455 studies. While this review covers
many aspects of HIV/AIDS programming that are relevant for both women and men, it is
not intended to be an exhaustive review of all HIV/AIDS programming. Instead, the review
focuses on interventions that have an effect on HIV outcomes for women and girls; documenting practices for which there is evidence of successful approaches.
17

Methodology
Measuring “what works” is complicated since the outcomes and impacts of interventions
depend on a number of factors. Operating in speciﬁc socioeconomic, cultural (including
gender), and demographic settings, interventions, such as counseling and testing, must affect
“proximate determinants” such as number of concurrent partners, condom use, blood safety
practices, etc., which must act through biological determinants (exposure, efﬁciency of transmission per contact and duration of infectivity) to affect HIV transmission. Interventions are
determined to work in this compendium of evidence when they have been shown to work
through a pathway to affecting HIV—or at least a proximate determinant, such as partner
reduction or condom use.
The evidence in this review was identiﬁed using SCOPUS searches of peer-reviewed literature. Searches were conducted for 2005–2009, using the search words HIV or AIDS and
wom*n, plus a number of other search word combinations for additional topics. Searches
also included gray literature from key relevant organizations. The review focused primarily on
interventions in developing countries. Studies met the inclusion criteria if they included an
intervention which had an outcome, or outcomes, and had been evaluated for effectiveness.
A wide range of experts were enlisted in preparation of this compendium and in reviewing
drafts of the document.

What Works?
This review has found a number of interventions in all aspects of HIV/AIDS programming
that work for women or can be seen as promising. These interventions have strong supporting
evidence and many are ready to be scaled up. Main ﬁndings of only “what works” for women
and girls are outlined below by chapter. There are also a number of promising strategies that
may be found within the full document and online at www.whatworksforwomen.org.

Prevention for Women
Prevention is key. In 2007 more people acquired HIV than those who could access treatment. Prevention efforts for women and girls have been successful in numerous countries,
but ongoing efforts are needed. Male and female condoms, partner reduction, male circumcision and treating STIs are all important components of prevention efforts. Prevention efforts
are also strengthened by addressing factors such as gender norms, violence against women,
income and education. Male circumcision has been shown in randomized controlled trials to
reduce HIV acquisition for men by 60%, and may, in the long run, reduce transmission for
women. Vaccines and microbicides are under development and have not yet been approved for
use outside of clinical trial settings.

18
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What works in prevention for women:
1. Consistent use of male condoms can reduce the chances of HIV acquisition by more
than 95%.
2. The plausibility of the female condom to prevent HIV transmission is similar to the
male condom.
3. Partner reduction, particularly concurrent partnerships, can be effective in reducing
transmission of HIV.
4. STI counseling, diagnosis and treatment represent an important access point for women
at high risk of HIV, particularly in the earlier stages of the epidemic.

Prevention for Key Affected Populations
Some groups of women are at particular risk of HIV transmission: sex workers; intravenous
drug users (IDUs) or female partners of IDUs; women prisoners and female partners of prisoners; women and girls in complex emergencies; migrants and female partners of migrants;
transgender men and women; and women who have sex with women. Very little evidence
exists on effective programming for women in complex emergencies, for migrant women,
transgender men and women, and women who have sex with women.
What works in the remaining categories of key affected populations:
Sex Workers:
1. Comprehensive prevention programs that include components such as peer education,
medical services, and support groups, can be effective in enabling sex workers to adopt
safer sex practices.
2. Clinic-based interventions with outreach workers can be effective in increasing condom
use among sex workers.
3. Policies that involve sex workers, brothel owners and clients in development and implementation of condom use can increase condom use.
4. Providing accessible, routine, high quality, voluntary and conﬁdential STI clinical
services that include condom promotion can be successful in reducing HIV risk among
sex workers.
5. Peer education can increase protective behaviors.
6. Interventions targeting male clients can increase condom use and thus reduce HIV risk
for sex workers.
Female IDUs and Partners of Male IDUs:
1. Opioid substitution therapy, particularly maintenance programs with methadone and
buprenorphine, leads to reduction in HIV risk behavior among male and female IDUs,
and is safe and effective for use by pregnant women.

W H AT W O R K S F O R W O M E N A N D G I R L S
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2. Comprehensive harm reduction programs, including needle exchange programs,
condom distribution, substitution therapy and outreach, can reduce HIV risk behaviors
and prevalence among male and female IDUs.
3. Peer education can increase protective behaviors among IDUs.
4. Instituting harm reduction programs for IDUs in prisons can reduce HIV prevalence in
female prison populations.
Female Prisoners and Partners of Male Prisoners:
1. Harm reduction strategies such as education, peer distribution of clean needles and
condom provision within prisons can reduce the risk of HIV infection and injection
drug use in female prison populations.
2. Making opioid substitution treatment available in prisons can be effective in reducing
HIV transmission.

Prevention for Young People
Young people ages 15 to 24 account for an estimated 45% of new HIV infections with young
women facing particular risks due to gender norms which value sexual ignorance and limited
power in sexual relations. At the same time, gender norms that promote risk taking among
young men put both young women and men at risk. Providing young people with information
and services, as well as addressing issues such as gender norms, can reduce the risk of HIV
acquisition.
What works for young women in encouraging behavior change and increasing access to
services:
Encouraging Behavior Change:
1. Sex and HIV education with certain characteristics prior to the onset of sexual activity
may be effective in preventing transmission of HIV by increasing the age at which girls
ﬁrst engage in sexual activity, and, for those who are sexually active, increasing condom
use and reducing the number of sexual partners.
2. Training for teachers to conduct age-appropriate participatory sexuality and AIDS education can improve students’ knowledge and skills.
3. Mass media and social marketing campaigns are modestly effective in persuading both
female and male adolescents to change risky behaviors.
4. Communication between adults and young people about reproductive health information can increase protective behaviors.
Increasing Access to Services:
1. Providing clinic services that are youth friendly, conveniently located, affordable, conﬁdential and non-judgmental can increase use of clinic reproductive health services,
including VCT.
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HIV Testing and Counseling
Increasing the number of women—and men—who know their serostatus is critical to
expanding access to treatment and care and to reducing transmission of HIV. A current challenge for HIV/AIDS programs is how to increase HIV testing and counseling in ways that are
equitable for women and men, that allow choice and that do not jeopardize human rights,
consent and conﬁdentiality.
What works for women and girls:
Voluntary HIV Testing and Counseling:
1. Voluntary counseling and testing can help women know their HIV infection status and
increase their protective behaviors, particularly among those who test HIV-positive.
2. Providing VCT together with other health services can increase the number of people
accessing VCT.
3. Mass media interventions can increase the numbers of individuals and couples accessing
VCT.
4. Community outreach and mobilization can increase uptake of VCT.
5. Home testing, consented to by household members, can increase the number of people
who learn their serostatus.

Treatment
Antiretroviral treatment (ARVs) is not a cure for HIV but does increase life expectancy, often
dramatically. ARVs have been provided to both men and women in resource-poor settings with
good adherence, good patient retention and good clinical outcomes similar to those in resourcerich settings. Most studies conducted on ARV treatment do not include sex-disaggregated data,
although many of the ﬁndings are clearly relevant to women as well as men. Therefore specifying what works speciﬁcally for women in terms of treatment access and overcoming barriers
to adherence is a continuing challenge. HIV prevention in addition to treatment remains critical.
The studies included in this chapter attempt to highlight issues women face regarding treatment.

Meeting the Sexual and Reproductive Health Needs of Women Living With HIV
Given that most HIV transmission occurs through sexual intercourse, it is essential to include
a sexual and reproductive health (SRH) lens in HIV programming. Because so many women
do not know their HIV status, many of the SRH interventions reviewed are appropriate for all
women irrespective of their serostatus.
Interventions with evidence for what works for meeting the SRH needs of women living
with HIV:
1. Promoting contraceptives and family planning counseling as part of routine HIV
services (and vice versa) can increase condom use, contraceptive use, and dual method
use, thus averting unintended pregnancies among women living with HIV.
W H AT W O R K S F O R W O M E N A N D G I R L S
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2. Hormonal contraception is safe for women living with HIV and does not seem to affect
HIV acquisition or HIV progression.
3. Women with HIV can use IUDs if they have access to medical services in case of IUD
expulsion.
4. Providing information and skills-building support to HIV-positive people can reduce
unprotected sex.
5. Interventions to support disclosure can increase condom use in discordant couples.

Safe Motherhood and Prevention of Vertical Transmission
Of the 136 million women who gave birth each year globally between 2005–2010, an estimated
60 million gave birth at home and may not have had access to prevention of mother-to-child
transmission (PMTCT) services. PMTCT programs will only be effective if maternal health
programs are strengthened and provided to all women because so many women only learn
their HIV status during pregnancy. Improving health systems and providing evidence-based
interventions to ensure safe motherhood is critical for all women, and especially so for women
living with HIV. The evidence for what works in preventing perinatal transmission is organized according to the way women access health services, particularly maternal health services:
prevention of unintended pregnancies; preconception planning; antenatal care (testing and
counseling, treatment); delivery; and postpartum. Some promising strategies exist for preconception planning and delivery, however further evidence is needed. The science surrounding
breastfeeding and the risk of vertical transmission is still unresolved.
What works for women and mothers:
Preventing Unintended Pregnancies:
1. Preventing unintended pregnancies can reduce perinatal transmission.
Antenatal Care–Testing and Counseling:
1. Routinely offered testing that is voluntary and accompanied by counseling is acceptable to
most women.
2. Informed and appropriate counseling during antenatal care can lead to increased discussion between partners and increased protective behaviors such as condom use.
3. Involving partners, with women’s consent, can result in increased testing and disclosure.
Antenatal Care–Treatment:
1. Antiretroviral treatment regimens for pregnant women living with HIV can improve
the health of the mother when used as treatment and can reduce the risk of mother-tochild transmission when used as prophylaxis.
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2. For women who are pregnant and not eligible for HAART for their own health, shortcourse ARV therapy used for prophylaxis can reduce nevirapine resistance.
3. Extending an HIV-positive woman’s life increases the long-term survival of her infant.
4. National scale-up of HAART in pregnancy improves maternal and infant outcomes.
Postpartum:
1. ARVs, when used for treatment or prophylaxis, can reduce HIV transmission from
mothers to infants.
2. Early postpartum visits can result in increased condom use, contraceptive use, HIV
testing and treatment.

Preventing, Detecting and Treating Critical Co-infections
Certain infections, when combined with HIV, can be signiﬁcantly more severe and lead to
early death for people living with HIV. Tuberculosis has become the leading cause of death
for those living with HIV. HIV/TB co-infection is particularly deadly to women during their
childbearing years. Malaria can have serious impacts on pregnant women and HIV/hepatitis
co-infection can limit the effectiveness of both HIV and hepatitis treatments. Little evidence
is available on HIV/hepatitis co-infection for women in resource-poor settings. More effective
diagnostics, treatment and treatment literacy programs are needed for hepatitis C. Evidence
for what works for women in TB/HIV and malaria/HIV co-infection is limited.
What works for women in preventing TB and malaria co-infection:
Tuberculosis:
1. Intermittent Preventive Therapy (IPT), as well as HAART, can reduce the incidence of
TB.
Malaria:
1. Co-trimoxazole prophylaxis, antiretroviral therapy and insecticide treated nets can
reduce the incidence of malaria in women living with HIV by 95%.
2. Monthly doses of IPT with sulfadoxine-pyrimethamine (SP) is effective in preventing
malaria among pregnant HIV-positive women (but should not be combined with
co-trimoxazole).

Strengthening the Enabling Environment
Addressing structural factors and the enabling environment, such as gender norms; violence
against women; legal norms; women’s employment, income and livelihood; advancing education; reducing stigma and discrimination and promoting women’s leadership are critical
to effective HIV/AIDS interventions for women and girls. However, direct impact on HIV
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outcomes has been more difﬁcult to measure. Strengthening women’s NGOs and women
leaders who can mobilize in-country efforts in the interests of women and girls who are affected
by HIV is also critical.
What works for strengthening the enabling environment for women:
Transforming Gender Norms:
1. Training, peer and partner discussions, and community-based education about changing
gender norms can increase HIV protective behaviors.
2. Mass media campaigns concerning gender equality as part of comprehensive and integrated services can increase HIV protective behaviors.
Addressing Violence Against Women:
1. Community-based participatory learning approaches involving men and women can
create more gender-equitable relationships, thereby decreasing violence.
2. Establishing comprehensive post-rape care protocols, which include PEP, can improve
services for women.
3. Microﬁnance programs can lead to reduction in gender-based violence when integrated
with participatory training on HIV, gender, and violence.
Transforming Legal Norms to Empower Women, including Marriage, Inheritance and Property Rights:
1. Enforcing laws that allow widows to take control of remaining property can increase
their ability to cope with HIV.
Promoting Women’s Employment, Income and Livelihood Opportunities:
1. Increased employment opportunities, microﬁnance, or small-scale income-generating
activities can reduce behavior that increases HIV risk, particularly among young people.
Advancing Education:
1. Increasing educational attainment can help reduce HIV risk among girls.
2. Abolishing school fees enables girls to attend (or stay in) school.
3. Providing life skills-based education can complement formal education in building
knowledge and skills to prevent HIV.
Reducing Stigma and Discrimination:
1. Community-based interventions that provide accurate information about HIV transmission (especially that casual contact cannot transmit the virus) can signiﬁcantly reduce
HIV stigma and discrimination.
2. Training for providers can reduce discrimination against people with HIV/AIDS.
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Care and Support
Under care and support programs the bulk of care is provided—mostly unpaid—by women.
Few home-based care programs speciﬁcally address the needs of women. HIV/AIDS continues
to take a huge ﬁnancial toll on households. While scaling up universal access to treatment
is critical, treatment alone will not solve all care and support needs. The studies included in
this chapter outline interventions that work in caring for and supporting women and girls in
general, both with respect to their own needs in illness and the burden of caring for others who
are ill, as well as the care and support of orphans and vulnerable children.
What works in care and support for women, girls, and vulnerable children:
Women and Girls:
1. Continued counseling (either group or individual) for those who are HIV-positive and
those who are caregivers can relieve psychological distress.
2. Peer support groups can be highly beneﬁcial to women living with HIV.
Orphans and Vulnerable Children:
1. Accelerating treatment access for adults with children can reduce the number of
orphans, reduce pediatric deaths and improve social well-being.
2. Programs that promote the strength of families and offer family-centered integrated
economic, health and social support result in improved health and education outcomes
for orphans.
3. ARV treatment with good nutritional intake and regular medical care can improve
health and survival of HIV-positive children in resource-poor settings.
4. Psychological counseling and mentoring for orphans and vulnerable children improves
their psychological well-being.
5. Programs that provide microenterprise opportunities, old age pensions or other targeted
ﬁnancial and livelihood assistance can be effective in supporting orphans.

Structuring Health Services to Meet Women’s Needs
The manner in which health services are structured has an impact on HIV prevention, treatment and care for women and girls. Women often need multiple services, including reproductive health and family planning services in addition to HIV prevention, treatment and care, but
most health care facilities are not structured to provide integrated services. Importantly, health
care providers must practice in a respectful, non-discriminatory manner.
What works for women in structuring health services includes:
1. Integrating HIV testing and services with family planning, maternal health care or
within primary care facilities can increase uptake of HIV testing and other reproductive
health services.
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2. Promoting contraceptives and family planning as part of routine HIV services (and vice
versa) can increase condom use, contraceptive use, and dual method use, thus averting
unintended pregnancies among women living with HIV.
3. Providing VCT together with other health services can increase the number of people
accessing VCT.
4. Scaling up PMTCT programs increases the number of women who know their
serostatus, and improves HIV knowledge.
5. Clinic-based interventions with outreach workers can be effective in increasing condom
use among sex workers.
6. Providing accessible, routine, high quality, voluntary and conﬁdential STI clinical
services that include condom promotion can be successful in reducing HIV risk among
sex workers.
7. Home testing, consented to by household members, can increase the number of people
who learn their serostatus.
8. Training providers can reduce discrimination against people with HIV/AIDS.
9. Establishing comprehensive post-rape care protocols, which include PEP, can improve
services for women.
10. Providing clinic services that are youth-friendly, conveniently located, affordable, conﬁdential and non-judgmental can increase use of clinic reproductive health services,
including VCT.

Moving Forward with HIV/AIDS Programming for Women and Girls
Overall, the review demonstrates that while there is signiﬁcant evidence for what works, there
are still many programming gaps related to women and girls for which no effective evaluated
interventions were found. In addition, many studies still do not include sex-disaggregated data
to begin the process of addressing the speciﬁc needs of women and girls. Structural interventions to improve the enabling environment, such as transforming gender norms and legal
reform, are clearly critical but are more difﬁcult to correlate with HIV outcomes. Evidencebased interventions that have been shown to work must be scaled up with clear understanding
of local epidemical and gender contexts.
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Chapter 1.

Introduction

For more than 25 years AIDS has been taking a ravaging global toll. Women now make up half
of those living with HIV infection. In sub-Saharan Africa—the region most affected—women
account for nearly 60% of those living with HIV (UNAIDS, 2008). Women’s and girls’ vulnerability to HIV infection stems from a greater biological risk
that is compounded by gender inequalities, violations of
women’s human rights, including violence, and, for some
women, criminalization and marginalization.
This document demonstrates
The impact of the HIV/AIDS epidemic among women
the substantial existing evidence
and girls has not gone unnoticed. Numerous international
on meeting the needs of women
political declarations have recognized women’s and girls’
and girls in developing countries
speciﬁc risks and needs and have committed to act to
facing the AIDS pandemic.
address them. Multilateral and bilateral donors have estabIt also serves to highlight the
lished strategies to better address women, girls, gender
gaps that must be ﬁlled with
equality and HIV/AIDS and a number of countries have
strongly evaluated research
developed national action plans. However, the funding and
implementation of evidence-based programs for women
and girls continue to lag.
There is an urgent need to develop and scale up strategies to address the needs of women
and girls in the global AIDS response and to support women as agents of change. To do this
effectively, we need evidence. The purpose of What Works for Women and Girls: Evidence for
HIV/AIDS Interventions is to provide the evidence necessary to inform country-level programming. What Works is a comprehensive review, spanning 2,000 articles and reports with data
from more than 90 countries, that has uncovered a number of interventions for which there
is substantial evidence of success: from prevention, treatment, care and support to strengthening the enabling environment for policies and programming. What Works also highlights a
number of gaps in programming that remain.

27

International Political Commitments on Women,
Girls and HIV/AIDS
Since the 1994 International Conference on Population and Development, governments have
recognized that action must be taken to prevent HIV infections among women and girls,
provide care and support, and address the “social, economic, gender and racial inequities”
that increase vulnerability (ICPD Programme of Action, 1994). At the United Nations General
Assembly Special Session in 2001, governments noted that “women and girls are disproportionately affected by HIV/AIDS” and committed to develop national strategies to “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” (United Nations Declaration on HIV/AIDS. 2001).
In 2006, member states of the United Nations General Assembly went further in the
Political Declaration on HIV/AIDS, committing themselves to, among other things:
Promote responsible sexual behavior among youth and adolescents (including the use of
condoms);
Provide evidence- and skills-based, youth-speciﬁc HIV education and mass media interventions; and
Provide youth-friendly health services;
Eliminate gender inequalities, gender-based abuse and violence;
Provide health care and services, including for sexual and reproductive health, as well as
comprehensive information and education to increase the capacity of women and adolescent girls to protect themselves from the risk of HIV infection;
Ensure that women can exercise their right to have control over, and decide freely and
responsibly on, matters related to their sexuality in order to increase their ability to protect
themselves from HIV infection;
Take all necessary measures to create an enabling environment for the empowerment of
women and strengthen their economic independence;
Strengthen legal, policy, administrative and other measures for the promotion and protection of women’s full enjoyment of all human rights;
Ensure that pregnant women have access to antenatal care, information, counseling and
other HIV services;
Increase the availability of and access to effective treatment to women living with HIV and
infants in order to reduce mother-to-child transmission of HIV;
Ensure effective interventions for women living with HIV, including voluntary and conﬁdential counseling and testing, with informed consent; access to treatment, especially lifelong antiretroviral therapy; and the provision of a continuum of care.
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Global Initiatives on Women, Girls and HIV/AIDS
A number of multilateral and bilateral donors have developed gender policies or strategies,
including the two largest donors for AIDS, the Global Fund to Fight AIDS, Tuberculosis and
Malaria and the U.S. President’s Initiative for AIDS Relief.
The Global Fund’s Gender Equality Strategy, approved in late 2008 (The Global Fund to
Fight AIDS, TB and Malaria, 2009), is aligned with the principles underpinning the Global
Fund’s approach: country-led initiatives; evidence-based practices; subject to independent
review; and able to be monitored. Based on the Gender Equality Strategy, the Global Fund
promotes programs and seeks proposals that:
Scale up services and interventions that reduce gender-related risks and vulnerabilities to
infection;
Decrease the burden of disease for those most at-risk;
Mitigate the impact of the three diseases; and
Address structural inequalities and discrimination.
The legislation authorizing PEPFAR in 2003 contained strong language related to gender
and the need to address the vulnerability of women and girls with strong programming to
reduce gender inequity (Ashburn et al., 2009: USAID/AIDSTAR-One, 2009). The Ofﬁce
of the Global AIDS Coordinator (OGAC) deﬁned ﬁve strategies to address gender inequity,
including:
Increasing gender equity in HIV/AIDS activities and services;
Reducing violence and coercion;
Addressing male norms and behaviors;
Increasing women’s legal protection; and
Increasing women’s access to income and productive resources.

National Strategies Have Been Developed
But Implementation Is Lagging
Some countries have also created agendas that address gender issues within the AIDS
pandemic. For example, Brazil brought together government agencies, the Ministry of Health
and the Special Secretary for Women’s Policies, along with leaders in women’s rights and
health promotion to develop an intersectoral policy to address women’s needs in the AIDS
pandemic: access to health services; sexual and reproductive health care; social service needs,
etc. (Guimaraes de Andrade et al., 2008). Similarly, seven Southern African countries have
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established national action plans on women, girls and HIV with multi-stakeholder involvement that include “a range of activities aimed at improving HIV prevention for women and
girls and mitigating the impact of AIDS on them.” However, in 2007 only six of these plans
had been costed out and partial funding had been provided for their implementation in just
three countries (UNAIDS 2007c).
Analysis of the National Composite Policy Index from 130 countries of progress in creating
an enabling policy environment for women suggests that policies and strategic plans are integrating women-related issues, but that funding for implementation is lagging (Carael et al.,
2009).

What Works Provides Evidence to Inform Programming
One reason for the lag in program implementation is the lack of easily accessible information on which strategies are most effective in addressing women’s and girls’ HIV prevention,
treatment, care and support needs. What Work for Women and Girls: Evidence for HIV/AIDS
Interventions compiles the evidence available to support successful interventions for HIV and
AIDS among women and girls with some attention to TB,
malaria and hepatitis as they relate to HIV and AIDS.
Clearly, the question of “what works,” is complex.
Much can be learned for
A more meaningful question is: “What policies did the
effective interventions globally
country develop that led to implementation of speciﬁc interfrom the evidence base
ventions that can be shown to have reduced risk behavior
garnered over the 25 years of the
resulting in fewer new infections, which became evident
AIDS pandemic
in falling HIV prevalence rates?” (Parkhurst, 2008: 276).
(Beck and Mays, 2006).
In designing HIV and AIDS programs, policymakers and
program planners are faced with a wide array of interventions. With scarce resources and growing demand for services, program priorities must be
based on effective interventions. Most scientiﬁc and biomedical research on HIV and AIDS
interventions has been written for scientists; little has been written speciﬁcally for policymakers. This material is intended for practitioners who are designing HIV and AIDS interventions meant to address the needs of women and girls, and who are deciding among priority
interventions. Organizations that provide assistance to programs worldwide will also beneﬁt
from this evidence.
This evidence was obtained primarily through detailed searches of peer-reviewed publications documenting evaluated interventions for women and girls. In all, the evidence for What
Works and Promising interventions includes 455 studies. [See Chapter 2. Methodology]
There are obvious limitations inherent in this approach: many worthwhile interventions do
not have sex-disaggregated data, many interventions are not thoroughly evaluated, still others
are not published in peer-reviewed journals or are not published at all. While this review covers
many aspects of HIV/AIDS programming that are relevant for both women and men, it is
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not intended to be an exhaustive review of all HIV/AIDS programming. Instead, the review
focuses on interventions that have an impact on HIV outcomes for women and girls.
This document is also not meant to be a set of guidelines for gender-sensitive programming, as it does not cover what should be done; it merely documents practices for which there
is evidence of successful approaches. This document is best used with the range of guidelines for programming and it highlights some of those guidelines. Ideally, this document will
serve to spur more programmers to evaluate their successful approaches and add them to the
lexicon of “what works,” as well as to encourage researchers to set research agendas based on
areas that are clear and critical gaps for women and girls.

Scaling Up of Effective Interventions for Women and
Girls Is Needed
The interventions highlighted in this compendium are, for the most part, implemented on a
small scale. Scant information is available on the costs of the interventions. It will be important to scale up the interventions to reach a broad range of relevant women and girls. In determining the feasibility of scaling up, it is important to assess the geographic coverage of the
intervention, how gender was integrated and how well the intervention linked to a broader
program strategy. How many countries were included? What populations/contexts within
countries were included? Are any data regional, national or cross-national in scale? How well
was gender integrated from conceptualization through implementation to evaluation? Was a
gender analysis conducted to guide development of the program? Can the evidence be linked
to a program strategy? It is also important to assess whether:
Political support and buy-in for broad-scale implementation can be secured;
Wider standards could be developed from the pilot or smaller-scale intervention;
The intervention could be integrated into the public health system;
Gender analysis in the broader program context is conducted and the intervention can be
implemented given existing gender and epidemiology contexts;
The intervention would have wide acceptability;
Strategies can be devised to ensure acceptability;
Information is available on the costs of the interventions.
Interventions identiﬁed as “what works,” will need to be adapted to local contexts and needs.
Implementation of successful interventions for women and girls must also always respect
their human rights.
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Organization of the Document
This document covers the evidence for gender-sensitive programming for women and girls. The
chapters are organized under three broad sections: what works to prevent infection, including
in women, young women and women with special prevention needs, such as sex workers and
injecting drug users and female partners of injecting drug users; what works for women and
girls living with HIV, such as treatment, meeting sexual and reproductive health needs, and
preventing perinatal transmission; and what works to support women and girls, including
strengthening the enabling environment through, among other things, addressing gender
norms, violence against women and stigma and discrimination and promoting women’s legal
rights and access to education and livelihoods. Supporting women and girls also includes
providing care and support, OVC programs and structuring health services to meet women’s
needs.
Each chapter in the document includes an introduction, followed by a list of interventions
that work or are promising followed by the evidence to support the interventions and the
remaining gaps in research, programming or evaluation. The document also includes a selection of the most recent clinical manuals and resources for program design, and references
(citations for each study and web sites, where possible). In some areas, the evidence is quite
limited because few evaluations have been conducted. The Gaps sections of the document are
important because they include a number of expert recommendations or recommended interventions based on studies measuring knowledge or attitudes that are expected to work but have
not been formally evaluated.
This document serves the unique function of bringing
all of these topics together to provide a full range of genderThis document serves the
sensitive programming for women and girls.
unique function of bringing all
It is very important to note that each of these chapters
of these topics together to provide
addresses topics that, themselves, could be the focus of
a full range of gender-sensitive
multiple books. The authors have endeavored to cover the
programming for women
major evidence in each of these areas about what works for
and girls.
women; however, more nuanced information about these
topics can be found in the myriad references and websites
devoted to them, some of which are referenced in this document. The document is not designed to provide complete recommendations on program
design for particular topics, but rather serves the unique function of bringing the evidence for
all of these topics together to provide a fuller picture of the range of gender-sensitive programming for women and girls.
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Scope of the Evidence
This document includes over 2,000 references from programs and studies in 90 countries,
including 30 in sub-Saharan Africa, 13 from East and South East Asia, 4 from South Asia, 16
from Latin America and the Caribbean, 12 from Eastern Europe and Central Asia, three from
North Africa and the Near East and 12 from North America, Western and Central Europe and
Oceania. Among these countries, the countries generating the most evidence include Uganda
and South Africa. In addition, data from a number of additional countries are included in
introductions to chapters and sections.
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Table 1.1
Countries included in What Works (N=90)
Africa

East/South
East Asia

South Asia

Latin America
and the
Caribbean

Eastern Europe North Africa/
and Central Asia Near East

North America/
Western and
Central Europe
and Oceania

30

13

4

16

12

3

12

Angola

Cambodia

Bangladesh

Argentina

Azerbaijan

Egypt

Australia

Benin

China

India

Bahamas

Bosnia and
Herzegovina

Iran

Canada

Botswana

Hong Kong

Nepal

Brazil

Estonia

Turkey

France

Burkina Faso

Indonesia

Sri Lanka

Chile

Georgia

Italy

Cameroon

Laos

Colombia

Kazakhstan

New Zealand

Côte d’Ivoire

Malaysia

Cuba

Kyrgyzstan

Papua New
Guinea

Democratic
Republic of
Congo/Zaire

Mongolia

Dominican
Republic

Moldova

Poland

Ethiopia

Myanmar

Ecuador

Romania

Serbia

Gabon

Philippines

Guyana

Russia

Spain

Ghana

South Korea

Haiti

Tajikistan

Switzerland

Kenya

Taiwan

Honduras

Ukraine

United Kingdom

Lesotho

Thailand

Jamaica

Uzbekistan

United States

Liberia

Vietnam

Mexico

Madagascar

Nicaragua

Malawi

Peru

Mauritius

Trinidad and
Tobago

Mozambique
Namibia
Nigeria
Republic of
Congo
Rwanda
Senegal
Sierra Leone
South Africa
Sudan
Swaziland
Tanzania
Uganda
Zambia
Zimbabwe
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Chapter 2.

Methodology
Over the past ﬁve years, in addition to a wide array of
research, advocacy and position papers focusing on the
needs of women and girls, there has been an increase in
the number of strongly evaluated published interventions
that have proven effective in reaching various groups of
women and girls and caring for their particular needs. The
focus of this document is to gather the evidence of what
programs have positive outcomes for women in HIV/AIDS
prevention, treatment and care. This document reviews the
evidence available on interventions and provides a summary
of the evidence, along with the supporting research that
documents the effectiveness of interventions designed to
address the needs of women and girls.

The Complexities of Measuring
What Works

Key Steps in the Methodology
1. Conducted SCOPUS searches
on HIV and women
2. Included searches of gray
literature from key websites/
organizations
3. Reviewed titles/studies for
interventions that had
outcomes and were
evaluated—focusing on what
works for women and girls
4. Summarized relevant studies
5. Used Gray Scale to evaluate
strength of evidence
6. Sought extensive review
by experts

Measuring “what works” is complicated since the outcomes
and impacts of interventions depend on a number of biological and proximate determinants
(Boerma and Weir, 2005). Understanding the epidemiology of HIV, how it is spread and
who is at risk is critical for developing and evaluating successful interventions (Chin, 2007).
The epidemiological concept of the reproductive number for HIV, R01 is a key component in
1

“When, on average, one infected person infects more than one other person, R0 is greater than (>) 1 and the result will be epidemic spread of an agent [HIV]. However, when, on average, one infected person does not infect
more than one other person, R0 is less than (<) 1 and the epidemic spread does not occur. When R0 is <1, the
infectious agent will slowly disappear and if R0 stays close to 1 the agent will maintain itself in the population
with no or minimal growth (i.e., becomes endemic”) (Chin, 2007: 60).
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understanding the epidemic in any given population. R0 “is the number of secondary cases
which one case would produce in a completely susceptible population [which] depends on the
duration of the infectious period, the probability of infecting a susceptible individual during one
contact, and the number of new susceptible individuals contacted per unit of time” (Dietz, 1993:
23). Not surprisingly, the reproductive number for HIV varies considerably within and across
countries and among groups within countries. For this reason, interventions need to be carefully tailored for various groups.
Operating in speciﬁc socioeconomic, cultural (including gender), and demographic
settings, interventions, such as counseling and testing, must affect “proximate determinants”
such as number of concurrent partners, condom use, blood safety practices, etc., which must
act through biological determinants (exposure, efﬁciency of transmission per contact and duration of infectivity) to affect HIV transmission. “The distinction between underlying and proximate determinants is important for the conceptualization of pathways through which underlying determinants, including interventions, may affect infection” (Boerma and Weir, 2005:
S64). Thus, when interventions are determined to work in this compendium of evidence, they
have been shown to work through a pathway to affecting HIV—or at least a proximate determinant, such as partner reduction or condom use. Yet, a word of caution is due unless biological
outcomes are measured. For example, it is possible for an intervention to increase condom use
but “the effect of such an increase would depend on the extent to which condoms were used
during sexual contact between infected and susceptible partners” (Boerma and Weir, 2005:
S66). In this compendium, examples of interventions that improve proximate determinants
with no impact on HIV are noted.
Rates of HIV prevalence reﬂect infections that have happened in the past. Therefore, it is
important that programs and policies be based on the question: “Where will the next 1,000
infections occur?” (Bertozzi et al., 2008: 833). Policy and program responses to this question
must be based on a clear understanding of the epidemiology of HIV, an understanding of the
contexts in which women and girls live and the factors that make them vulnerable to HIV
infection and evidence of what works.

Search Methodology
To search for relevant interventions that had been evaluated, SCOPUS2 searches were conducted
for 2005–2009, using the search words HIV or AIDS and women. Additional topics were
researched using “syphilis and HIV;” “gender and HIV;” “malaria and HIV;” “breastfeeding
and HIV;” and “abortion and HIV.” For the years 2005 to 2009, a total of 7,744 citations were
generated. Of these citations, approximately 2,500 articles were reviewed in full. If the article
title indicated that there might be an intervention that could be replicated; then the article
2
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was obtained and reviewed. The lead author read and reviewed all the articles obtained and
determined if there was sufﬁcient information to be included in “What Works” and that the
intervention took place in Asia, Africa, Latin America and the post-Soviet states. Key interventions that had taken place only in the US, Europe, Japan and Australia were included only if
the authors determined that they could be relevant for developing country contexts but had
not yet been initiated in developing countries. For example, many of the studies on the safety
of contraceptive options for HIV positive women have been conducted in developed countries
but are relevant for women throughout the world. Likewise, much of the scientiﬁc evidence
base for harm reduction for intravenous drug users (IDU) comes from developed country
contexts. If studies met the criteria that they included an intervention which had an outcome
and had been evaluated for effectiveness, one of the authors read and wrote up the intervention
in a standard format: study year, country where the study took place; the numbers included in
the study (N); study design; the intervention; and the outcome.
From 2001 to 2005, searches on women and AIDS were conducted using Popline and
Medline. Few studies prior to 2005 have been included and only when more recent data are
not available. Studies prior to 2005 were included if they were key articles with more robust
methodologies, and data than studies in more recent years; or more recent data did not exist.
For example, all the studies on treatment options for occupational exposure to HIV were done
in the 1990s, so these were included.
In addition, the authors searched the gray literature by reviewing documents from some key
websites. Key websites reviewed included: UN agencies, UNAIDS, World Health Organization
(WHO), The Cochrane Collaboration; OSI; ICRW; Population Services International (PSI);
The Population Council; ICW; World Bank; Family Health International (FHI); AIDStar I, and
the Guttmacher Institute.
Themes emerged from these write-ups and the authors shaped those themes into an intervention point. These are the numbered interventions in each chapter. It is important to note
that these interventions emerged organically from the evidence; the authors did not select
interventions and look for supporting data.
Experts were consulted during the writing of the document (see Acknowledgments). A
number of these experts provided review comments that were incorporated into the ﬁnal document. A review meeting was held in Cape Town, South Africa, February 17–19, 2010. Sources
for January and February 2010 have been included only if they provide signiﬁcant new evidence
related to the review. Forthcoming material was not included, as there was no systematic way
to include such material.

Limitations
One limitation of the methodology used is that the search methodology did not capture other
endpoints besides HIV/AIDS. For example, increased education for girls is associated with
reduced risks of HIV acquisition. The search did not include program interventions to keep
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girls in school, for example. The chapter on co-infections, particularly the section on malaria,
was not as thoroughly reviewed as other topics in the compendium. Stakeholders should consult
the relevant experts for each of those topics. The topic of legal reform related to HIV/AIDS did
not receive a systematic review of the legal literature that health related topics received in the
public health and HIV/AIDS literature. Stakeholders wishing to work on legal reform should
consult with legal experts.
It should be noted that there are likely many valuable interventions that have not been evaluated and/or published in the public peer reviewed literature. Important websites may have
been unintentionally missed. Additionally, it is clear that faith-based organizations have played
a major role in responding to the AIDS pandemic and they are responsible for a signiﬁcant
proportion of treatment, in addition to care and support, including spiritual support. Their role
in prevention has also been strong, although not without controversy. The literature reviewed
for this compendium of evidence did not yield many studies based on programs implemented
by faith-based organizations that met the criteria for inclusion in this document. Given the role
of faith-based organizations, this is a signiﬁcant gap in the evidence base.
Furthermore, while the authors attempted to undertake a systematic review of the evidence,
and to get input from expert reviewers, some key resources here are not an exhaustive list,
however, and some important interventions may be inadvertently omitted. This document
should be viewed as a living document; to be updated as new information is available.

How Evidence is Included in the Compendium
This resource contains research published in peer-reviewed publications and study reports
with clear and transparent data on the effectiveness of various interventions for women and
girls, program and policy initiatives that can be implemented to reduce prevalence and incidence of HIV and AIDS in developing countries. Basic information, as well as policy issues
concerning treatment and care for HIV and AIDS is also included. Biomedical information
is included in so far as it is relevant to programmatic considerations. Most evidence in the
document comes from developing countries; however, where that was not available, evidence
from developed countries is included. Articles in English, Spanish and French were reviewed.
However, the vast majority of the literature was in English.
Evidence in the compendium was rated, to the extent possible, using the Gray Scale (Gray,
1997), which lists ﬁve levels of evidence.
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Table 2.1
Gray Scale of the Strength of Evidence
Type

Strength of evidence

I

Strong evidence from at least one systematic review of multiple well designed, randomized controlled trials.

II

Strong evidence from at least one properly designed, randomized controlled trial of appropriate size.

III

Evidence from well-designed trials without randomization: single, group, pre-post, cohort, time series, or matched
case-control studies.

IV

Evidence from well-designed, non-experimental studies from more than one center or research group.

V

Opinions of respected authorities, based on clinical evidence, descriptive studies or reports of expert committees.

In the case of abstracts from the latest International AIDS Conference (2008) or from
relevant conferences in 2009 or 2010, the Gray Scale was not included since it was not always
possible to ascertain the appropriate Gray Scale rating from the abstract. All printed abstracts
from the XVII International AIDS Conference in Mexico City, Mexico, August 2008 were
reviewed and included if they met the criteria for inclusion. The 2008 XVII International
AIDS Conference abstracts were searched online (www.iasociety.org for the 2008 conference)
using keywords such as “breastfeed” and “malaria.” Some authors of 2008 abstracts were
emailed in 2009 to see if particularly promising data had been published. Where possible,
the published articles were included, with the appropriate Gray Scale included. In addition,
abstracts from the International Family Planning Conference (www.fpconference2009.org),
held in Kampala, Uganda in November 2009, were included.
One weakness of the Gray scale is prioritizing randomized controlled trials, as randomized controlled trials are “primarily a vehicle for evaluating biomedical interventions, rather
than strategies to change human behavior. Altering the norms and behaviors of social groups
can sometimes take considerable time….” (Global HIV Prevention Working Group, 2008:
12). Much of the evidence cited in this document falls in strength levels IV and V; however,
many studies fall in strength level III, with growing numbers of systematic reviews (level I)
and randomized control trials (level II). Not all of the interventions listed here have the same
weight and those that are promising but require further evaluation are identiﬁed. It must also
be noted that randomized controlled trials—the gold standard of the Gray ratings—are not
always ethical or appropriate for certain HIV interventions and therefore should not be the
only factor in judging the relative weight of any particular study. Furthermore, many HIV
prevention programs that address key issues in novel, context-speciﬁc ways are often not rigorously evaluated (Gupta et al., 2008a).
In cases where a majority of the evidence, and particularly strong evidence, exists for an
intervention, this was listed in each section as “what works.” Criteria set for “what works” and
“promising” were:
What Works: strongly rated studies (Gray I, II or III) for at least two countries and/or ﬁve
weaker studies across multiple settings.
Promising: studies that were strongly rated but in only one setting or a number of weaker
studies in only one country.
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Within each intervention, studies are listed in order of Gray Scale, with the strongest studies
ﬁrst (Gray I, II, III, etc.) and abstracts last. In some chapters, such as Chapter 11 that discusses
the enabling environment, where structural interventions cannot be linked as directly with
impact on HIV infection, the authors, based on comments from reviewers, exercised judgment on “what works,” and promising interventions.
Where an intervention could have both positive outcomes for women and negative outcomes,
this was noted. For example: microcredit can reduce HIV-related risk behaviors (Pronyk et al.,
2008), but it could also increase violence against women if the intervention is not carefully
designed and appropriate to local context (Schuler et al., 1998; Gupta et al., 2008a).
In the course of reviewing the literature to generate “what works,” a number of gaps
emerged from the literature.
Gaps: programs that need to be implemented to meet women’s needs related to the HIV/
AIDS pandemic but did not exist with evaluated data.
However, no search mechanism was possible to generate gaps. Where gaps emerged in the
literature, these were noted. Evidence of a gap is not exhaustive but illustrative, providing a
few examples. Evidence of a problem—such as the prevalence of violence against women—is
described in the introduction to each section.
No attempt has been made, as is done in the Cochrane Collaboration, to reanalyze the data
on interventions. For some interventions, many large-scale studies including some randomized controlled trials are listed; for other interventions, supporting research is available from
only one study using a small sample size. With review articles, the original studies are cited
as reported in the review. An attempt has been made to use the original studies and primary
sources; but where the original could not be located, the authors relied on review articles.
Evidence from review articles is noted (e.g., x cited in y).
When possible, objective measures such as a decrease in HIV seroconversion rates or
a decrease in rates of other STIs are used as evidence. If these measures are not available,
evidence is drawn from studies using self-reported behavior changes such as condom use,
monogamy, sexual abstinence and a decrease in number of sex partners. This document does
not address fully the issues of cost, equity, or sustainability.
Where possible, we have included sex disaggregated data. Where an interventions is relevant for both men and women, but does not have sex disaggregated data, it is included. For
the chapters that are heavily medical interventions, such as those related to treatment and
co-infection, only interventions that apply to women are included in the compendium.
In all, the evidence for What Works and Promising interventions includes 455 studies.
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Table 2.2
Number of Studies Supporting What Works and Promising Interventions, by Chapter Topic
Chapter Topic

Number of studies supporting
What Works/Promising Interventions*

Prevention for Women

43

Prevention for Key Affected Populations

55

Prevention for Young People

43

HIV Testing and Counseling for Women

47

Treatment

12**

Meeting the Sexual and Reproductive Health Needs of Women Living with HIV

33

Safe Motherhood and Prevention of Vertical Transmission

83

Preventing, Detecting and Treating Critical Co-Infections

17**

Strengthening the Enabling Environment

63

Care and Support

38

Structuring Health Services to Meet Women’s Needs

21

Total

455

* What works is based on strongly rated studies (Gray I, II, or III) for at least two countries and/or ﬁve weaker studies across
multiple settings. Promising includes studies that were strongly rated but in only one setting or a number of weaker studies in
only one country.
** Most studies conducted on ARV treatment, tuberculosis and hepatitis do not include sex-disaggregated data although many
of the ﬁndings are clearly relevant to women as well as men (e.g. the effectiveness of ARV treatment in reducing CD4 counts,
strong adherence rates). The studies included attempt to highlight issues women face regarding treatment.
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Chapter 3.

Prevention for Women

A.
B.
C.
D.

Male and Female Condom Use
Partner Reduction
Male Circumcision
Treating Sexually Transmitted Infections

In 2008, more than one million people living with HIV had initiated antiretroviral treatment
yet another 2.7 million individuals became HIV-positive (Sepulveda, 2008). More than half
of new infections were among women, with the largest proportion among young women.
If the HIV pandemic is to be contained, primary prevention
efforts for women and men based on scientiﬁcally-derived
evidence must accompany rapid expansion of antiretroviral
“We cannot treat our way out
treatment (Stover et al., 2007).
of this pandemic.”
Unfortunately, “HIV prevention is neither simple nor
(Merson et al., 2008: 485)
simplistic. We must achieve radical behavioural changes—
both between individuals and across large groups of at-risk
people—to reduce incidence” (Coates et al., 2008: 670). Prevention efforts need to be tailored to
the epidemiologic and socio-cultural realities of each country and region, and the speciﬁc needs
women face. Behavior change (e.g. condom use, partner reduction, use of clean needles) needs
to be promoted through a variety of means, including structural changes, such as changes in
legal and gender norms, and promoting girl’s education and employment opportunities. [See
Chapter 11. Strengthening the Enabling Environment] In some countries in sub-Saharan Africa,
where 10–30% of the population is living with HIV, everyone must understand the widespread
risk for HIV transmission and general interventions for women may be warranted. In other
countries, speciﬁc key populations of women have much higher levels of HIV prevalence and
need to be the focus of prevention efforts. [See Chapter 4. Prevention for Key Affected Populations]
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Sexual behaviors and the sharing of injection equipment that cause most HIV infections
worldwide occur due to a variety of motivations (e.g., reproduction, desire, peer pressure,
desire to please, access to material goods, gender norms, coercion, etc.). Epidemiological
studies have shown that multi-partner sex, paid sex and STIs are important risk factors in the
AIDS pandemic, no matter what stage of the epidemic (Chen et al., 2007b). Sustaining behavioral change among individuals, couples, families, peer groups, networks, institutions and/
or communities is no easy task, but can occur through educational, motivational, peer-group,
skills-building or community normative approaches (Coates et al., 2008).
“A quarter of a century of AIDS responses has created a huge body of knowledge about
HIV transmission and how to prevent it, yet every day, around the world, nearly 7,000 people
become infected with the virus…with no vaccine in sight and the number of new infections
outpacing the progress in access to treatment, we clearly need to take a long-term view in planning our actions…Prevention work takes the longest time, is largely outside of health services,
and has no ‘quick win.’ If not tackled, prevention work will also continue to undermine all the
other gains” (Piot et al., 2008: 845, 855, 857).

Prevention Efforts Can Succeed
Prevention successes among women and men have been reported in Cambodia, Kenya, Zambia,
Zimbabwe, India and Haiti. In these countries sizable shifts in behavior have occurred, through
a combination of government leadership and community activism (Global HIV Prevention
Working Group, 2007). In Zambia, among women younger than age 17, HIV seroprevalence
declined from 12% in 2002 to 7.7% in 2006 (Stringer et al., 2008). In Kenya, adult prevalence
has declined from 10% in the late 1990s to less than 7% by 2004 (Cheluget et al., 2006).
Thailand and Uganda reduced rates of HIV infection. Senegal averted an epidemic. Brazil,
Côte d’Ivoire, Malawi, Tanzania, Zimbabwe have all reported decreases in HIV transmission
related to changes in sexual behavior, as has rural parts of Botswana, Burkina Faso, Namibia
and Swaziland and urban parts of Burundi and Rwanda (Kippaz and Race, 2003; Stoneburner
and Low-Beer, 2004; UNAIDS, 2001 cited in Coates et al., 2008). Prevalence decreased from
15% in 1995 to 11% in 2002 in Côte d’Ivoire (Msellati et al., 2006). As of 2008, Namibia has
increased HIV prevention skills in 79% of secondary schools; as a result, sex before the age
of 15 years and the percentage of people reporting multiple partners has dropped (UNAIDS,
2008 cited in Coates et al., 2008).1

1
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Attributing prevention efforts as a direct cause of HIV prevalence decline is speculative. If HIV prevention programs are implemented when HIV epidemics are at or near their peak, the subsequent decrease in prevalence
might be incorrectly attributed to prevention programs (Chin and Bennett, 2007).
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Special Risks for Women
Still, despite the many documented successes of prevention programs, in 2007 fewer than
10% of individuals at risk worldwide received key prevention services (Merson et al., 2008).
Those that do receive prevention services are not always the only appropriate target. “When
HIV programmes largely focus on sex work, drug use and male-to-male-sex, it contributes to
low HIV risk perceptions in the general population. Intimate partners are often left out and
there is [a] lack of couple communication about sexual matters” (UNAIDS, 2009e: 15). There
is also lack of communication about related matters, such as alcohol use, which is associated with risky sex. A review of 73 articles representing research conducted in 19 different
sub-Saharan countries published between 1992 and 2007 found that HIV seropositivity and
high-risk sexual behavior was correlated with alcohol use (Woolf and Maisto, 2008). Alcohol
use inhibits judgment and can lead to unprotected sex and violence. A survey of 3,073 people
in Tanzania found that lifetime alcohol users and those who reported intoxication in the past
months had greater odds of having recent unprotected sex (Kilonzo et al., 2008b) and a study
of 12 focus group discussions in rural Uganda in 2002 found that both men and women
viewed men’s alcohol use as related to rape; agreeing with the assumption that women who
accept alcohol from men will agree to have sex (Wolff et al., 2006).
Rape survivors need timely access to post-exposure prophylaxis (PEP), as do health providers
who have an occupational exposure. Despite the absence of a randomized clinical trial on efﬁcacy of PEP, there is signiﬁcant evidence from animal transmission models, perinatal HIV
transmission studies, observational studies, studies of PEP in health care workers, and metaanalysis indicating that PEP is effective in reducing HIV transmission (CDC, 1998; Bell, 1997;
Young et al., 2007 cited in Siika et al., 2009). Although the efﬁcacy of post-rape antiretroviral prophylaxis has not been determined, zidovudine reduces the transmission of HIV after
needle stick injury by 81% (Cardo et al., 1997; Petra Study Team, 2002 cited in Carries et al.,
2007). “As such, there is current consensus that HIV prophylaxis should be provided immediately after an exposure where there is judged to be risk of HIV acquisition” (Siika et al., 2009:
48). [See also Chapter 11B. Strengthening the Enabling Environment: Addressing Violence Against
Women]
More prevention interventions are needed on a universal level so that everyone—including
married women, for example, who may not realize their level of risk—can communicate with
their partners and protect themselves.

What Works in Prevention for Women
A number of prevention strategies already work to help women prevent HIV. These include
male and female condom use, partner reduction, and seeking treatment for sexually transmitted infections. In addition, male circumcision works for men and will likely, in the long
run, also protect women. Each of these areas has substantial evidence to justify their use
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and a number of promising strategies to help women protect themselves from HIV. While
partner reduction can potentially have the greatest impact, less evidence exists for how people
can be encouraged to reduce the numbers of concurrent sexual partners, both as adults and
adolescents. Each of these topics is discussed in more depth in sections A–D of this chapter.
Preventions efforts must be informed by “what works to support women and girls,” particularly
to strengthen the enabling environment by transforming gender and legal norms; addressing
violence against women, legal capacity, inheritance and property rights; increasing opportunities for employment and income, reducing stigma and discrimination, and promoting
women’s leadership. [See Chapter 11. Strengthening the Enabling Environment] Women have
multiple types of sexual partnerships: some women have only one sexual partner but are still
at high risk for HIV acquisition from their sexual partner; some women have multiple sexual
partnerships to survive economically [See Chapter 4. Prevention for Key Affected Populations];
some women are young and are engaged in cross-generational sex, placing them at high risk
[See Chapter 5. Prevention for Young People and Chapter 12B. Care and Support: Orphans and
Vulnerable Children]. HIV prevention efforts will need to be tailored to a wide spectrum of risks
for women. Women, themselves, have been leaders in HIV prevention efforts and creating
awareness of the epidemic both at grassroots community levels as well as at the highest levels
of government in ﬁghting for prevention efforts to meet their varied needs. These efforts must
be encouraged and promoted.

Some Women Are Overlooked in Prevention
Programming
Older women and women with disabilities also need attention in HIV prevention programming but are often neglected. Additional research is necessary to discern the major risks facing
these women and to evaluate interventions addressing those risks.

Women Over the Age of 50
Women past the age of childbearing are often ignored in HIV prevention (Conde et al., 2009).
HIV prevention and education efforts are needed for people over the age of 50. A WHO review
of HIV in developing countries found that “sexual activity of older individuals in the developing
world is barely researched. Many older individuals everywhere are sexually active” (Schmid et
al., 2009: 162). A study in hospital of 706 cataract surgery
patients over age 50 in Ethiopia found an HIV seroprevalence rate of 5% (35 out of 706) (Kassu et al., 2004). A
“Grandmothers are too often
review of medical records at a health center in Kampala,
and incorrectly assumed to be
Uganda found 45 clients over the age of ﬁfty who were
sexually inactive.”
HIV-positive, over half of whom were women. Condom
(Sepulveda et al., 2007)
use was low and many had multiple partners and low levels
of treatment literacy (Nabaggala, 2008). In Brazil, 51,255
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AIDS cases reported from 1982 to 2006, 2,668 were 50 or older. The proportion of patients
age 50 or older has steadily increased from 11% in 2000 to 15% in 2005. Of the 1,686 aged 50
or older from 2000 to 2006, 37% were women (Sanches and Guillen, 2008). “Elderly grandmothers…appear to be forgotten in terms of their need for HIV/AIDS prevention information
and education” (Sepulveda et al., 2007). Due to ARV therapy, more HIV-positive women are
reaching menopause. Interventions for post-menopausal HIV-negative women, such as evaluation of cardiovascular risk, osteoporosis, etc. are also believed to beneﬁt women living with
HIV (Conde et al., 2009).

Women With Disabilities
Women with disabilities are also at risk for HIV but are often overlooked in HIV prevention
strategies. A study in South Africa interviewed twenty-ﬁve people with disabilities and caregivers, and found that people with disabilities are “abused through sexual puriﬁcation rituals,
sexual exploitation and have less access to prevention and treatment” due to cultural misconceptions surrounding disability (Hanass-Hancock, 2008). Those with disabilities also experience stigma and a lack of recognition of their sexual activity.
Interventions are needed to integrate HIV/AIDS prevention and services with disability and
mental health services. The Brazilian National AIDS Program launched a national campaign
(year not speciﬁed) to integrate STI/AIDS services with disabilities care and found that it was
difﬁcult to dispel misconceptions about sexuality and behavior of people with disabilities. The
program also found a lack of accessible information for people with disabilities and cultural
and sexual practices involving people with disabilities need to be considered in order to improve
HIV/AIDS prevention efforts (Drummond Cordeiro et al., 2008).
A program in Uganda (year not speciﬁed) integrated women with disabilities into HIV/
AIDS services by combining the efforts of AIDS Services Organizations and Disabled Peoples
Organizations to remove barriers of physical access and stigma. The program found that
Disabled Peoples Organizations and AIDS Services Organizations wanted to integrate services
but lacked capacity, funding or acknowledgment. They also discovered that explicit effort to
connect women with disabilities to AIDS services resulted in reducing stigma of both groups
and increasing the quantity of people accessing AIDS services (Tataryn and Shome, 2008).
Services speciﬁcally for disabled populations are more likely to be used than general services.
For example, a 2003–2007 study in Kenya that provided deaf mobile VCT services indicated
that deaf clients were more likely to access deaf mobile VCT services than regular VCT services.
In Kenya, it is estimated that more than 3 million people are deaf, with higher rates of HIV.
Deaf mobile VCT services use trained deaf personnel to provide counseling. 2,098 deaf clients
accessed deaf mobile VCT services as compared to 1,536 deaf clients accessing regular VCT
services (Sati, 2008).
Little evidence is available regarding what works speciﬁcally for women over the age of ﬁfty
and disabled women and much more research is necessary.
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Critical Prevention Approaches Under Development
A number of biomedical prevention technologies are currently in clinical trials to assess their
safety and effectiveness. These include vaccines, microbicides and the use of ART as prophylaxis. Once these are shown in clinical trials to be safe and effective, they can be optimized to
impact the epidemic. Vaccines, microbicides and other female-controlled technologies represent a large gap in primary prevention for women. Further progress in these areas is urgently
needed. For updates on biomedical HIV prevention research, please refer to: www.avac.org.

Vaccines
While recent trials have been promising, an HIV vaccine is yet to be developed. A vaccine
can have special beneﬁts for women. An effective vaccine would provide women autonomy
to protect themselves against HIV acquisition. A recent trial of an HIV vaccine with 16,402
healthy men and women ages 18 to 30 in Thailand found a vaccine efﬁcacy of 31.2 percent,
a modest efﬁcacy, with less HIV acquisition among women than men among those on the
vaccine as compared to placebo. The vaccine efﬁcacy may have been greater in persons at
lower risk of HIV acquisition.” …After the exclusion of the subjects who were infected with
HIV-1 before vaccination, the modiﬁed intention-to-treat analysis showed a signiﬁcant, though
modest, reduction in the rate of HIV-1 infection, as compared with placebo” (Rerks-Ngram et
al., 2009: 8–9). As some vaccine experts note, however: “It is misleading to say that a vaccine is
the solution” as even once a vaccine is invented in ﬁve to ten years hence, “the AIDS epidemic
will be with us for many years.” It is unlikely that the ﬁrst generation of vaccines will be 100
percent effective. “We remain cautiously optimistic that a substantial increase in our understanding of HIV infection and disease will lead to creative ideas about how to design an effective vaccine” (Johnston and Fauci, 2008: 890). However, “scientists agree that with no prospect
of an effective vaccine to curb the HIV/AIDS pandemic in the foreseeable future, expanding
the repertoire of prevention tools is all the more important” (Stephenson, 2008: 1529).

Microbicides
Microbicides, a female-controlled technology, refer to a variety of topically applied products
that holds great promise for women to be able to protect themselves from HIV, other STIs
(Global Campaign for Microbicides, 2007), and unwanted pregnancy. Where the status of
women makes it difﬁcult for women to refuse sex or negotiate condom use, microbicides
would greatly improve women’s ability to protect themselves. Microbicides are being designed
to be applied by the woman in her vagina so that women could use this future HIV prevention
tool more autonomously. “Because the majority of new infections, certainly in Africa, occur
in married women who contract the infection from their husbands’ presumed extramarital
relationships, methods that allow for discreet use may be especially attractive in marital or
long-term partnerships” (Mantell et al., 2008a: 97). However, in most clinical trials of microbicides, male involvement was the desired norm among female participants. Building on the
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experience observed in clinical trials, focusing on sexual pleasure may increase future use.
Microbicides for anal use are also under development.
The ﬁrst generation of microbicides is expected to be less than 100 percent effective and
will ideally need to be used with a condom. However, even if used alone, a partially effective
microbicide could have a signiﬁcant impact on HIV incidence (assuming risk taking does
not increase with the use of this method). However, in 2009, leaders in the ﬁeld of HIV/
AIDS noted, “….we are still many years away from either a vaccine or a microbicide to protect
against HIV transmission” (Piot et al., 2009: 1). Women need access to both contraceptive and
non-contraceptive microbicides, because some women will want to prevent HIV, STIs, and
pregnancy, while other women will want to conceive without the risk of disease transmission.

Pre-Exposure ART
Pre-exposure prophylaxis with antiretroviral drugs is currently being studied as a prevention
technique. Delivery of pre-exposure prophylaxis with ART can be by oral ART pills, topical
(vaginal or anal) formulations such as gels, ﬁlms, suppositories, rings or injectable/implantable antiretrovirals. Pre-exposure prophylaxis would be delivered orally and microbicides
would be delivery topically. “To date, …topical products …have not proven effective” (Mastro
et al., 2008: 5). Seven human randomized, placebo controlled clinical trials of the safety and
efﬁcacy of oral ART pre-exposure are either ongoing or planning to start in 2009 (Mastro et
al., 2008). One study of daily use of pre-exposure ART in HIV-negative women did not ﬁnd an
association with clinical or laboratory adverse events (Peterson et al., 2007). The implications
for women of ART for prevention, including through “test and treat,” approaches, needs to
be considered carefully. For example, an increased push for HIV testing could have negative
implications for women. [See Chapter 6. HIV Testing and Counseling for Women and Chapter 9.
Safe Motherhood and Prevention of Vertical Transmission]

Prevention for All Women and Girls
The prevention strategies in this chapter are applicable for all women; however certain groups
of women and girls have particular prevention needs. Therefore, while this chapter presents
what works for generally for all women, the two following chapters (Chapter 4. Prevention for
Key Affected Populations and Chapter 5. Prevention for Young People) provide additional considerations and strategies for groups such as sex workers, female drug users, women and girls in
complex emergencies, young people, etc. The three chapters should be viewed together as a
whole to identify what works in prevention for women.
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3A. Prevention for Women: Male and Female Condom Use
The role of condom use in prevention of sexual transmission of HIV is clear. According to the
WHO and the U.S. National Institutes of Health, male condoms that are intact are essentially
impermeable to even the smallest sexually transmitted virus (UNAIDS, 2004). The effectiveness of male condoms has been shown to be between 80–95 percent, depending on how
correctly they are used (Weller and Davis-Beaty, 2007; Holmes, Levine and Weaver, 2004;
Hearst and Chen, 2004).
While the efﬁcacy of the female condom in preventing HIV transmission has yet to be
studied (IOM, 2001), mathematical modeling indicates that consistent use of female condoms,
even at lower rates of efﬁcacy, can play an important role in HIV prevention, especially for
women whose partners will not use male condoms (Musaba et al., 1998). The efﬁcacy of the
female condom in preventing HIV transmission may never be fully determined. “While all
evidence points to the effectiveness of female condoms to prevent HIV transmission and acquisition, it would be ethically impossible to test female condoms for HIV prevention: one cannot
conduct a trial and give participants only female condoms and female and male condoms
cannot be combined during the same sexual act. There is no possibility of doing a true gold
standard randomized controlled clinical trials for female condoms” (Gabelnick, 2007, cited
in CHANGE, 2008). Still, with laboratory and modeling studies indicating that the female
condom is likely as effective as the male condom, the female-controlled female condom is a
critical component to HIV prevention for women.

Consistent Condom Use Is Effective in Reducing HIV Transmission
Consistency is key. Women’s lifetime risk of infection decreases with the consistent use of
condoms. A microsimulation in Malawi found that if men always use male condoms with
women who are not their wives, women’s lifetime risk falls to 9 percent and that if both men
and women always use condoms with partners other than their spouses, women’s lifetime risk
of infection falls to 8 percent (Bracher et al., 2004). Findings from Rakai, Uganda, showed that
among 350 women who reported consistent male condom use, none became HIV-positive,
but annual HIV incidence was 4.6 percent among women who reported inconsistent condom
use (Kiddugavu et al., 2003). Conversely, many studies have shown that inconsistent condom
users are at higher risk of HIV transmission than those who never use condoms. This may
be because their behavior is riskier in other ways. Mathematical models suggest that a small
number of people who use male condoms consistently can have a greater impact on reducing
HIV transmission than a larger number who use them inconsistently (Hearst and Chen,
2004). Interventions promoting consistent condom use are therefore paramount in reducing
the incidence of HIV.
Variations in condom use across regions, countries and populations indicate that condom
promotion should address barriers (socio-cultural, legal and policy, economic and ﬁnancial
and structural barriers) faced by different groups of women such as youth, married women,
discordant couples, sex workers, and IDUs, among others (Drezin, Torres and Daly, 2007).
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Female Condoms Are the Only Female-Initiated HIV Prevention Method
The female condom is also woefully under-programmed in prevention programs. While attention is drawn to work on AIDS vaccines and microbicides, in fact, the female condom is the ﬁrst
HIV prevention technology developed since the beginning of the AIDS epidemic (Brown et al.,
2007). In fact, “twenty years into the HIV epidemic, female
condoms are the only currently available female initiated
method of HIV…prevention (Napierala et al., 2008: 121).”
Evidence shows that female condom use increases
“If you are not equipped,
the total number of protected sex acts (Vijayakumar et al.,
I have mine [female condom].”
2006) and reduces sexually transmitted infections (Hoke
—Ugandan woman
et al., 2007), reducing the risk of HIV acquisition and
(Green et al., 2001: 596)
transmission. An analysis of ﬁve randomized controlled
trials on effectiveness of the female condom found that the
female condom increased the number of protected sex acts
(Vijayakumar et al., 2006). A systematic review of 237 articles found that ten studies found
long-term use of the female condom, suggesting that the female condom reaches women less
likely to use other dual protection methods (Vijayakumar et al., 2006).

Increasing Consistent Condom Use in Regular Partnerships Is Key to Prevention
Promoting the use of condoms for high-risk sex is an effective approach to reducing HIV transmission, and studies indicate that interventions can achieve high rates of condom use in casual
and commercial sex (Bollinger et al., 2004). However, promoting condom use for high-risk sex
has contributed to the association of condom use with illicit sex (Feldman and Masophere,
2003), making it more difﬁcult for women to negotiate condom use with regular sexual partners. Condom use among married couples is universally low, and normalizing condom use
for all sex acts, including within marriage, is a challenge (Ali and Cleland, 2005; Hearst and
Chen, 2004). Despite substantial risk within many primary relationships, condom use is low
(Morrison et al., 2009: 265). [See also Chapter 11B. Strengthening the Enabling Environment:
Addressing Violence Against Women]
Consistent condom use remains largely uncommon among married couples and regular
partners. A review of published literature on patterns of incident infection, risk factors for HIV
infections, and rates of condom use used in regular partnerships found that a large proportion
of incident HIV infection in some settings is in regular partnerships. For example, several
epidemiological studies ﬁnd marriage to be the main risk factor for infections in women. An
analysis of 23 Demographic and Health Surveys (DHS) from low- and middle-income countries conducted between 1994 and 2000 found that in eight of the 23 countries, fewer than ﬁve
percent of women aged 15 to 49 used condoms to prevent STIs (Snelling et al., 2006). Married
women particularly ﬁnd it difﬁcult to discuss condom use with their husbands as doing so
touches on sensitive issues including ﬁdelity and trust (Smith, 2007; Maharaj and Cleland,
2004; Nyblade et al., 2003; and Chimbiri, 2007).
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Condom use can be increased among all groups, including youth, discordant couples
and sex workers. Promoting condoms to prevent STIs that may result in infertility may be
a promising way to make condom use more socially acceptable within long-term or married
relationships (Delvaux and Nöstlinger, 2007). In addition, promoting condoms for pregnancy prevention as
“It is always men who dictate
well as for HIV prevention can increase condom use. “For
when and how to use the condom.
women who do not currently desire pregnancy, the dual
We cannot really decide
method approach—combining condoms for HIV/sexually
on our own.”
transmitted disease (STD) prevention with longer-acting,
—HIV-positive woman, Uganda
more effective contraceptives for added protection against
(Kyomuhendo and Kiwanuka,
pregnancy—simultaneously prevents both heterosexual
2007: 6)
and perinatal HIV transmission” (Mark et al., 2007:1201).
However, increasing condom use among women ultimately
requires the cooperation of men (Foss et al., 2007), who
need to be persuaded to use male condoms or to support women’s use of female condoms.
Limited access to condoms and inadequate supplies of condoms are also a challenge to
prevention of sexual transmission of HIV (Haddock et al., 2008). In 2004, the Global HIV
Prevention Working Group noted that only 42 percent of people who wanted to use a condom
during sex could obtain one. Of the estimated 18 billion condoms needed in 2006, donors
provided just 2.3 billion (UNFPA, 2008 cited in Haddock et al., 2008). In addition, campaigns
which discredit condom use for HIV prevention can have negative impacts. For example, a
study in Russia using qualitative, quantitative and epidemiological data found an increase of
new HIV cases where a government media campaign stated that condoms were unreliable as
compared to other regions where campaigns promoted condom use. In the area that used the
slogan, “Condom protects but does not guarantee,” the numbers of new HIV cases was higher
(Alekseeva et al., 2008b).

Condom Distribution and Programming is Critical to HIV Prevention
Evidence from South Africa demonstrates that condoms distributed to the public are in fact
used in sex and not wasted. Public sector male condom distribution rose from six million in
1994 to 198 million in 1999 as part of the government’s condom promotion efforts for HIV/
AIDS prevention. The government is the largest distributor of condoms in South Africa, with
social marketing programs and commercial retailers together distributing an additional 10 to
20 million male condoms in 1997. A prospective study was undertaken during 1998–1999
at 12 representative public health facilities where a total of 384 participants and the 5,528
condoms they received were followed successfully. After ﬁve weeks, 43.7% of the condoms
had been used or broken in sex, 21.8% had been given away, 8.5% had been lost or discarded,
and 26% were still available for use. Those who had actively procured condoms (rather than
passively receiving them) had increased rates of use. After ﬁve weeks, less than 10% had been
wasted (Myer et al., 2001).
Expanding access to female condoms allows women greater control over protecting themselves and could even be preferred by some men as well. “Men may prefer using the female
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condom if it gives them more pleasure than does use of the male condom and some men may
prefer not being responsible for HIV protection” (Agha, 2001: 55). Programs must pay more
attention to increasing access to the female condom, along with education about proper use.
“As a currently available device that women might use to protect themselves against HIV, the
female condom stands alone” (Barbosa et al., 2007: 261).
Condom use is a critical component to HIV prevention (Cohen, 2002 cited in Feldblum et
al., 2003) and remains the best method of protection for women. Interventions that increase
condom availability and use are urgently needed to prevent HIV among women and girls.
Additional condom promotion interventions are needed to address barriers (socio-cultural,
legal and policy, economic and ﬁnancial, and structural) faced by different groups of women
such as youth, married women, discordant couples, sex workers, and women drug users,
among others.

What Works—Prevention for Women: Male and Female Condom Use
1. Consistent use of male condoms can reduce the chances of HIV acquisition by more

than 95%.
2. The ability of the female condom to prevent HIV transmission is likely similar to that

of the male condom.
Promising Strategies:
3. Expanding distribution of female condoms may increase female condom use, thus

increasing the number of protected sex acts and preventing HIV acquisition and
transmission.
4. Promoting the dual use of condoms as a contraceptive as well as for HIV prevention

may make use more acceptable and easier to negotiate.
5. Providing VCT along with condom negotiation skills may improve condom use by

married women.
6. Promoting acceptability of condom use by both women and men as the norm in sexual

intercourse, rather than just for use by sex workers and their clients, can decrease
national HIV prevalence rates.
7. Increasing couple communication about HIV risk can increase preventive behaviors,

including condom use.
8. Peer education for women can increase condom use.
9. Promoting pleasure in male and female condom use can increase the practice of safer

sex.
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EVIDENCE
1. Consistent use of male condoms can reduce the chances of HIV acquisition by more than
95% (IOM, NAS, 2001).
“Male latex condoms, when used consistently and correctly, are highly effective in
preventing sexual transmission of HIV” (Cochrane Collaborative Review Group on HIV
Infection and AIDS, 2004: 4). Conclusions were based on systematic reviews and metaanalysis of high methodological quality, which met pre-determined criteria of methodological rigor. Cochrane reviews are the “gold standard” of study synthesis. 60 reviews
met the criteria (Cochrane Collaborative Review Group on HIV Infection and AIDS,
2004). (Gray I) (condoms)
Information on condom usage and HIV serology was obtained from 25 published
studies of serodiscordant heterosexual couples in the United States, Europe, Haiti,
Brazil, Thailand, Zaire, Rwanda, and Zambia. Condom efﬁcacy was calculated from the
HIV transmission rates for always-users and never-users. For always-users, 12 cohort
samples yielded a consistent HIV incidence of .9 per 100 person years. For 11 cohort
samples of never-users, incidence was estimated at 6.8 per 100 person years for maleto-female transmission and 5.9 per 100 female-to-male transmissions. The condom’s
effectiveness at preventing HIV transmission is estimated to be 87% with consistent
use, but it may be as low as 60% or as high as 96%. Condom efﬁcacy for HIV reduction
is similar to, although perhaps lower than that for pregnancy, which is 97%. However,
the condom may be less efﬁcacious in preventing HIV transmission than in preventing
pregnancy for a number of reasons. Pregnancy results only from vaginal sex, but HIV
can be transmitted through vaginal, oral, and anal routes. In addition, conception can
only take place during a few days of a woman’s menstrual cycle, while HIV may be
transmitted at any time. (Davis and Weller, 1999). (Gray I) (condoms)
Low HIV prevalence in Brazil is due in part to the use of condoms in the ﬁrst sexual
encounter among the general population increasing from 4% to 55% between 1986 and
2003, according to Ministry of Health statistics (Gauri et al., 2007). HIV prevalence
rates have remained low in Brazil at 0.6% of the population between 2001 and 2007
(UNAIDS, 2008). (Gray V) (condom use, Brazil)
2. The ability of the female condom to prevent HIV transmission is likely similar to that of the
male condom.
Laboratory studies have shown that the female condom is impermeable to various STI
organisms, including HIV (PATH and UNFPA, 2006; Drew et al., 1990 cited in Hoke
et al., 2007). (Gray II) (female condoms)
Male and female condoms, when used consistently and correctly, are comparable in
effectiveness (Feldblum et al., 2001; Fontanet et al., 1998; French et al., 2003 cited in
Dias et al., 2006). (Gray II) (female condoms)
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Correct use of the female condom has been estimated to reduce the per-act probability
of HIV transmission by 97% (Trussell et al., 994 cited in Fernandez et al., 2006).
(Gray II) (female condoms)
Modeling exercises have estimated that perfect use of the female condom for one year
by a woman having sexual intercourse twice per week with an HIV-positive partner
can reduce her risk of acquiring HIV by more than 90% (PATH and UNFPA, 2005).
(Gray V) (female condoms)
“Studies of female condoms show that their…ability to prevent disease transmission
are similar to those of male condoms” (Nelson, 2007 in The Lancet). (Gray V) (female
condoms)

Promising Strategies:
3. Expanding distribution of female condoms may increase female condom use, thus increasing
the number of protected sex acts and preventing HIV acquisition and transmission.
A study in Brazil on the introduction of the female condom also showed that making
the female condom available increased the number of protected sex acts (Barbosa et al.,
2007). A 1998 to 1999 preparatory study at 20 sites in six cities in Brazil preceded a
national effort to introduce the female condom into public health services. The State and
Municipal Health Departments in each city signed an agreement to ensure female condom
availability at the end of the study. The twenty sites represented a range of different HIV
epidemics within Brazil. Professional teams generated educational and training materials to use in the clinics, with availability publicized in the media. The health workers
received a standardized 48-hour training program three times at each clinic. Following
an educational session, 2,832 women volunteered to use the female condom and report
their experiences. Of those seen ﬁfteen days later, 1,782 had used the female condom at
least once. Among those seen at the 90-day follow-up, 1,453 women had used female
condoms at least once, with 1,296 stating that they liked the female condom and wanted
to continue to use it, an acceptability rate of 54% (1,296 out of the original 2,342). Among
these 1,296 women, barrier use at last intercourse, either with a male or female condom,
increased from 33% at baseline to 70%. “The advent of the female condom substantially
raised the proportion of sexual intercourse acts that were protected... The reasons are...
not well understood, but may be due to the dialogue between partners stimulated by
introduction of the female condom...or couples may prefer to alternate the method of
protection …Access to an alternative to the male condom makes it possible to increase
women’s capacity to negotiate their protection from HIV and other STIs” (Barbosa et al.,
2007: 265). (Gray III) (female condoms, Brazil)
A study with sex workers in Kenya found that adding female condoms to a male condom
promotion and distribution peer education program for 151 sex workers over the course
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of a year led to small but signiﬁcant increases in consistent condom use with all sexual
partners (a declining mean number of unprotected coital acts with all partners from
1.7 before female condom introduction to 1.4 after), veriﬁed by a biological marker. Sex
workers also stated that they could secretly use the female condom (Thomsen et al.,
2006). (Gray III) (female condoms, sexual partners, Kenya)
A cost-effectiveness analysis assessed HIV infections averted annually and incremental
cost per HIV infection averted for country-wide distribution of the nitrile female condom
(FC2) among sexually active individuals, 15–49 years, with access to publicly distributed
condoms in Brazil and South Africa. In Brazil, expansion of FC2 distribution to 10%
of current male condom use would avert an estimated 604 HIV infections at 20,683
US dollars per infection averted. In South Africa, 9,577 infections could be averted, at
985 US dollars per infection averted. The estimated cost of treating one HIV-infected
individual is 21,970 US dollars in Brazil and 1,503 US dollars in South Africa, indicating
potential cost savings. The incremental cost of expanded distribution would be reduced
to 8,930 US dollars per infection averted in Brazil and 374 US dollars in South Africa
by acquiring FC2s through a global purchasing mechanism and increasing distribution threefold. Sensitivity analyses show model estimates to be most sensitive to the
estimated prevalence of sexually transmitted infections, total sexual activity, and fraction of FC2s properly used. Expanded distribution of FC2 in Brazil and South Africa
could avert substantial numbers of HIV infections at little or no net cost to donor or
government agencies. FC2 may be a useful and cost-effective supplement to the male
condom for preventing HIV (Dowdy et al., 2006). (Gray III) (female condoms, Brazil,
South Africa)
A 2007 study of 818 female sex workers in Madagascar for 18 months found that short
and medium term promotion of both male and female condoms increased the total
number of protected sex acts and reduced STI prevalence. “This trial provides moderate
but promising evidence of public health beneﬁts gained from adding the female
condom to male condom distribution” (Hoke et al., 2007: 465). Provision of female
condoms allows women to “substantially reduce risk of STI acquisition” (Hoke et al.,
2007: 465), as STI rates were signiﬁcantly lower in periods of both male and female
condom availability. Participants were tested for three different STIs (chlamydia, gonorrhea and trichomoniasis) every six months. Participants received condom promotion
and risk reduction counseling delivered by peer educators trained by the study. Sex
workers were counseled to use female condoms only when the male condom could not
be used. Both male and female condoms were available for the same price. Following
six months of male condom distribution, participants used protection in 78% of sex
acts; with the addition of the female condom, protected sex acts increased to 83% at
twelve months and 88% at 18 months. STI prevalence declined from a baseline of 52%
to 50% with male condoms only at 6 months. With the female condom added, STI
prevalence dropped to 41% at month 12 and 40% at month 18 (Hoke et al., 2007). (Gray
III) (female condoms, sex workers, STIs, Madagascar)
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A two month prospective study from 2000 to 2001 of male and female condom use
among sexually active women in Zimbabwe found that reported use of female condoms
increased from 1% to over 70% two months later. Women were given a thirty-minute
one-on-one counseling program about HIV and safer sex conducted by a trained counselor, with practice on how to insert the female condom and condom negotiation skills
and were give a one month supply of no cost male and female condoms. Women reported
more than 28% of sex acts were protected by female condoms. Women reported using
female condoms for both HIV prevention and for pregnancy prevention. Over 8% used
only the female condom to protect all sex acts, with 67% using the female condom for
at least a portion of sex acts. However, most of the women in the study used hormonal
contraception so that exclusive female condom use was lower (Napierala et al., 2008).
(Gray III) (female condoms, counseling, Zimbabwe)
4. Promoting the dual use of condoms as a contraceptive as well as for HIV prevention may
make use more acceptable and easier to negotiate.
A three-armed randomized controlled trial at a VCT clinic in Lusaka, Zambia with 251
couples found a threefold higher contraceptive initiation rate where family planning
education and offer of contraceptives where available on site rather than by referral to
an outside clinic. All couples receive a presentation on family planning methods and
the advantages of dual method use, along with a free, unlimited supply of condoms.
HIV discordant and concordant couples are advised to use condoms with every act of
intercourse, with this information given during initial post-test counseling and repeated
at each subsequent visit. Trained nurses help couples overcome barriers to condom
use. The control group was referred to the Lusaka Planned Parenthood Association of
Zambia for family planning methods, with all fees paid by the research project. Women
in the intervention group who desired Norplant or surgical sterilization were referred
to University Teaching Hospital, with transport and service fees paid. Self reported
condom use was assessed. Approximately half of the couples eventually wanted to have
children. Self reported condom use remained consistent at between 58 to 63% (Mark et
al., 2007). (Gray II) (HIV testing, family planning, contraception, condoms, Zambia)
A study of 372 sex workers in Ethiopia, of whom 73% were HIV-positive, found more
consistent and correct condom use when used primarily for pregnancy prevention
rather than for STI prevention. Sex workers who were using condoms for contraception
were compared with others, more likely to use condoms consistently (65% compared to
24% and less likely to be HIV-positive (55% compared to 86% (Aklilu et al., 2001). (Gray
III) (condoms, pregnancy, STIs, Ethiopia)
5. Providing VCT along with condom negotiation skills may improve condom use by married
women. [See also Chapter 6. HIV Testing and Counseling for Women]
A 2000–2001 study of 394 married women in Harare, Zimbabwe found that condom
use increased from 1% prior to the intervention to almost 50% after a half-hour one-onW H AT W O R K S F O R W O M E N A N D G I R L S
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one HIV education program by trained counselors that emphasized negotiation skills;
practice using male and female condoms; and education about HIV transmission, and
safer sex. VCT was offered. The intervention provided a booster session after one month
and results were collected after two months. Of the women (aged 17–47, mean age of
28), 60% suspected their husbands of having other sexual partners. Initial condom
usage was low: only one woman reported using condoms consistently and only 40
(10%) reported using condoms at last sex. After two months, consistent condom usage
had increased to 48.5% while 87% of women had used condoms during their last sexual
encounter. Overall, feelings of self-efﬁcacy increased: the proportion of women who felt
that they had control over condom usage increased from 47% to 72%, and the proportion who felt that they could refuse sex without a condom increased from 23% to 57%
(Callegari et al., 2008). (Gray III) (condom use, marriage, education, Zimbabwe)
6. Promoting acceptability of condom use by both women and men as the norm in sexual
intercourse, rather than just for use by sex workers and their clients, can decrease national
HIV prevalence rates, including for women.
In association with to a national multi-year campaign, HIV prevalence in Uganda fell
from 15% in 1991 to 5% in 2001. Among those who had had sex in the past four weeks,
the proportion of women using condoms increased from 0% in 1989 to 8% in 1995;
among men, it increased from 1% to 11%. Among unmarried women, the proportion
using the condom increased from 1% to 14% and among unmarried men, it rose from
2% to 22%. From 1995–2000, condom use increased from 5% to 25% among women
aged 15–17 and from 3% to 12% for women ages 18–19. Among sexually active men from
15 to 17, condom use rose from 16% in 1995 to 55% in 2000, and among those aged
18 and 19, it increased from 20% to 33%. Among unmarried sexually active women,
condom use increased from almost nothing to 37% by 2000. Condom use rose signiﬁcantly among unmarried sexually active men from 29% in 1995 to 57% in 2000 (Singh
et al., 2003a). (Gray III) (condoms, Uganda)
A qualitative study conducted from 2001 to 2003 in rural and urban Ethiopia, Tanzania,
and Zambia with structured text analysis of more than 650 interviews and 80 focus group
discussions and quantitative analysis of 400 survey respondents found that preventive
methods such as condom use are hampered when condom use was considered an indication of “HIV infection or immoral behaviors and are thus stigmatized” (Nyblade et al.,
2003: 2). In all three countries most respondents think that women are to be blamed for
acquiring HIV, particularly if this behavior is associated with “immoral sexual behavior.
“Gender-based power relationships also play a more direct role in the blame women
face,” (p. 26) as women’s transgressions tend to be more severely regarded than men’s
(Nyblade et al., 2003) (Gray III) (condoms, stigma, Ethiopia, Tanzania, Zambia)
A survey of 209 women affected by HIV/AIDS and in-depth interviews with 59 women
in Zimbabwe found that women perceived condoms for use only with sex workers. “...My
husband and I never used condoms. We thought they were only for prostitutes” (Feldman
and Masophere, 2003: 165). (Gray III) (condoms, marriage, sexual partners, Uganda)
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A study of trends from Demographic and Health Surveys in 1993 and 2001 in 18 countries in Sub-Saharan Africa shows condom promotion has increased condom use among
for single women: from 5% in 1993 to 19% in 2001. Preventing pregnancy is a major
motive for single women, suggesting that marketing campaigns positioning condoms
for pregnancy, rather than disease, prevention may be more successful. Condoms are
also beginning to permeate into marriage in East and Southern Africa (“occasional use”
reported in 10–21% of both husbands and wives in three national settings—Kenya, South
Africa and Uganda), suggesting that promoting condom use within marriage can save
lives by preventing HIV transmission within serodiscordant married couples (Cleland
et al., 2006a). (Gray V) (condoms, pregnancy, Kenya, South Africa, Uganda, Sub-Saharan
Africa)
7. Increasing couple communication about HIV risk can increase preventive behaviors,
including condom use.
A qualitative and quantitative study in three districts in rural Malawi that analyzed data
collected in 1998, 1999, and 2001 found that both informal and formal sources of information on HIV/AIDS were important factors inﬂuencing AIDS-related communication between spouses. 1,541 ever been married women ages 15–49 and 1,065 husbands
were surveyed in 1998, a randomly chosen sub-sample of the original cohort was interviewed in 1999, and a follow-up interview was conducted in 2001 among 80 men and
76 women. Study ﬁndings indicated that couples where both the husband and wife
had accessed accurate information about AIDS from sources such as health clinics and
social networks were signiﬁcantly more likely to have discussed risk of HIV infection
with their spouses. Greater levels of exposure and involvement with social programs
were signiﬁcantly associated with the likelihood of having discussed HIV with partners.
The size of the woman’s social network was a signiﬁcantly determinant in whether
or not HIV discussions among couples took place. Discussion between spouses about
HIV was more likely to have occurred when both spouses had reported being concerned
about infection. Women most often initiated discussion, in response to concern over
inﬁdelity. It is important to note that both women and men reported believing that
their fates were directly joined with those of their spouses: if one became HIV-positive
than the other would as well. Discussions related to HIV were usually initiated with
HIV/AIDS-related information discussed over the radio or in a health clinic. When
asked, however, if an individual could be satisﬁed with only one sexual partner, 40%
of men and 33% of women did not think it was possible. Lastly, while the importance
of ﬁdelity in marriage was discussed between couples, condoms were never presented
as an option for HIV prevention within marriage. In the one instance where a wife did
report discussing condoms with her husbands, she claimed to have advised him to use
condoms with his “other partners” (Zulu and Chepngeno, 2003). (Gray III) (communication, sexual partners, marriage, Malawi)
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A nationally representative survey of young women in South Africa found that those
who discussed condom use with their partners were more likely to use condoms for dual
protection, and to use them consistently (MacPhail et al., 2007). (Gray IV) (condoms,
South Africa)
A qualitative study conducted among 39 married couples in Uganda who reported
100 percent condom use in the last three months suggests that stable couples should
not be ignored in condom promotion campaigns—particularly those that promote the
dual protection nature of condoms. The study found that wives promoted condom use
among 22 of the 39 couples, in six cases use was initiated by the husband and among
the remaining couples there was disagreement as to which partner initiated discussions. Women were able to convince their partners to agree to consistent condom use
by being insistent and persuasive, refusing sex, or proposing condom use for family
planning or to safeguard their children from becoming orphans. Men reported agreeing
to condom use to please their wives, to protect their wives and children, to protect themselves, and to be able to maintain other partnerships (Williamson et al., 2006). (Gray
IV) (condoms, sexual partners, marriage, Uganda)
A study in three countries assessed the feasibility of a group-based couples intervention
to increase condom use in HIV-serodiscordant couples in India, Thailand and Uganda.
The intervention focused on communication, problem solving, and negotiation skills.
Forty-three couples enrolled in the intervention (15 in India, 14 in Thailand, and 14 in
Uganda) and 40 couples completed all study activities. Participants were interviewed at
baseline and at one- and three-months post- intervention. The intervention consisted
of two same sex sessions and two couples sessions with ‘homework’ to practice skills
between sessions. The same intervention modules were used at each site, tailored for
local appropriateness. Participants at each site were enthusiastic about the intervention,
citing information about HIV serodiscordancy and the opportunity to meet couples ‘like
us’ as important features. Participants reported increased comfort discussing sex and
condoms with their partner, although some participants remain concerned about situations when condoms might not be used (e.g. when drunk). At baseline, the majority
of Thai and Ugandan participants and one-third of Indian participants reported having
‘ever’ used a condom with their regular partner. The percent of sexual contacts with
condom use reportedly reached 100% at all sites by the ﬁrst follow up visit. Although
social acceptability bias cannot be ruled out, researchers note that participants also
reported that a primary beneﬁt of the intervention was condom information, including
demonstrations of correct condom use, and increased conﬁdence in their ability to
discuss and use condoms with their partner (Mcgrath et al., 2007). (Gray V) (condoms,
communication, India, Thailand, Uganda)
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8. Peer education for women can increase condom use.
A randomized study in 2007 and 2008 with 737 married women (353 in the peer education HIV intervention group; 384 in the control group) in rural North Anhui, China
found that peer education programs for married women increased condom use. The
percentage of married women who used condoms in the past three months rose from
4.5% to 21.5% in the intervention group, with no signiﬁcant increase in the control
group (Hong et al., 2009). (Gray III) (condoms, marriage, China)
9. Promoting pleasure in male and female condom use can increase the practice of safer sex.
A literature review found that integrating elements of pleasure and the erotic into HIV
prevention interventions could increase safer sexual practices and empower women to
negotiate safer sex. A meta-analysis (Scott-Sheldon and Johnson, 2006 cited in Knerr et
al., 2009) found 21 studies measuring effectiveness of sexual risk reduction interventions that integrated a safer sex eroticization component and found that where eroticization was incorporated, participants showed signiﬁcant risk reduction behavior in
condom use; communication with sexual partners and a decrease in the number of
sexual partners. The meta-analysis included studies with randomized control trials or
those that had a quasi-experimental design. Of the 21 studies, one took place in Brazil,
with the rest in North America and New Zealand. Erotic was deﬁned as tending to
arouse sexual desire or excitement. Literature from PubMed, Medline and IAC conferences was used from 2001 to 2007 for the review (Knerr et al., 2009). (Gray IV) (sex
behavior, Brazil, North America, New Zealand)
Public health outcomes may beneﬁt from adopting more positive views of safer sex.
Citing grey literature and personal accounts of programs in Cambodia, Namibia, South
Africa, Senegal, Zimbabwe, Sri Lanka, Mongolia, India and the UK, the Pleasure Project
contends that focusing on sexual pleasure—particularly eroticizing male and female
condoms to increase use—can play a key role in the prevention of STIs/HIV (Philpott
et al., 2006). (Gray V) (female condoms, sex behavior)
In the Dominican Republic, one male client of a sex worker stated: “Campaigns about
condoms are really bad because they say condoms are to prevent pregnancy or diseases
but that doesn’t motivate you to use condoms. What motivates you is information about
what a condom is and why you use it, how you can feel when using it.” (Garcia et al.,
2006: 59) (Gray V) (condoms, Dominican Republic)
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Gaps in Programming—Male and Female Condom Use
1. Condom promotion aimed at serodiscordant couples, particularly those in long-term,
stable relationships is needed.
2. Interventions are needed to increase condom access by women, especially in rural
areas.
3. Interventions are urgently needed to provide greater availability and access to female
condoms, along with education and training regarding their use as an alternative to
male-controlled male condoms.
4. Providers and VCT counselors need training on female condoms to promote use.

1. Condom promotion aimed at serodiscordant couples, particularly those in long-term, stable
relationships is needed. Studies found that counselors and serodiscordant couples did not
understand that the HIV-negative partner could acquire HIV, even after many years and
HIV-positive women reported that their husbands refused to use condoms.
Gap noted, for example, in ﬁve African countries (Desgrées-du-Loû and Orne-Gliemann,
2008); Uganda (Bunnell et al., 2005); Thailand (Yoddumnern-Attig et al., 2004).
2. Interventions are needed to increase condom access by women, especially in rural areas. A
study found fewer condom outlets and access in rural areas.
Gap noted, for example, in Kenya (Papo et al., 2008).
3. Interventions that are tailored to speciﬁc groups of women are urgently needed to provide
greater availability and access to female condoms, along with education and training
regarding their use as an additional option to male-controlled male condoms. Studies
found that women felt that they could avoid conﬂict and enhance their safe sex bargaining
power by using a female condom when their sexual partner refused to use a male condom.
Gap noted, for example, in Kenya (Brady et al., 2009); Brazil (Dias et al., 2006); South
Africa (Mqhayi et al., 2003 cited in Mantell et al., 2005); Uganda (Green et al., 2001);
generally (Hoffman et al., 2004; Green et al., 2001; Okunlola et al., 2006; Mathews and
Harrison, 2006).
4. Providers and VCT counselors need training on female condoms to promote use. Studies
found that providers and counselors need training in order to be able to promote female
condom use.
Gap noted, for example, in Kenya, (Mung’ala et al., 2006); South Africa, the US, and
Nigeria (Mantell et al., 2001).
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3B. Prevention for Women: Partner Reduction
Recent evidence links multiple, concurrent partnerships as strongly associated with HIV transmission (Epstein, 2007). “Concurrency can be deﬁned as having sexual relations with more
than one person within a speciﬁed period i.e., a new sexual relationship is initiated before the
preceding one has ended…irrespective of whether those relationships were spousal or nonspousal” (Sandøy et al., 2008: para 2). Focusing on concurrent or simultaneous partnerships
in an HIV prevention response is more important than focusing on all multiple partnerships,
as concurrency is more efﬁcient at raising HIV prevalence. Viral load and infectivity are higher
in the early, acute stage of infection, so recently infected individuals with concurrent partners
are more likely to transmit HIV to others than recently infected individuals that have one or no
partners (Pilcher et al., 2004; Morris and Kretzchmar, 1997 cited in Carter et al., 2007).

Multiple Partnerships Are Common and Place Women at Risk of HIV Acquisition
Concurrent sexual partners are a common practice in many parts of the world where the
epidemic has proliferated: A meta-analysis of 68 epidemiological studies from 1986 to 2006
with 17,000 HIV-positive people and 73,000 HIV-negative people found that women who
reported three or more sex partners had three times as much likelihood of HIV acquisition
versus women with up to two partners (Chen et al., 2007 cited in Vergidis et al., 2009). Studies
showing that concurrent sexual partners are common were also found for Zimbabwe (Kasprzyk
et al., 2008); Cameroon and Zimbabwe (Mishra and Assche, 2008); Botswana, with one of the
highest prevalence rates in the world Carter et al., 2007; UNAIDS, 2008); Mali (Levandowski
et al., 2008b); and South Africa (Mah, 2008).
When designing prevention interventions it is important to understand women’s various
partnership patterns. A woman may be married with only one sexual partner. Or a young
woman may be in a cross-generational sexual relationship, with an older male partner upon
whom she relies for school fees. [See Chapter 5. Prevention for Young People] A woman may also
have multiple partners to enable her to survive ﬁnancially. Women may work as sex workers,
an occupation that requires multiple sexual partners. [See Chapter 4. Prevention for Key Affected
Populations] Men may also have multiple partnerships, which may place women at risk for
HIV acquisition. In some societies, polygamy, where a man has multiple spouses, may place
women at risk of HIV acquisition. Other factors, such as gender norms, violence, and income,
may result in men having numerous sexual partners. [See Chapter 11. Strengthening the Enabling
Environment]

Married Women Are Still at Risk for HIV Acquisition
Marriage is often portrayed to women and girls as a haven from the risk of HIV infection. In
fact, the risk of HIV transmission between sexual partners is nonexistent when both partners
are uninfected at the time of marriage and subsequently engage in sexual activity exclusively
with each other. However, these conditions are often not met. In some countries, married
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women are at high risk of acquiring HIV (UNAIDS, 2006: 22; Hirsch et al., 2007; Hageman
et al., 2009; Ugonnet et al., 2002 cited in Matovu et al., 2007), particularly in generalized
epidemics. An estimated 55% to 92% of new heterosexually acquired HIV infections among
sexually active adults in urban Zambia and Rwanda occur
within serodiscordant martial/cohabitating relationships.
Couples interventions to reduce transmission in serodis“Two kinds of women run the
cordant relationships could have a large impact on the
greatest risk: the one who stays
epidemic (Dunkle et al., 2008).
home and trusts her husband and
It is critical that partners know their serostatus and practhe one who turns tricks.”
tice safe sex. Both married and unmarried women need
—Brazilian woman (Hebling and
basic knowledge of HIV and how to prevent transmission.
Guimaraes, 2004: 1213)
However, married women are often not reached by prevention messages because married women “were not considered part of the so-called risk groups. Prevention efforts
have been focused on pregnant women, sex workers, and IDUs. Therefore, the majority of
women received a message of false security that women who are married and monogamous
have no risk for acquiring HIV” (Ross Quiroga, 2006:1–2). Despite the fact that HIV transmission occurs within stable partnerships or marriage, a review of the literature on couples’
HIV prevention found that “couples-focused approaches to HIV prevention are still in an early
phase of development” (Burton et al., 2008: para 8).

Changing Gender Norms in Multiple Partnerships is Critical
Multiple partnerships is closely tied to gender norms of masculinity, where men are required to
have multiple sexual partnerships simultaneously, be unfaithful to their regular sexual partner
and buy sex as proof of their masculinity (Peacock et al., 2008). Many women are unaware
that their husbands or sexual partners may have other sexual partners. Married adolescent
girls are particularly vulnerable and are often more at risk of HIV infection than unmarried
sexually active girls. For example, a study analyzing Kenyan and Zambian data from 1997
and 1998 found that married adolescent girls living in urban areas had higher incidences of
HIV infection than unmarried sexually active girls in the same age group. “Although married
girls are less likely than single girls to have multiple partners, this protective behavior may be
outweighed by their greater exposure via unprotected sex with partners who have higher rates
of infection” (Clark, 2004: 149). In sub-Saharan Africa, both women and men may be the
HIV-positive partner. Additional risks are posed by polygyny, i.e. legal or customary marriage
with multiple wives, with low rates of condom use and unequal power relations (Bove and
Valeggia, 2009).

Reducing Concurrent Partnerships Can Reduce HIV Transmission
Reduction of concurrent partnerships has been shown to effectively reduce HIV transmission; “there are, however, few demonstrated replicable approaches to reducing multiple
sexual partnerships on a large scale” (Potts et al., 2008: 750). There is currently program64
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matic focus on partner reduction, yet this review identiﬁed few evaluations of interventions
intended to promote ﬁdelity, “be faithful,” or partner reduction, particularly among adult men.
Furthermore, “The needs of the married and cohabitating population have been neglected...
despite the fact that more than half of HIV infections in the severe epidemics of Southern and
East Africa are occurring in this group” (Delvaux and Nöstlinger, 2007: 56).
Interventions to reduce concurrent partnerships that are gender transformative are urgently
needed. Programs need to work with communities to address gender norms that put women
at risk through expectations of ﬁdelity, while encouraging multiple partnerships among men.
Programs that do not incorporate a gender perspective are precisely what have placed women
with only one sexual partner at risk for HIV acquisition. Increasing couple communication
is a promising strategy to begin addressing these risks and raise awareness that married
women are indeed at risk for acquiring HIV. A few areas regarding partner reduction still have
major gaps that need to be ﬁlled, including interventions that address the risks of polygamous
marriage (Sandøy et al., 2008), and the role of homophobia in leading men who have sex with
men to feel they must hide their sexuality through concurrent partnerships with women, thus
putting many at risk.

What Works—Prevention for Women: Partner Reduction
Promising Strategies:
1. Partner reduction, particularly concurrent partnerships, can be effective in reducing
transmission of HIV.

EVIDENCE
Promising Strategies:
1. Partner reduction, particularly concurrent partnerships, can be effective in reducing transmission of HIV.
Reduction in concurrent sexual partnerships may have contributed to the recently
observed decline in HIV prevalence in Zambia. While the proportion of women engaging
in concurrent partnerships was less than 2%, there was a signiﬁcant decline in concurrent partnerships for young urban men and older rural men. Men were 7 times more
likely than women to report several ongoing relationships in both 1998 and 2003 in
the young age group and 6 to 17 times more likely in the age group 25 to 49. Polygamy
was common among older rural men (12%). The percent of rural men aged 15 to 24
who reported concurrent sexual partners declined from 58% in 1998 to 3.5% in 2003;
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among urban male youth aged 15 to 24 from 7.1% in 1998 to 1.9% in 2003 and among
rural men aged 25 to 49 from 17.8% in 1998 to 11.9% in 2003. In addition, reported
condom use increased during the most recent sexual intercourse both with the spouse
and with the latest non-cohabitating partner increased from 1998 to 2003. An important predictor of concurrency was early sexual debut and early entry into marriage, as
well as absence from home. (Sandøy et al., 2008). (Gray III) (sexual partners, condom
use, Zambia)
A study from 2003 to 2007 of women and men presenting for VCT at a communitybased AIDS service organization in Moshi, Tanzania found that the number of partners was strongly associated with rates of HIV seropositivity for both men and women.
However, even women reporting lifetime monogamy had a high risk for HIV infection.
Of 6,549 clients, 3,067 were female, with 25% of the women and 10% of the men
HIV-positive. Among 1,244 monogamous females, 34% were HIV-positive. Among 423
monogamous males, 4% were HIV-positive. A monogamous female with a partner who
had other partners (as is the case for polygamy) or who did not know if the partner
had other partners was 36% more likely to be HIV-positive than an otherwise identical
female who reported no partners with other partners. The risk increased up to 45%
for women with ﬁve or more partners and 15% for men with ﬁve or more partners. In
a multivariate analysis, HIV seropositivity among monogamous women was associated with reporting a partner with other partners; among monogamous men, with age.
Women having more than one lifetime sexual partner reported fewer total partners,
with a median of three, as compared to a median of four among men (Landman et al.,
2008). (Gray III) (counseling, HIV testing, sexual partners, Tanzania)

Gaps in Programming—Partner Reduction
1. Interventions are urgently needed to reduce concurrent partnerships among all—and
particularly for both husbands and wives where perceived HIV risk is low and the
woman is subjected to gender norms of faithfulness while the man is subjected to
gender norms of having multiple sexual partners.
2. Interventions are needed to reduce homophobia, which may fuel MSM having
multiple partnerships that include women.

1. Interventions are urgently needed to reduce concurrent partnerships among all—and
particularly for both men and women where perceived HIV risk is low and the woman
is subjected to gender norms of faithfulness while the man is subjected to gender norms
of having multiple sexual partners. [See also Chapter 11A. Strengthening the Enabling
Environment: Transforming Gender Norms] Studies found that married women were at risk
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CHAPTER 3

PREVENTION FOR WOMEN

of HIV acquisition, but were either unaware of the risk or did not believe they were at risk.
Studies found that extra-relational sex on the part of the husband was common.
Gap noted, for example, in Ethiopia (Molla et al., 2008); India (Kumar, 2008; Chatterjee
and Hosain, 2006). Zimbabwe (Callegari et al., 2008; Feldman and Masophere, 2003);
Mexico (Hirsch et al., 2007; Pulerwitz et al., 2001); Kenya and Zambia (Glynn et al.,
2001; Glynn et al., 2003); Kenya and Zambia (Clark, 2004).
2. Interventions are needed to reduce homophobia, which may lead MSM to have partnerships with women. Studies found that homosexuality was heavily stigmatized and that
gender norms pressured MSM to marry and have families.
Gap noted, for example, in China (Zhou, 2006): and India (Hernandez et al., 2006).

3C. Prevention for Women: Male Circumcision
Male circumcision has now been shown in three randomized clinical trials to reduce the risk
of HIV acquisition for men by 50–60% (Auvert et al., 2005; Bailey et al., 2007; and Gray et
al., 2007). Male circumcision at birth as part of postnatal care could result, upon sexual initiation and for his lifetime, in a reduction in the risk of HIV acquisition and transmission. The
evidence for rolling out male circumcision is incontrovertible. However, given evidence that
male circumcision could potentially put women at an increased risk for HIV under certain
circumstances in the short term, how best to roll out programming through gender-equitable
approaches that do not increase short term HIV risks for women remains to be evaluated.
“The roll out of male circumcision presents [an ideal opportunity] to …provide interventions
to transform harmful gender attitudes and behavior as part of programming of the roll out of
male circumcision… (Greig et al., 2008: S37–8). “Outside the clinical trial setting, the effect
that the decreased perceived risk of HIV infection will have for circumcised men’s willingness (and women’s ability to negotiate) condoms requires close monitoring’ (Gruskin and
Ferguson, 2008a). Women will beneﬁt in the long run from male circumcision, as fewer of
their male sexual partners will be HIV-positive. Clear and consistent messages must emphasize that male circumcision is an additional prevention method for men, but that it does not
replace measures such as delay in the onset of sexual relations, avoidance of penetrative sex,
reduction in the number of sexual partners, and correct and consistent use of male or female
condoms.
With roll out of male circumcision, it is critical for men to wait until they are fully healed to
engage in sex since sex for an HIV-positive man prior to the wound fully healing increases the
risk of transmission to his female partner (Wawer et al., 2009). If a man refuses an HIV test,
is circumcised and thinks he is protected, then “his partner is in a worse position than before”
(Berer, 2008a: 172). “As sexual partners, women should not abandon negotiation of condom
use with circumcised men, and this will be greatly facilitated if everyone understands that with
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circumcision alone, men are not fully protected and their partners are not directly protected
from HIV infection” (Hankins, 2007: 65).
How can male circumcision be effectively introduced so that it complements and does
not detract from other prevention strategies? Will male circumcision affect women’s ability to
negotiate condom use? Will male circumcision confer any protection during anal sex? (AVAC,
2007) These questions will need to be addressed as male circumcision is rolled out. It is clear
that male circumcision is an important component for HIV prevention strategies, but the
extent to which it protects women is, while promising for the long term, unclear about women’s
risk in the short term. “From the standpoint of public health, the risks of circumcision, such
as procedure-related infection, must be weighed against the relative protection it offers against
HIV infection. As with any HIV prophylaxis strategy, it is also important to consider that false
security arising from use of a partially effective risk reduction strategy may, because of an
increase in the frequency of unsafe sexual practices, result in a paradoxical increase in HIV
transmission” (Cohen, 2007: S290).

What Works—Prevention for Women: Male Circumcision
Promising Strategies:
1. Male circumcision reduces HIV acquisition for men and may reduce transmission for
women.
2. Male circumcision at birth can reduce HIV incidence for both men and women when
circumcised boys become sexually active.

EVIDENCE
Promising Strategies:
1. Male circumcision reduces HIV acquisition for men and may reduce transmission for
women.
A randomized controlled study from 2002 to 2004 of 3,274 young, sexually active,
heterosexual men in South Africa found that with 18 months of follow-up, 60% fewer
men who had been circumcised acquired HIV as compared to men who had not been
circumcised. There were 20 men who acquired HIV among those who had been circumcised, an incidence rate of 0.85 per 100 person years and 49 men who acquired HIV
among men who had not been circumcised, an incidence rate of 2.1 per 100 person
years. Male circumcision was offered to the control group at the end of trial. At each of
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four visits, each participant was invited to a counseling session of 15 to 20 minutes delivered by a certiﬁed counselor about HIV. Condoms were provided. STIs were screened
and treatment. No deaths occurred due to circumcision. Circumcision was conducted
by general practitioners and resulted in a limited and reasonable number of adverse
events (Auvert et al., 2005). (Gray II) (male circumcision, condoms, South Africa)
A randomized controlled trial of 2,784 men aged 18 to 24 years in Kisumu, Kenya,
with a follow up of 24 months found that 22 men who were circumcised acquired HIV
compared to 47 men who had not been circumcised. The two-year HIV incidence was
2.1% in the circumcision group and 4.2% in the group of men who had not been circumcised. Circumcised men had a reduction in the risk of acquiring HIV of 53%. Adjusting
for non-adherence to treatment and excluding four men who tested HIV-positive prior
at enrollment in the study, the protective effect of circumcision was 60%. “Circumcision
will be most effective if it is not perceived as a stand-alone procedure, but as one component of a full suite of HIV prevention and reproductive health services, including HIV
testing and counseling, diagnosis and treatment of sexually transmitted infections,
condom promotion, [and] behavioral change counseling and promotion….” (Bailey et
al., 2007: 655). (Gray II) (male circumcision, Kenya)
A randomized trial in Rakai, Uganda with 4,996 uncircumcised HIV-negative men
aged 15 to 49 years of age found that HIV incidence over 24 months was .66 cases per
100 person years among men who were circumcised and 1.33 cases per 100 person
years among men who delayed circumcision for 24 months, with an estimated efﬁcacy
of 51%. (Gray et al., 2007). (Gray II) (male circumcision, Uganda)
2. Male circumcision at birth can reduce HIV incidence for both men and women when
circumcised boys become sexually active. [See Chapter 9C-1. Safe Motherhood and Prevention
of Vertical Transmission: Testing and Counseling]

Gaps in Programming—Male Circumcision
1. Programs must continue to promote protective behavior such as condom use in
addition to male circumcision.

1. Programs must continue to promote protective behavior such as condom use in addition to
male circumcision. Studies found that male circumcision is only partially effective, making
protective behavior such as partner reduction and condom use, in addition to circumcision, essential. Men who have been circumcised can still transmit HIV to women if they
are HIV-positive. Until healing is complete following circumcision, men are more likely to
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transmit HIV. Providing male circumcision only to HIV-negative men may discourage all
men from accessing male circumcision and women may falsely conclude that if a man is
circumcised, there is no risk of HIV acquisition.
Gap noted, for example, in Uganda (Wawer et al., 2009); Southern Africa (Andersson
et al., 2009); sub-Saharan Africa (Hallett et al., 2008a); Kenya (Agot et al., 2007); South
Africa (Taljaard et al., 2008); Uganda and Zimbabwe (Matovu et al., 2007).

3D. Prevention for Women: Treating Sexually
Transmitted Infections (STIs)
Worldwide, the burden of sexually transmitted infections in women is more than ﬁve times
that in men (Sciarra, 2009). The prevention and treatment of the other sexually transmitted
infections may also play a role in HIV prevention for women.
Multiple observational studies have found an association between STIs and HIV (Cohen,
2009). Modeling exercises suggest that increases in the HIV viral burden in the genital tract
can increase the efﬁciency of HIV transmission. STIs generally increase the concentration of
HIV-1 in the genital tract. Thus, treating STIs in HIV-infected men was suggested as a way
to reduce transmission to women. In addition, treating STIs in HIV-uninfected women was
hoped to decrease their susceptibility to acquiring HIV.
However, the evidence that treating STIs can reduce the spread of HIV to women has been
generally disappointing (Padian, 2010; Celum et al., 2010). A Cochrane review from 2004
noted: “There is limited evidence from randomized controlled trials for STI control as an effective HIV prevention strategy” (Sangani et al., 2004). The only study to have shown an impact
on HIV incidence from STI treatment has been the Mwanza trial in Tanzania. A combination
of improved STI treatment services was shown to reduce HIV incidence in an environment
characterized by an emerging HIV epidemic (low and slowly rising prevalence), where STI
treatment services are poor, and where STIs are highly prevalent (Grosskurth et al., 1995). The
other eight trials of STI treatment have shown no effect on HIV acquisition (Padian, 2010).
However, using STI services as a point of access to reach women at high risk of acquiring
HIV is important. These services “contribute to the achievement of universal access to HIV
prevention by promoting condom use, behavioral change and the empowerment of vulnerable
populations” (Chersich and Rees, 2008: S35). “Even if in the end it is found that STDs have
only a limited impact on HIV transmission, we cannot afford to miss the potentially costeffective chance of controlling HIV through their treatment. Additionally, STDs are important diseases, which by themselves cause major morbidity and reduced fertility, demanding
control” (Rottingen et al., 2001: 594).
[See also Chapter 8. Meeting the Sexual and Reproductive Health Needs of Women Living With
HIV for additional sexual and reproductive health interventions]
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What Works—Prevention for Women: Treating Sexually Transmitted Infections
1. STI counseling, diagnosis and treatment represent an important access point for women at
high risk of HIV, particularly in the earlier stages of the epidemic.

Promising Strategies:
2. Screening for and treating STIs on a continuous, accessible basis improves overall health
systems, and has been associated with reducing the risks of HIV acquisition in a setting with
high STI prevalence.

3. Providing VCT together with STI services can reach women at high risk for HIV.

EVIDENCE
1. STI counseling, diagnosis and treatment represent an important access point for women
at high risk of HIV. [See also Chapter 9C-1. Safe Motherhood and Prevention of Vertical
Transmission: Testing and Counseling]
A systematic review and meta-analysis of 1,064 reports between 1998 and 2000 found
that genital ulcerative disease appears to have a greater impact than nonulcerative
disease on the susceptibility to HIV. Men were more affected than women by the effects
of STIs Untreated concurrent STIs in an HIV-positive individual increases the rate
of progression towards AIDS. “A better and more quantitative understanding of the
interactions between HIV infection and classic STDs is needed ...Sexual behavior is the
common risk factor for contracting both HIV and STDs” (Rottingen et al., 2001: 592).
(Gray I) (STIs, genital ulcers)
A review of 2,101 articles in Medline and International Conferences on AIDS found
that both ulcerative and non-ulcerative STIs promote HIV transmission. Risk estimates
found in prospective studies from four continents ranged from two to over 23. “Owing
to the greater frequency of non-ulcerative STIs in many populations, these infections
may be more responsible for more HIV transmission than genital ulcers” (Fleming and
Wasserheit, 1999: 3). (Gray I) (STIs, genital ulcers)
A 2004 to 2006 cross-sectional survey study of female sex workers in India found that
of the 976 women who had symptoms of an STI, more than 78% sought medical treatment; behavior that was protective for both HIV and STIs. HIV infection was strongly
associated with lifetime and active syphilis (Mishra et al., 2009). (Gray III) (STIs, syphilis, India)
In a study where 109,500 samples were tested during a nine-month period from
patients in STI clinics in the US, Malawi and South Africa, 1 to 2 percent had acute HIV
W H AT W O R K S F O R W O M E N A N D G I R L S

71

infection, which greatly increases the risk for transmission of HIV (Cohen, 2006b).
(Gray III) (STIs, Malawi, South Africa, United States)
A retrospective study of 174 monogamous couples in Uganda in which one partner was
HIV-positive, found that higher viral load and genital ulceration are the main determinants of HIV transmission per coital act. Transmission probabilities increased from
.001 per act at viral loads of less than 1,700 copies/mL to .0023 per act at 38,500 copies/
mL or more and were .0041 with genital ulceration versus .0011 without (Gray et al.,
2001). (Gray III) (STIs, sexual partners, Uganda)
Ulcerative STIs, particularly chancroid, herpes simplex virus type 2 and syphilis are the
most important STI cofactors for HIV transmission. Control of curative genital ulcers—
chancroid and syphilis—is highly feasible and correlates well with stabilization of HIV
epidemics. Effective antibiotic treatment of gonorrheal or chlyamydial infection reduces
HIV viral load to normal levels. “Evidence supporting the role of STIs as HIV cofactors
is extensive and indisputable” (Steen et al., 2009: 862). (Gray V) (STIs, genital ulcers)
A study of 495 people living with HIV in South Africa, of whom more than 70% were
women, found that 59% had a validated STI symptom assessed by STI symptom algorithm (Maarschalk et al., 2008). (Gray V) (STIs, South Africa)
A retrospective medical review of 1,457 deliveries and 1,071 aborted pregnancies among
HIV-positive women in Russia from 2003 to 2005 found that 37% of postpartum and
21% of abortion clients had STIs. Approximately 20% of those with STIs did not receive
treatment for their STIs (Karpushkinal et al., 2008). (Gray V) (abortion, STIs, Russia)
The prevalence of genital shedding of herpes simplex virus (HSV)-2 and related risk
factors was evaluated in a prospective population of 355 women attending the Maternity
Joséphine Bongo, in Libreville, Gabon. Researchers found a high prevalence (66%) of
HSV-2 seropositivity, with a high proportion, 14%, of women harboring HSV-2 DNA
shedding in their genital secretions. HSV-2 genital shedding was positively associated
with previous episodes of genital blisters, current genital ulcer, current genital blister,
HIV seropositivity and HSV-2 seropositivity (Ozouaki et al., 2006). (Gray V) (herpes
simplex, Gabon)
Promising Strategies:
2. Screening for and treating STIs on a continuous, accessible basis improves overall health
systems, and has been associated with reducing the risks of HIV acquisition in a setting
with high STI prevalence.
A randomized trial was conducted over two years in rural Tanzania. STI treatment was
provided in the intervention communities to assess the impact on HIV transmission.
Strong evidence indicates that the STI intervention program had a substantial effect
on HIV incidence in this rural African population. Six communities received the inter72
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vention immediately following the baseline survey, while six comparison communities
received the intervention after the follow-up survey two years later. HIV incidence was
consistently lower in the intervention community than the comparison community in
all six matched pairs. After two years of the intervention, there were 48 seroconversions
(1.2%) in the intervention group and 82 (1.9%) in the comparison group. HIV incidence
was approximately 42% lower in the intervention group. Prevalence and incidence of
STIs was measured in a random cohort consisting of 1,000 adults in each community. STI services were based on syndromic algorithms recommended by WHO (WHO,
1991). The intervention program had ﬁve components: 1) Establishment of an STI
reference clinic and laboratory to monitor the effectiveness of treatment algorithms;
2) Existing staff from health centers received one week of classroom training and two
weeks of practical training at the STI clinic. Staff also were trained to provide patients
with health education and to offer free condoms; 3) A special delivery system of drugs
was established to supplement the national essential drugs program supplies; 4) Regular
supervisory visits by a program ofﬁcer were conducted to provide in-service training
and to check drug supplies and patient records; 5) Periodic visits by health educators to
villagers were conducted to provide information on STIs, inform villagers of available
treatment, and encourage prompt attendance for treatment of symptomatic STIs. Men
with a positive LED test and those reporting or found to have urethral discharge were
asked to provide a urethral swab. Urethral swabs were tested for Neisseria gonorrhea
by pram stain and for Chlamydia trachoatis by antigen capture immunoassay. HIV was
tested by ELISA assay. Positive samples received a second ELISA assay, and in case
of discrepant or indeterminate ELISA results, a western blot test. Serological tests for
syphilis were conducted using RPR and TPHA. Evaluation of the impact of the intervention on the prevalence of STIs was based on the seroprevalence of active syphilis and
on the prevalence of conﬁrmed urethritis, N gonorrhea and C traehomanis infection
in men. Surveys indicated that condom use did not increase nor did sexual behavior
change during the course of the intervention (Grosskurth et al., 1995). (Gray III) (STIs,
health facilities, treatment, Tanzania)
3. Providing VCT together with STI services can reach women at high risk for HIV. [See
Chapter 6. HIV Testing and Counseling for Women]

Gaps in Programming—Treating Sexually Transmitted Infections
1. Interventions are needed to screen and treat both male and female sexual partners for STIs.
2. While treatment of all STIs can improve everyone’s health and well-being, ulcerative STIs
have the most impact on HIV susceptibility and transmission. However, to date, regimens to
suppress genital herpes have not been effective in reducing HSV transmission.
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1. Interventions are needed to screen and treat both male and female sexual partners for STIs.
Studies found that efforts are needed to reach both men and women: if both partners were
not treated, women can get recurrent infections.
Gap noted, for example, in Uganda (Kacwamu, 2008); South Africa (Fox et al., 2007).
2. While treatment of all STIs can improve everyone’s health and well-being, further interventions are needed to screen and treat ulcerative STIs, which have the most impact on
HIV susceptibility and transmission. Studies have found however, that, to date, regimens to suppress genital herpes and other STIs have not been effective in reducing HSV
transmission.
Gap noted, for example, in Uganda and Zimbabwe (Van der Pol et al., 2008); Tanzania
(Watson-Jones et al., 2008, Riedner et al., 2006); India (Reynolds et al., 2006b); generally (Klausner, 2009).
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Chapter 4.

Prevention for Key Affected
Populations

A.
B.
C.
D.
E.
F.
G.

Female Sex Workers
Women Drug Users and Female Partners of Male IDUs
Women Prisoners and Female Partners of Male Prisoners
Women and Girls in Complex Emergencies
Migrant Women and Female Partners of Male Migrants
Transgender Women and Men
Women Who Have Sex with Women (WSW)

Some women are particularly at risk of HIV acquisition due to their occupational exposures,
their behavior or that of their sexual partner(s), their sexual identity and/or their sexual orientation. These women live in particularly challenging situations. These groups of women—sex
workers, injecting drug users (IDUs) or female partners of IDUs, transgender people, migrant
women and female partners of male migrants, women prisoners and female partners of male
prisoners, women and girls in complex emergencies and women who have sex with women—
have speciﬁc needs in prevention and are often marginalized within their societies. It is key to
addressing the needs of women and girls to acknowledge the speciﬁc needs of these marginalized groups of women.
While public health epidemiology can clarify which groups in which countries are the most
at risk of HIV acquisition, an understanding is needed of the ﬂuidity between some groups.
For example, sex workers are rarely considered as the focus of PMTCT programs, despite
abundant evidence that sex workers get pregnant and have children. In some parts of the
world, substantial overlap occurs between sex work and drug use: an estimated 20–50% of
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female injecting drug users in Eastern Europe and 10–25% of female IDUs in Central Asia are
involved in sex work (Rhodes et al., 2002 cited in Pinkham et al., 2008). In many places, HIV
prevalence among IDU sex workers is higher than it is among either non-sex worker IDUs or
non-IDU sex workers (Pinkham and Malinowska-Sempruch, 2008. Further, in many countries, prison is a common experience for IDUs (Du Cros and Kamarulzaman, 2006). While
the numbers of women who have sex with women (WSW), particularly those who are at risk of
HIV acquisition, are small, WSW have been ignored and are therefore included here.
The prevention needs of the groups of women listed below and the overlap between them
must be considered for HIV prevention planning to be maximally effective. These groups are
discussed in more depth in sections A through G of this chapter.

4A. Prevention for Key Affected Populations:
Female Sex Workers
Sex workers, whose work involves sex with multiple partners, are a key group of women
who need access to HIV prevention and services, most notably programs that enhance sex
workers’ ability to use condoms. Pisani (2008) makes the case that sex workers should be
receiving much more attention in programming to promote condom use. Among sex workers,
the median reported rate of condom use with their most
recent client in 2008 was 86% in 56 low- and middleincome countries (UNAIDS, 2009e). While some progress
“The strategy to end demand
has been made in providing HIV services for sex workers,
for sex work has not worked
much more remains to be done. Astoundingly, in 40% of
anywhere so far.”
countries with a generalized epidemic, no services for sex
(Sengupta and Tandon, 2008).
workers were available in 2007 and worldwide less than
50% of sex workers have access to VCT and to condoms
that could save them from acquiring HIV in the course of their occupation (UNGASS, 2008
cited in Bertozzi et al., 2008).

Sex Workers Are a Diverse Population
Unprotected sex with multiple partners ultimately puts sex workers at risk of HIV, and human
rights violations and lack of safe and supportive working conditions renders sex workers particularly vulnerable to HIV infection. The diversity of sex work means that interventions need to
be adapted to meet the needs of women in different settings. The sex work industry includes
a broad range of workers operating in various locations including those who are street-based,
brothel-based, those who work as escorts and those who work from their own homes. Some
women exchange sex for cash or goods but do not see themselves as sex workers (Hawken et al.,
2002). Women are sometimes trafﬁcked into sex work. There is currently debate about how to
assess whether a woman is trafﬁcked or whether she is a sex worker (Vance, 2010; Bien-Aime,
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2010). Transgender men and women also work as sex workers and are at particularly high risk
for HIV acquisition. Fifty-ﬁve independent studies from 19 countries (countries not speciﬁed)
of 2,233 transgender women sex workers found a 33% HIV prevalence rate (Friedman et al.,
2008). [See also 4F. Transgender Women and Men]

Criminalization of Sex Work Hinders HIV Prevention
“Sex work is currently a criminal offense in most southern African countries, as indeed it is in
most of the world…and much of the vulnerability of sex workers to HIV in southern Africa stem
directly from the criminalization of their work” (Richter et al., 2010: 1 and 2). Simply decriminalizing sex work would not eliminate HIV; however, when “sensibly applied, legislative processes
can be a most powerful public health ally. Equally, harmful law may obstruct and hinder public
health” (Richter et al., 2010: 1 and 2). For example, criminalization of sex work as practiced in
many parts of the world makes access to health services difﬁcult. Sex workers in some studies
state that the reason they do not access services is fear of arrest. Criminalization means that sex
workers are less able to negotiate condom use and are more subject to violence from clients.
They also may have difﬁculty accessing both legal remedies and PEP in cases of rape. [See
Chapter 11B. Strengthening the Enabling Environment: Addressing Violence Against Women]
“The illegal status of sex work creates conditions in which exploitation and abuse can thrive”
(Gould and Fick, 2008: 55). As one South African sex worker stated, “ There is nothing you can
do if someone is violent with you. …you can’t go to the police…” (Gould and Fick, 2008: 49).
A survey of 118 sex workers in South Africa found that 12% had been raped by police ofﬁcers
and 28% reported that policemen asked them for sex in exchange for release from custody
(Gould and Fick, 2008). Participatory action research with sex workers and outreach workers
from 13 sex worker projects in Central and Eastern Europe and Central Asia found that of 238
male, female and transgender sex workers from 12 countries more than 45% reported physical
abuse by police and more than 41% reported sexual abuse, in addition to reports of forced HIV
testing. Police increase risks by conﬁscating condoms as evidence of sex work (Crago et al.,
2008). A study conducted by sex workers and academics interviewing 164 sex workers in Cape
Town, South Africa found that “sex workers would rather have their work treated as a legitimate job with the legal protection that comes with that” (Gould and Fick, 2008: 7).
In New Zealand, which has explicitly decriminalized sex work and adopted a human rights
and public health framework, sex workers report being able to negotiate safe sex and report
abuse to the police (New Zealand Government, 2008 cited in Richter et al., 2010).

Condom Use in Sex Work is Critical to Prevent Infection but Implementation of 100%
Condom Use Policies Can Violate Human Rights
While Thailand is renowned for its 100% condom use policy that had a large impact on the
HIV epidemic in that country (Hanenberg et al., 1994), subsequent evidence, for example
from Cambodia (Lowe, 2002), suggest that policies and programs that denigrate the rights of
sex workers tend not to be successful. While 100% condom use policies may have increased
condom use, they have also been shown to be coercive to female sex workers, rather than
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protective. In an analysis of 100% condom use policies (CUP), CASAM found that “while
not all aspects of 100% CUP are negative, there exists a need to re-center HIV programming
targeting sex workers within the framework of a rights-based and justice-based sex worker
empowerment model” (CASAM, 2008: 2). A sex worker women’s group in Mongolia reported
that violence by both clients and intimate partners were signiﬁcant barriers to condom use
when a 100% CUP was implemented (Jamts, 2008). Also, because 100% CUP programs
tend to target sex workers rather than their male clients, these programs have not necessarily
affected condom use in regular (non-transactional) partnerships.
Yet, programs that facilitate increased condom use among sex workers during commercial
sex, as well as during sex with regular partners are critical—from both public health and human
rights perspectives. Condom negotiation skills are essential skills for sex workers. A study in
South Africa found that “sex workers identify demands for unprotected sex as one of their
most signiﬁcant problems” (Gould and Fick, 2008: 52). Sex workers reported a high proportion of clients seek unprotected sex. As one sex worker put it: “We haven’t really got problems
with the clients here, except with the ones we call ‘condom
missions’, because it’s a real mission to get them to use the
condoms. You would be surprised how ignorant they are.
“The problem is not sex
You actually have to educate them about condoms… you say
—it is lack of condoms.”
to them you have a wife and family to worry about” (Gould
(Reynaga, 2008)
and Fick, 2008: 74). Most cases of violence were triggered
by the refusal of the sex worker to comply with a demand
for unprotected sex, with a third of street-based sex workers reporting being raped by a client.
They did not expect any help from the police (Gould and Fick, 2008).
Female sex workers do adopt safer sex behavior after educational interventions, and many
programs have succeeded in encouraging sex workers to negotiate condom use with clients.
A systematic review of published evidence from 1998 to 2006 on condom use found that
ﬁfteen of the 19 studies of condom use in commercial sex reported signiﬁcantly increased
levels of condom use (Foss et al., 2007). However, programs need to support sex workers to
use condoms with regular clients as well as in their personal relationships as they are less
likely to use condoms with their husbands, boyfriends and partners. Sex workers need access
to condoms and appropriate water-based lubricants (Arnott and Crago, 2009).

Protecting Human Rights and Empowering Sex Workers are Vital
Programs that take a human rights and empowerment approach, such as the Sonagachi Project
and Sagram in India, have been shown to create better working conditions and be the most
effective to reduce HIV acquisition among sex workers and (Pillai et al., 2008; Gooptu and
Bandyopadhyay, 2007). Sex workers themselves have led some of the most effective, evidencebased responses (Reynaga, 2008). Evidence suggests that empowering sex workers with
agency is important both for the health of the sex worker herself and for effective HIV prevention programs. In contrast, punitive and mandatory measures—such as when governments
have imposed compulsory HIV testing of sex workers, a measure that does not respect their
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conﬁdentiality—violate human rights standards. “The strategy to end demand for sex work
has not worked anywhere so far,” pushing sex workers “…beyond the reach of HIV prevention,
health and treatment programs” (Sengupta and Tandon, 2008). A review of sex worker incarceration in China found that HIV prevention and treatment programs are “scarce” for detained
sex workers (Tucker and Ren, 2008: 34). In the Sonagachi sex worker collective, sex workers
have determined the priorities, and designed and implemented the programs. Condom use
between 1999 and 2007 has increased from 2% to 85% and HIV prevalence has stabilized
at around 5% (Ray, 2008), while other sex workers in India have much higher rates of HIV
prevalence.
Interventions that improve HIV knowledge and protective behaviors, particularly condom
use, as well as those that respect human rights are the key to successfully preventing HIV
among sex workers. A review of the evidence highlights several strategies that have proven
effective in doing this.

What Works—Prevention for Key Affected Populations: Female Sex Workers
1. Comprehensive prevention programs that include components such as peer
education, medical services, and support groups, can be effective in enabling sex
workers to adopt safer sex practices.
2. Clinic-based interventions with outreach workers can be effective in increasing
condom use among sex workers.
3. Policies that involve sex workers, brothel owners and clients in development and
implementation of condom use can increase condom use.
4. Providing accessible, routine, high quality, voluntary and confidential STI clinical
services that include condom promotion can be successful in reducing HIV risk
among sex workers.
5. Peer education can increase protective behaviors.
6. Interventions targeting male clients can increase condom use and thus reduce HIV
risk for sex workers.
Promising Strategies:
7. Creating a sense of community and empowerment among sex workers can help
support effective HIV prevention.
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EVIDENCE
1. Comprehensive prevention programs that include components such as peer education,
medical services, and support groups, can be effective in enabling sex workers to adopt
safer sex practices.
A 2002 cross-sectional study randomly selected 1,512 female sex workers from two
regions in southern and northern Karnataka, India and evaluated the impact of sex
worker collectives on condom use and HIV/STI knowledge. NGO-operated female
sex worker collective programs are often managed by older sex workers and not only
provide members with condoms and STIs/HIV education, but also offer literacy
training, medical care, and legal support for sex workers. The study found that the
collectivization of female sex workers was correlated with better HIV knowledge and
increased condom use. Female sex workers who were either members of collectives or
had been in touch with peer educators “have knowledge that condom use can prevent
[infections] and HIV,” (Halli et al., 2006: 742). Multiple logistic regression analysis
found that collectivized sex workers had almost 16 times the odds of regularly using
condoms with clients, reporting using condoms with clients 97% of the time. The study
also found that condom usage and HIV/STI increased incrementally, in proportion to
greater involvement with collectives, suggesting “in the southern Indian context, collectivization does add incrementally to the effect of peer education in reducing STI/HIV/
AIDS-related risk behavior” (Halli et al., 2006: 747). (Gray II) (sex workers, peer education, condom use, India)
A study of sex workers in Côte d’Ivoire found that increased national HIV/AIDS prevention campaigns have yielded signiﬁcant increases in condom use and declines in prevalence of HIV and other STIs. Outcomes showed consistent condom use increased
among sex workers from baseline measurements of 20% to 78% between 1992 and
1998, while reported condom use with most recent clients also increased from 63%
to 91%. HIV infection rates decreased among female sex workers from 89% to 32%;
for gonorrhea from 33% to 11%; for genital ulcers from 21% to 4%; for trichomoniasis
from 26% to 11%; and for syphilis from 21% to 2%. However, infection from chlamydia
increased from 5% to 7%. Due to sharp increases in demand, the clinic doubled its size
by the end of the study in 1998. In response to intensiﬁed media and social marketing
programs initiated by the Ministry of Health, Clinique de Conﬁance, a conﬁdential
STD/HIV clinic, began inviting sex workers and their stable partners to attend peer
education programs for instruction on disease transmission and prevention in 1992.
Sex workers were also encouraged to access a wide range of free services including
the distribution of condoms (both male and female) and lubricating gels, gynecological
examinations, general physicals and STD/HIV diagnosis, counseling, and treatment.
The study reviewed multi-year cross-sectional studies conducted among users of the
clinic and biannual community-based surveys between 1991 and 1997 in order to determine HIV/STD prevalence and socio-demographic trends among sex workers. Although
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there were major socio-demographic changes observed in this population that may have
contributed to the decline of the diseases being monitored, “the increase in condom use
and the decline in prevalence of HIV infection and other STDs may well have resulted
from the prevention campaign for female sex workers, and such campaigns should
therefore be continued, strengthened, and expanded” (Ghys et al., 2002: 251). (Gray III)
(sex workers, condoms, STIs, peer educators, social marketing, sexual partners, Côte d’Ivoire)
The Sonagachi project in India which provided free access to STI treatment, condoms
and peer education was successfully replicated, including community organizing and
advocacy; peer education; condom social marketing and establishment of a small clinic.
Sex workers were randomly selected in 2 small urban communities in northeastern
India. One hundred sex workers participated in each community, with an 85% retention rate. Overall condom use increased signiﬁcantly in the intervention community
to 39% as compared to 11% in the control community. The proportion of consistent
condom users increased 25% in the intervention community compared with a 16%
decrease in the control community (Basu et al., 2004). (Gray III) Providers initiated
awareness and an offer of services at sex work sites through sex worker peer education,
mobile VCT camps and community level task forces. Services include VCT; initiating
antiretroviral therapy with escorting to follow-up at government clinics; treatment for
opportunistic infections and TB; nutritional support; and support for a network of positive women. VCT rates between 2004 and 2005 increased almost nine times to a total
of 2,578 with all who received counseling taking the HIV test. Barriers to HIV prevention and treatment were a belief that testing positive was a death sentence; lack of treatment literacy; and stigma by health provider (Saha, 2006). (Gray III) The community
empowerment model implemented in Sonagachi since 1992 has increased consistent
condom use to 85% and HIV prevalence among sex workers has remained stable below
10%. Sonagachi has established high rates of partner notiﬁcation through cohabitating
partners acting as male peers for mobilizing clients for STI screening and promotion
of safe sex; evening clinic hours for clients;. Partner treatment has increased from 40%
in 2002 to 46% in 2007 at 13 STI clinics (Jana et al., 2008). (Abstract) Starting in 1992
and with sex workers in control of the project since 1999, the project has grown from 12
peer educator sex workers reaching 3,500 sex workers to 450 peer educators reaching
45,000 sex workers. Condom use between 1999 and 2007 has increased from 2% to
85% and HIV prevalence has stabilized at around 5% (Ray, 2008). (Abstract) (Gray III
based on Basu et al., 2004 and Saha, 2006) (sex workers, community organizing, condom
use, peer education, India)
A study of two communities in China using data from behavioral surveillance in 2003,
2004 and 2005 found that while baseline data in 2003 of the two communities was not
signiﬁcantly different, the county which had comprehensive HIV prevention interventions for female sex workers had signiﬁcantly higher prevalence of condom use with
clients and regular sex partners, higher HIV related knowledge and increased uptake of
VCT and HIV services by 2005. The HIV prevention intervention consisted of a prevenW H AT W O R K S F O R W O M E N A N D G I R L S
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tion committee with high government support, an outreach team, VCT sites, a needle
exchange center, a methadone maintenance clinic, STI clinics, support groups, trained
peer educators and social marketing of condoms. More than 150 sex workers were
interviewed in each community in 2003, 2004, and 2005. By 2005, sex workers in the
intervention community were seven times more likely to have appropriate responses
for questions on HIV, more sex workers in the intervention community perceived
themselves at risk for acquiring HIV and at least twice as likely to report condom use
with clients and sex worker partners. HIV knowledge was signiﬁcantly associated with
condom use. While over 75% sex workers in the intervention community reported
accessing VCT, less than 10% of sex workers from the community with no intervention
reported accessing VCT (Lau et al., 2007a). (Gray III) (sex workers, condom use, HIV
testing, China)
An HIV prevention program developed a training program to enhance self-esteem,
communication and leadership among sex workers in Karnakata, south India. Following
the intervention, STI service utilization increased from 75 clinic visits per month in
2005 to over 900 clinic visits in 2007 (Lakkappa et al., 2008). (Abstract) (sex workers,
STIs, India)
A project with 700 female sex workers and MSM in India where beneﬁciaries such
as sex workers manage all HIV program interventions—outreach, condom promotion
and linkages with government health services resulted in 20% increase in condom use
(Varada and Selva, 2008). (Abstract) (sex workers, MSM, condom use, India)
2. Clinic-based interventions with outreach workers can be effective in increasing condom
use among sex workers.
A study of 924 female sex workers from 2004 to 2008 in Mexico’s border cities found
that one 30-minute intervention based on principles of behavior change led to an
increase in protected sex acts and a 40% decrease in STIs over a six month period
when compared to a group that received standard presentation of prevention messages
for VCT. Local health workers in the intervention group discussed with women how to
negotiate safer sex, barriers to using protection, negotiation of condom use and ways
to improve social support (Patterson et al., 2008). (Gray III) (sex workers, community
outreach, sex behavior, condom use, HIV testing, STIs, Mexico)
A prospective, community-based, pre/post, intervention trial set in entertainment
establishments (karaoke bars, massage parlors, dance halls, beauty parlors) where sex
workers operate at sites in ﬁve provinces of China (Anhui, Beijing, Fujian, Guangxi and
Xinjiang) showed increased condom use and decreased STI prevalence after setting up
a Women’s Health Clinic near participants’ places of work at each site. The participants
were all sex workers working in targeted entertainment establishments. Clinic-based
outreach activities, including awareness-raising, condom promotion, and sexual health
care, were developed and delivered to sex workers. Cross-sectional surveys at baseline
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and post-intervention were used to evaluate changes in condom use with the last three
clients, and the prevalence of chlamydia and gonorrhea. In total, 907 sex workers were
surveyed at baseline and 782 at 12 months post-intervention. Outreach teams made 2552
visits to the target entertainment establishments, approached 13,785 female sex workers,
and distributed 33,575 copies of education material and 5102 packets of condoms. The
rate of condom use with the most recent three clients increased from 55.2% at baseline
to 67.5% at 12 months evaluation. The prevalence of gonorrhea fell from 26% at baseline to 4% after intervention, and that of chlamydia fell from about 41 to 26% (Rou et
al., 2007). (Gray III) (sex workers, community outreach, condom use, STIs, China)
In a prospective, community-based, pre/post-intervention trial of thirty establishments
in Chengjiang, thirty-four in Ruili and twenty-three in Longchuan, China, outreach
workers visited the establishments to conduct intervention activities over six weeks. The
study participants were female sex workers. Intervention activities included lectures,
discussion, video and audiocassettes, and distribution of educational folders and
condoms. Pre- and post-intervention cross-sectional surveys assessed changes in STI/
AIDS knowledge and condom use. After the intervention, knowledge of the three HIV
transmission routes increased from 25 to 88%, knowledge that condoms can reduce the
risk of STI/HIV infection increased from 56 to 94%. Condom use at last sex and in the
last three sexual encounters increased from 61 to 85% and from 41 to 70%, respectively.
Multivariate analyses indicated that the intervention was an independent factor for
these changes. The intervention program was effective at increasing HIV/AIDS knowledge and condom use rates among sex workers in the community (Wu et al., 2007b).
(Gray III) (sex workers, community outreach, condoms, risk reduction, STIs, China)
3. Policies that involve sex workers, brothel owners and clients in development and implementation of condom use can increase reported condom use.1
A pre- and post-test study that compared condom use and policies in 68 sex establishments in two cities in the Dominican Republic from 1999 to 2000 with 200 female sex
workers age 18 or older found that interventions that combined community solidarity
with government policy were the most effective in increasing condom use rates. The
study was approved by and involved the sex worker union of the Dominican Republic,
MODEMU. The two environmental-structural interventions compared in the study
included a community-based approach implemented in sex establishments in one city,
and a combined community-based approach with government policy and regulations in
another. Three interventions were implemented in both cities. First, a solidarity and

1

Implementation of policies varies in practice. Recent documentation with 100% condom use policies, for
example in Cambodia (Lowe, 2002), suggest that some aspects of 100% condom use policies, such as mandatory STI and HIV testing, can be disempowering to sex workers and violate human rights. Some have suggested
that the Kerrigan 2004 and 2006 studies, along with the Pisey, 2008 study should not be instituted for this
reason.
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collective commitment approach that involved sex workers, managers, owners, deejays,
and other establishment employees in workshops and meetings in order to strengthen
relationships and collective commitment for condom use. Second, environmental cues,
such as 100% condom posters and stickers and glass bowls with condoms, as well as
other awareness-raising activities. Third, conﬁdential clinical services for sex workers
(who were required by law at the time of the study to attend monthly STI checks),
that included training for health workers and Ministry of Health inspectors on ethical
procedures and HIV, among other things, and the establishment of sex worker peer
educator pre- and post-test counseling. Use of condoms and adherence to the program
was measured against ﬁve study elements: visibility of condoms in the establishment,
stocks of at least 100 condoms, attendance of sex workers at monthly STI checks, and
lack of positive STI diagnoses among sex workers (no individual STI results were
shared with establishment owners. In Puerto Plata only, a regional government policy
was established that required condom use between sex workers and their clients that
was communicated to all participating sex establishment owners in the city. It was also
communicated to owners in both cities that they had the ultimate responsibility for
condom use, not the sex workers that worked for them. NGO staff and regional public
health ofﬁcials met with establishment owners on a quarterly basis in both cities to
assess adherence. In both cities, intensiﬁed education was provided by the NGO to
establishments that were lagging and award certiﬁcates were given to those that showed
adherence with the strategy. In Puerta Plata, establishment owners were subject to
graduated sanctions, such as notiﬁcations, ﬁnes, and closing, for lack of adherence.
(Kerrigan et al., 2004: 2). Data collected showed that consistent condom use with new
clients signiﬁcantly increased in Santo Domingo, from 75% to 94%. In Puerta Plata, the
rate increased from 96% to 98%. Signiﬁcant overall declines in the STI rates of both
approach sites were observed. Furthermore, an association was found between higher
rates of consistent condom use and higher levels of exposure to the workshops. Lastly,
levels of compliance with the policies was found to be signiﬁcantly higher in the Puerta
Plata site which implemented government sanctions for non-compliance in addition to
the community approach. In Puerta Plata, the rate of consistent condom use by regular
and nonpaying partners rose signiﬁcantly, from 13% to over 28%. Sex workers in Puerta
Plata reported a signiﬁcantly increased ability to reject unsafe sex, from 50% to 79%.
In Puerta Plata, there was a signiﬁcant decrease from over 28% to less than 17% of one
or more STIs (Kerrigan et al., 2006; Kerrigan et al., 2004). (Gray III) (condom use, sex
workers, Dominican Republic) [See footnote]
A study of 310 sex workers in China found that among sex workers who perceived
support for condom use from “my boss” was correlated with higher rates of condom
use. Sex workers with access to condoms and who agreed with the statement, “If I
refuse to serve a customer who does not want to use a condom, my boss will support
me” and whose manager encourages health check-ups reported more condom use. Sex
workers who reported this support were 1.7 times more likely to report overall consis-
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tent condom use and 1.5 times more likely to report consistent condom use in the last
three sexual acts (Hong et al., 2008). (Gray IV) (sex workers, condom use, China)
A 100% condom use program implemented in Banteay Meanchey Province, Cambodia
where authorities met weekly with brothel owners concerning noncompliance decreased
HIV seroprevalence among sex workers from 51% in 1999 to 16% in 2007. Among
sex workers STI prevalence based on laboratory diagnosis declined from 90% in 2001
to 7% in 2008. Peer educators counseled sex workers on negotiating condom use.
Authorities also met with brothel owners to discuss ways to support sex workers when
clients refused condom use (Pisey, 2008). (Abstract) (sex workers, STIs, peer education,
condom use, Cambodia) [See footnote]
4. Providing routine, high quality, voluntary and conﬁdential STI clinical services that include
condom promotion can be successful in reducing HIV risk among sex workers.
A study in Guangxi, China evaluated the efﬁcacy of cultural adaptation of a voluntary
counseling and testing (VCT) intervention, in increasing condom use and decreasing
rates of sexually transmitted infections (STIs) among a group of female sex workers.
This intervention is modeled after the “state-of-the-science” VCT program that was
developed and evaluated by the Center for Disease Control and Prevention’s Project
RESPECT. The Project RESPECT two–session VCT program was adapted with ﬁve
major modiﬁcations by the investigation team in response to the social and cultural
context of female sex workers in China. Four hundred female sex workers were assigned
to either an intervention group receiving the VCT intervention or a control group
receiving standard of care STI testing and treatment. Data were collected at baseline and
6 months post intervention. Outcome measures included HIV/STI related knowledge
and perceptions, condom use, and history of STIs. Five common STIs were screened
and tested through clinical examination and laboratory testing to serve as biomarkers.
After controlling for potential confounders and baseline differences, the VCT intervention group was signiﬁcantly higher than the control group in HIV/STI related knowledge and consistent condom use with clients at 6 months follow-up. In addition, the
intervention group had a signiﬁcantly lower infection rate of STIs than the control
group at follow-up. This quasi-experimental trial provides evidence that the brief VCT
intervention, through appropriate cultural adaptation, can be efﬁcacious in increasing
condom use and reducing STI infection rate among female sex workers in China (Li et
al., 2006). (Gray III) (sex workers, counseling, HIV testing, condom use, STIs, China)
A resurvey of 172 HIV-negative female sex workers one year after 2002 in Kenya found
that condom use had increased and STI prevalence had decreased. From 1998 to 2002
monthly antibiotics to prevent STI and HIV transmission were provided along with
regular counseling, condoms, screening and treatment. Quarterly community meetings for sex workers in the individual villages, as well as a larger meeting including all
villages in the area to address sex worker risk reduction issues as a community were
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ongoing after the study (Ngugi et al., 2007). (Gray V) (sex workers, condom use, counseling, community outreach, STIs, HIV testing, Kenya)
An onsite clinic to provide sex workers with quality of care at a brothel in Johannesburg,
South Africa found that condom use may have increased. Qualitative interviews showed
that information sessions by nurses positively affected condom use. Through nurse
counseling, sex workers understood: “Even if he promises you more money [this]
cannot buy your life” (p. 461). Data were drawn from 12 focus groups and ten in-depth
interviews with sex workers. Prior to the establishment of the on-site clinic, most sex
workers reported not using public health services due to abusive provider attitudes to
sex workers, lack of appropriate drugs and long lines. The onsite clinic provided treatment for STIs, education and condoms. Over a 15-month period, 1,243 women were
screened and treated at least once for STIs. Sex workers incurred no travel costs to
access the clinic. Sex workers reported that the clinic staff created an atmosphere of
honesty and respectful treatment: “Everything is done through agreement…everything
is explained” (p. 460). (Stadler and Delany, 2006). (Gray V) (condom use, sex workers,
STIs, South Africa)
5. Peer education can increase condom use and HIV testing.
A meta-analysis of 34 articles, 16 from Sub-Saharan Africa, 16 from East and Central
Asia and 2 from Latin America, of which 12 studies focused on sex workers, found that
peer education was signiﬁcantly associated with increased condom use (Medley et al.,
2008b; Medley et al., 2009). (Gray I) (sex workers, peer education, condom use, Africa, East
Asia, Central Asia, Latin America)
Peer education in Nigeria by sex workers resulted in increased condom use from 76.6%
at baseline to 87.6% in 2004. Follow-up two years later in 2006 found condom use still
at 86.4% (Ankomah et al., 2008). (Abstract) (peer education, sex workers, condom use,
Nigeria)
A peer outreach program for sex workers in Myanmar, along with drop-in centers
and clinics, resulted in 4,000 sex workers accessing VCT (Win and Rahman, 2008).
(Abstract) (peer education, sex workers, counseling, HIV testing, Myanmar)
6. Interventions targeting male clients can increase condom use and thus reduce HIV risk for
sex workers.
A study in Senegal found that a peer-mediated education and condom distribution
program targeting male clients of sex workers was successful in increasing AIDSrelated knowledge and consistent condom use. Twenty transport workers were elected
by co-workers to attend a two-day training seminar to acquire general information on
HIV/AIDS/STIs that included topics of transmission, symptoms, and preventative
measures as well as condom negotiation and peer communication techniques. At the
end of training peer educators were expected to provide basic HIV/AIDS information
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to their peers, distribute condoms and printed materials, and serve as a link to STD
clinic staff. Weekly discussion groups for the educators were also held to review the
training material. Baseline and follow-up surveys and interviews were conducted over
a two-year period among 260 matched pairs of transport workers to determine the
impact of the intervention. Forty-ﬁve sex workers were also administered pre- and postintervention surveys concerning client behavior. Although AIDS-related knowledge was
determined to be high at baseline, with 95% of the transport workers reporting at least
some awareness concerning HIV/AIDS transmission and other related issues, a signiﬁcant increase to 100% was observed in the follow-up interviews. Consistent condom use
with regular, nonmarital partners increased from 49.4% to 90.4% and men reporting
having ever used a condom increased from 30.4% to 53.5%. Sex worker survey results
showed that the number of clients “always” agreeing to use a condom increased signiﬁcantly from 2.2% to 42.2% and the proportion of clients offering more money for sex
without a condom decreased signiﬁcantly from 82.2% to 46./7%. Lastly, although the
majority of sex workers reported being the supplier of condoms during sexual encounters, 29.6% of the men who had received a condom from a peer educator were carrying
a condom at the time of the follow-up interview. Commercial sex work has been legal
in Senegal since 1970 (Leonard et al., 2000). (Gray III) (sex workers, peer education,
condoms, Senegal)
An intervention in India that reached one million male clients of sex workers a month
increased consistent condom use from 62% in May 2006 to 81% in May 2007. The
intervention involved pre-tested single message focus by PSI integrated into street
theater and interpersonal communications every three months, based on bi-annual
quantitative studies. Recall of PSI’s activities was correlated with increased in consistent
condom use (Hess and Vachani, 2008). (Abstract) (mass media, sex workers, condom use,
India)
A program by PSI in India targeting four million clients of sex workers in 100 high
prevalence towns that increased access and demand to condoms resulted in consistent
male condom use increasing from 63% in 2006 to 81% one year later. Areas meeting
condom access standards increased from 40% in 2005 to 73% two years later (Vachani
and Krishnan, 2008). (Abstract) (sex workers, condom use, India)

Promising Strategies:
7. Creating a sense of community, empowerment and leadership among sex workers can help
support effective HIV prevention.
Empowerment for sex workers in India through Sonagachi has evolved from 1992
when staff of an NGO approached sex workers to currently, where sex workers have
formed their own autonomous organization, Durbar, with 65,000 sex workers in the
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state of West Bengal. Review of Durbar’s work as based on 22 focus group discussions
with sex workers, with 5 to 25 sex workers in each focus group. In depth interviews were
conducted with 10 key sex worker leaders and eight non sex worker staff of Durbar.
Feedback was provided by Durbar following a dissemination workshop. A focus group
discussion was held with brothel keepers and police and government ofﬁcials were interviewed as well. Interviews were also held with non-Durbar sex workers. Sex workers
and non-sex workers staff were given an equal status within the organization, with
each having different expertise, with sex workers assuming key responsibilities within
Durbar and in representing Durbar. Literacy classes which questioned social norms
and used critical thinking were added to health projects, providing skills in discussion
and debate. Durbar has assumed direct responsibility for running the health projects
for sex workers as of 1999.Durbar was formed in 1993 by a group of sex workers who
came together as peer educators through the NGO. Members of Durbar have successfully organized against maltreatment from brothels and pimps, against violence by the
police and others, against forcible AIDS surveillance and against eviction of sex workers
from brothels and red light areas, achieving greater power for sex workers in the sex
trade. Durbar has a savings and credit cooperative. Prior to the formation of Durbar,
sex workers reported a lack of control over their own lives and a sense of powerlessness. Durbar claimed prostitution as legitimate work, viewing it as “a legitimate and
necessary occupation within the context of a wider economy, which offers the poor very
few viable livelihood options,” (p. 256) harming no one. Now that Durbar is a collective, police, government ofﬁcial and politicians “behave civilly with them now and meet
with them…to discuss and solve problems…. “ (p. 257). Durbar has given sex workers
a sense of their rights, so that Durbar now claims legal recognition and enforcement
of their rights by the Indian government. In addition to establishing health services to
meet sex worker needs for HIV/AIDS prevention, treatment and care, Durbar has set
up services for counseling and treatment for the general population, particularly the
poor. Durbar has also intervened on behalf of underage girls and those brought forcibly
to the sex trade. Durbar has raised funds for ﬂood victims, presenting themselves as
“socially responsible citizens with a conscience and a sense of duty toward the vulnerable “ rather than “weak needing rescue” (p. 265). (Gooptu and Banyopadhyay, 2007).
(Gray V) (sex workers, community organizing, violence, peer education, India)
SANGRAM in India began in 1992 with peer education and condom distribution, but
evolved to create a sense of collective solidarity. SANGRAM has been incorporated into
the policy process of the state of Mahararashtra. Through SANGRAM, a collective of
women sex workers was formed—VAMP. VAMP has grown from 150 women in 1995
to 5,000 members as of 2008. VAMP by exercising civil rights, ended police raids and
has also gained the right of no cost condoms from the state government. Condom distribution by peer sex workers has increased from 6,000 to 8,000. VAMP member support
members who are HIV-positive (Pillai et al., 2008). (Gray V) (sex workers, condoms, peer
education, India)
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Gaps in Programming—Female Sex Workers
1. Health care provider training is needed to increase confidentiality and decrease
discrimination against sex workers seeking health services.
2. Interventions are needed to provide sex workers with greater control and access
over money and resources, which can have a positive impact on HIV-related risk
reduction.
3. Changing laws and policies, ending police violence, workshops and other mechanisms
are needed to protect sex workers from violence and rape.
4. HIV and AIDS programmes are disrupted during raids and other policing measures.

1. Health care provider training is needed to increase conﬁdentiality and decrease discrimination against sex workers seeking health services. Studies found that signiﬁcant proportions
of female and transgender sex workers did not visit health facilities because of lack of conﬁdentiality, discrimination, and lack of counseling when accessing HIV testing.
Gap noted, for example, in Nepal (Ghimire, 2008); India (Saha et al., 2008a); Vietnam
(Ngo et al., 2007) and Botswana, Namibia and South Africa (Arnott and Crago, 2009).
2. Interventions are needed to provide sex workers with greater control and access over money
and resources, which can have a positive impact on HIV-related risk reduction. Studies
found that if sex workers had access to resources under their control, women were more
likely to negotiate condom use.
Gap noted, for example, in Dominican Republic (Ashburn et al., 2007); Nigeria (Oyefara,
2007); South Africa, Namibia and Botswana (Arnott and Crago, 2009).
3. Changing laws and policies, ending police violence, workshops and other mechanisms are
needed to protect sex workers from violence and rape. Studies found sex workers experienced high rates of violence and rape from clients and police, and that fear of arrest was a
barrier to accessing health services.
Gap noted, for example, in Botswana, Namibia and South Africa (Arnott and Crago,
2009); South Africa (Gould and Fick, 2008); Serbia (Simic and Rhodes, 2009);
Thailand (Ratinthorn et al., 2009); India (Gurnani et al., 2008); Nigeria (Ezire et al.,
2008); Central and Eastern Europe and Central Asia (Crago et al., 2008); Kenya (Okal et
al., 2008, Federation of Women Lawyers FIDA Kenya, 2008); China (Choi et al., 2008);
and in Russia (Aral et al., 2003 cited in Stachowiak and Peryshkina, 2007).
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4. HIV and AIDS programmes are disrupted during raids and other policing mechanisms.
Studies found that HIV prevention efforts are disrupted during raids and that carrying
condoms is used to prosecute sex workers.
Gap noted in a meta-analysis of articles and reports of sex workers from 10 countries on
four continents (Ditmore, 2008); and China (Lau et al., 2007a).

4B. Prevention for Key Affected Populations: Women
Drug Users and Female Partners of Male IDUs
“It has been known since
the early 1990s that HIV among
IDU can be effectively [and]
safely…controlled by the early
and vigorous implementation
of a comprehensive package
of strategies known as ‘harm
reduction.’ This package consists
of education, needle syringe
programmes, drug treatment
and the community development
of drug users…No country that
has started harm reduction has
ever regretted doing so and then
terminated their programmes”
(Wodak and McLeod, 2008:
S81; S83; S88).

Approximately 16 million people in 148 countries are
injecting drug users (IDUs). The largest numbers are in
China, the United States and Russia, with HIV prevalence
among IDUs at 12% in China, 16% in the United States and
37% in Russia. Worldwide, about three million people who
are IDUs are also HIV-positive (Mathers et al., 2008).
Though precise data on women who are injecting drug
users are rarely available, women are estimated to represent
about 20% of drug users in Eastern Europe, Central Asia and
Latin America, 17–40% in various provinces of China and
10% in some Asian countries (UNODC, 2004; UNODC,
2005 cited in Pinkham and Malinowska-Sempruch, 2008;
Ralon et al., 2008).

Female IDUs Risk Acquiring HIV from Needle
Sharing and Unsafe Sex

There are two major sets of HIV-related risk behavior associated with IDUs: needle sharing, especially borrowing used
and contaminated needles from someone else (one of the
most direct transmission pathways of HIV transmission),
and unsafe sex (Choi et al., 2006). Yet country progress reports for UNGASS found that only
30 out of 145 low- and middle-income countries reported on HIV knowledge and behavior,
condom use, HIV testing, safe injecting practices or access to prevention services for IDUs.
Median coverage of IDUs with any type of prevention and care services was only 24% and
three quarters of countries had prevention services for less than half of the IDUs (Degenhardt
et al., 2008).
Despite the limited research on female IDUs and HIV-related behavior, there is evidence
that the high HIV risk in female IDUs is associated both with injecting and sexual risk taking
(Burrows, 2004). A study of 2,512 male and 672 female IDUs surveyed in 10 sites in developing countries found that females were more likely to engage in risk behaviors in the context
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of a sexual relationship with a primary partner (Cleland et al., 2007) and that women are more
likely than men to borrow or share injection equipment, particularly with their sexual partners. Women are also more likely to be injected by a friend or partner, which increases risk
(Pinkham et al., 2008). There is also greater HIV risk in the overlap between injecting drug
use and sex work. Studies in South America, Tanzania, China and Vietnam have found that sex
workers who are injecting drug users are at higher risk of acquiring HIV than sex workers who
are not injecting drug users (Bautista et al., 2006; Nguyen et al., 2008a; Azim et al., 2006;
Ross et al., 2008; Galvez-Buccollini et al., 2009; Lau et al., 2007b).

Women Face Greater Stigma and Lesser Access to Harm Reduction Programs Than Men
Although they are at high risk of HIV acquisition, female IDUs in every country have lesser
access to services than male IDUs. “Harm reduction seeks to reduce the spread of HIV associated with injection drug use through outreach, education in safer practices, needle and
syringe exchange programs, access to counseling and drug treatment, and non-judgmental
approaches…Harm reduction programs are supported by an extensive body of evidence to
show that they are cost-effective, can reduce HIV and other blood-borne pathogen transmission and can serve as effective bridges to drug treatment and health care” (Des Jarlais and
Friedman, 1998 cited in Gauri et al., 2007: 314). Women lack access to harm reduction and
other health services because of even greater stigmatization than male injecting drug users as
well as women IDUs’ fear of losing custody of their children (Malinowska-Sempruch, 2002).
Increasing women drug users’ access to needed services, including drug treatment, harm
reduction programs, and sexual and reproductive health care services, is crucial. Women IDUs
also need legal services to reduce police and health service abuse, to access services and to
gain custody of children (OSI, 2008). Achieving this goal requires policies that encourage
women to seek drug treatment and harm reduction rather than punishing or stigmatizing
them for drug use during pregnancy or motherhood; increasing availability of opioid substitution therapy; incorporation of sexual and reproductive health and other women’s services
into harm re-education programs; ﬂexible, low-threshold services that are more convenient for
women with children; and links between harm re-education, drug treatment, women’s shelters, and violence prevention services” (Pinkham and Malinowska-Sempruch, 2007: 3).

Harm Reduction Programs Can be Scaled Up
It is critical to ensure that governments, donors, and service providers are aware of the HIV
risk for female IDUs; that HIV prevention, treatment, and care interventions take account of
the needs of female drug users; and that female IDUs participate in policy and program development. There are effective evidenced-based interventions that reduce HIV risk for female
IDUs and some of them are being brought to scale (see example on China, Sullivan and Wu,
2007 in this section). However, many harm reduction programs remain at a pilot stage for
years, due to a lack of political will to bring them to scale (IHRD, OSI, 2008). It is time for
successful programs to be scaled up in order to more effectively reduce HIV prevalence, particularly among IDUs.
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What Works—Prevention for Key Affected Populations: Women Drug Users and Female
Partners of Male IDUs
1. Opioid substitution therapy, particularly maintenance programs with methadone
and buprenorphine, leads to reduction in HIV risk behavior among male and female
IDUs, and is safe and effective for use by pregnant women.
2. Comprehensive harm reduction programs, including needle exchange programs,
condom distribution, substitution therapy and outreach, can reduce HIV risk
behaviors and prevalence among male and female IDUs.
3. Peer education can increase protective behaviors among IDUs.
4. Instituting harm reduction programs for IDUs in prisons can reduce HIV prevalence
in female prison populations.
Promising Strategies:
5. Sex-segregated group sessions for IDUs can result in increased condom use and safe
injection behaviors.
6. Women’s clubs along with peer education and condom distribution can reduce HIV
prevalence among women who are sexual partners of male IDUs.
7. Nonjudgmental targeted counseling for IDUs can reduce HIV risk behaviors.
8. Increased access to voluntary HIV counseling and testing to learn one’s serostatus
may reduce needle sharing and other HIV risk behaviors.
9. Programming to prevent initiation of injecting drug use shows promise in reducing
the number of IDUs and associated HIV risk behaviors.

EVIDENCE
1. Opioid substitution therapy, particularly maintenance programs with methadone and
buprenorphine, leads to reduction in HIV risk behavior among male and female IDUs,
and is safe and effective for use by pregnant women (Metzger and Navaline, 2003; Demaan
et al., 2002; Metzger et al., 2003; Ball et al., 1988 cited in Strathdee et al., 2006).
A double-blind, double-dummy placebo-controlled randomized controlled trial in
Malaysia of 126 detoxiﬁed heroin-dependent patients were randomly assigned to 24
weeks of manual-guided drug counseling and maintenance either with naltrexone (43
IDUs); buprenorphine (44 IDUs); or placebo. Buprenorphine was signiﬁcantly associated with greater time to ﬁrst heroin use and maximum consecutive abstinent days
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than were naltrexone or placebo. HIV risk behaviors were signiﬁcantly reduced from
baseline across all three treatments due to counseling. No sex disaggregated data was
provided. Prior to randomization, all patients completed a 14-day detoxiﬁcation protocol
in a residential setting, during which they were given buprenorphine and naltrexone,
along with medication as needed for withdrawal symptoms. Nurses received four days
of training and provided individual counseling sessions of 45 minutes (Schoettenfeld et
al., 2008). (Gray I) (drug use, drug treatment, IDU, Malaysia)
A Cochrane review with 33 studies involving 10,400 participants found that “studies
consistently show that oral substitution treatment for opiod-dependent injecting drug
users with methadone or buprenorphine is associated with statistically signiﬁcant
reductions in illicit opiod use, injecting drug use and sharing of injecting equipment.
It is also associated with reductions in the proportion of injecting drug users reporting
multiple sex partners or exchanges of sex for drugs or money” (Gowing et al., 2008:
2). These reductions in risk behaviors related to drug use result in lower rates of HIV
(Gowan et al., 2008). (Gray III). A sufﬁciently high dose of methadone (more than 60
mg per day is required and programs need to allow for sufﬁciently long treatment duration i.e. at least more than six months if concomitant drug use is to be reduced (Jurgens
et al., 2009b). (Gray III) (drug use, drug treatment, opiods, sexual partners, IDU)
A 2009 review of international implementation of opiod substitution found that opiod
substitution treatment is the most effective treatment available for heroin dependence,
resulting in reduced heroin use, HIV transmission and mortality (Larney and Dolan,
2009). (Gray III) (opoids, drug treatment)
A retrospective review in the United States of 81 mothers who received methadone and
their 81 offspring found that a higher dose (mean of 132 mg compared to the lower
mean of 62 mg) had a positive effect on maternal drug use with no increased risk of
neonatal abstinence symptoms (McCarthy et al., 2005). (Gray III) (drug treatment, pregnancy, United States)
A review of literature on methadone use for pregnant addicts in the United States,
Europe, and Australia from 1995 to 2000 found that it is key to provide a sufﬁcient methadone dose to pregnant women so as to reduce illicit drug supplementation (Beusekom
and Iguchi, 2006). (Gray IV) (drug treatment, pregnancy, United States, Europe, Australia)
A methadone maintenance therapy resulted in decreased HIV prevalence in an IDU
population in Iran from March 2003 to March 2007 from 3.39% to 2.99%, based
on annual sero-surveillance data from 400 sentinel surveillance sites, using samples
collected from about 100 sites each year, with 25% of samples collected from IDU criminals. Methadone maintenance coverage increased from 300 to 8,048 prisoners during
this time (Yasaghi et al., 2008). No sex disaggregated data was given, but according to
the UK Prison Center, 3.7% of Iranian prisoners are women. According to UNDOC,
9.4% of the more than 1,200,000 IDUs in Iran are women. (Gray III) (drug use, drug
treatment, prisoners, IDU, Iran)
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Evidence from prospective cohort and case control studies show that continuous maintenance treatment, such as methadone, is associated with protection against HIV seroconversion (Moses et al., 1994; Serpellini and Carrieeri, 1994 cited in IOM, 2007).
(Gray III) (drug treatment)
2. Comprehensive harm reduction programs, including needle exchange programs, condom
distribution, substitution therapy and outreach, can reduce HIV risk behaviors and prevalence among male and female IDUs.
A review of the international evidence on needle exchange programs found that needle
exchange programs reduce HIV infection among IDUs. Studies were mostly based in
the US, Canada and Europe, but included studies from Nepal and Russia. A review of
ten studies that evaluated HIV seroconversion or seropositivity as outcomes found the
needle exchange programs were protective in six studies; had no effect in two studies
and were negatively associated in two studies. “There is compelling evidence that
increasing the availability, accessibility, and both the awareness of the imperative to
avoid HIV and utilization of sterile injecting equipment by IDUs reduces HIV infection substantially… There is no convincing evidence of any major unintended negative
consequences” (Wodak and Cooney, 2006: 802). (Gray I). (drug use, needle exchange,
IDUs, United States, Canada, Europe, Nepal, Russia)
A two-armed, prospective, community-randomized trial in China that provided access
to clean needles over a nine-month period resulted in needle sharing dropping significantly in the intervention community. Four counties and townships in Gungxi and
Guandong provinces were randomized to intervention and control in each province.
The intervention effect was assessed on 443 IDUs in the intervention area and 382 in
the area of no intervention at the start of the project and 415 IDUs in the intervention
area and 407 in the area of no intervention at the end of the project. Of these, only 47
women received the intervention and only 32 women were in the control group that
received the intervention at the end of the project. The intervention consisted of health
education sessions between health workers and IDUS, peer education and dispensing
and recall of needles, with increased access to safe needles. While needle sharing behaviors among IDUs were similar in the intervention and nonintervention areas (68.4%
compared to 67.8%), needle sharing dropped signiﬁcantly to 35.3% after a year of the
intervention in the intervention area. Lab testing was conducted for both HIV and
Hepatitis C (Wu et al., 2007a). (Gray II) (harm reduction, drug use, needle exchange, health
education, IDUs, China)
Rates of sharing equipment at last injection declined from 55% in 2001 to 26% in 2006
in north-east India, with HIV prevalence declining from 52% in 2002 to 13% in 2007
(Sharma et al., 2009). (Gray III) (needle exchange, India)
Australia and New Zealand have maintained very low levels of HIV infection, despite
a higher prevalence of injecting than in some other countries; this difference has been

94

CHAPTER 4

P R E V E N T I O N F O R K E Y A F F E C T E D P O P U L AT I O N S

attributed to …swift introduction of needles and syringe programmes when HIV infection was ﬁrst noted in the 1980s (Mathers et al., 2008: 1743). (Gray III) (needle exchange,
drug use, Australia, New Zealand)
A harm reduction program by CARE SHAKTI in Bangladesh which instituted a harm
reduction program for IDUs found that early intervention is more cost-effective than
delaying activities, although this should not preclude later interventions. Economic cost
data were collected and combined with impact estimates from a model the project was
established in 1995. Data were collected between 1997 and 2002. In 2001, 66% of the
IDUs were married. Interventions consisted of increasing the number of IDUs contacted
through clinics or outreach workers; needle exchanges. Needles sharing dropped from
62% in 1997 to 18% in 2001. Condoms, STI services, and needle exchange were also
part of the program. The cost per HIV infection averaged among IDUs and their partners was US$110.40. Cost-effectiveness increased based on increasing number of
years of the program (Guiness et al., 2009). (Gray III) (harm reduction, IDU, needles,
Bangladesh)
In 2006, Taiwan instituted a harm reduction program for IDUs, including methadone
treatment, syringe exchange, and VCT, along with educational campaigns. By 2007,
3,299 IDUs (no sex given) were enrolled in methadone programs and 109 stations
provided no cost needle exchange and counseling. In 2006, the number of new HIV
infections decreased by 43% in comparison with that in 2005; and decreased 44% in
2007 compared to 2006. In addition, crime events related to drug use dropped significantly from 2005 to 2007 (Sheue-Rong et al, 2008). (Gray III) (IDU, needles, HIV
testing, harm reduction, Taiwan)
A 2008 study of IDUs (no sex disaggregated data provided) in Taiwan compared a
region that instituted harm reduction with a region that did not institute harm reduction and found a statistically signiﬁcant reduction in HIV prevalence in the region that
instituted harm reduction. In the region with no harm reduction measures, HIV prevalence increased from under 2% to over 3%; in the region with harm reduction, HIV
prevalence was reduced from over 37% to fewer than 19%. In-depth interviews and
questionnaires were collected from 3,740 IDUs attending detention centers (Lan and
Chen, 2008). (Gray III) (IDU, harm reduction, Taiwan)
A harm reduction program in Salvador, Brazil that focused on sexual and drug risk
reduction among females for 12,198 IDUs in 2002 or 70% of the IDUs in the city
resulted in a decrease of contaminated injection equipment from 60% to 18% during
the 1990s. Condom use by IDUs increased from 3% to 30%. HIV prevalence among
IDUs fell from 50% in 1996 to 7% in 2001. IDUs receiving health services increased
from 28% to 68%. The program provided outpatient drug treatment, prevention education and care provided by community outreach workers, needle syringe programs, drug
prevention programs in schools and mobile vans (PHR, 2007b). (Gray III) (IDU, harm
reduction, condom use, drug treatment, Brazil)
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In China, methadone maintenance treatment programs, needle-syringe programs,
outreach and access to HIV testing has been scaled up. The introduction of harm reduction “has been a massive turn-around in thinking by the government, particularly law
enforcement agencies, and “achieving this has required considerable cooperation and
understanding between the Ministries of Health, Public Security, and Justice, and the
Food and Drug Administration” (Sullivan and Wu, 2007: 118). China’s most recent
policy, “Five-year action plan to control HIV/AIDS, 2006–2010” ofﬁcially endorses a
harm reduction policy, with the Chinese central government openly supporting harm
reduction. An initial trial of methadone maintenance treatment took place in eight
clinics in 2004 with data indicating reductions in heroin use, and “importantly, of
the 177 clients who were able to be followed for HIV status, none became infected”
(Sullivan and Wu, 2007: 122). 320 clinics provided methadone maintenance with additional scale up planned and these have beneﬁted 27,000 heroin users. Needle exchange
programs are being scaled up from 93 locations, with plans to increase to 1,400 to serve
70,000 IDUs. Needle exchange programs also provide harm reduction services, such
as condoms, HIV testing, antiretroviral treatment, etc. “China has made signiﬁcant
progress towards implementing and enhancing harm reduction programs…” (Sullivan
and Wu, 2007: 126). (Gray III) (However, in 2007 and 2008 in China, arbitrary arrest
of suspected IDUs, mandatory HIV testing without disclosure while detained in detoxiﬁcation centers and withholding HIV and drug dependency treatment to detainees was reported
(HRW, 2008). (Gray V).) (harm reduction, drug treatment, needles, IDU, China)
3. Peer education can increase protective behaviors among IDUs.
A meta-analysis of 34 articles from 1990 to 2006, 16 from Sub-Saharan Africa, 16 from
East and Central Asia and 2 from Latin America, of which four articles were on IDUs,
found that peer education was signiﬁcantly associated with increased condom use
(Medley et al., 2008b; Medley et al., 2009). (Gray I) (IDU, peer education, condom use,
Africa, East Asia, Central Asia, Latin America)
A study in Vietnam with trained peer outreach workers, along with referral data systems
increased the numbers of IDUs and sex workers who accessed VCT, from 1,230 (23%)
prior to the project between October 2004 and March 2006 to 5,585 (44%) between
April 2006 and November 2007 (Nguyen et al., 2008d). (Gray III) (IDU, sex workers,
peer education, counseling, HIV testing, Vietnam)
A pilot project in Vietnam that used peer educators to provide HIV care and support
found that conducted focus groups discussions with 38 people living with HIV, including
IDUs, found that peer support was critical. IDUs avoided health providers who they felt
stigmatized them both for being IDU and HIV-positive (Maher et al., 2007). (Gray V)
(IDU, peer education, Vietnam)
4. Instituting harm reduction programs for IDUs in prisons can reduce HIV prevalence in
female prison populations. [See 4C. Women Prisoners and Female Partners of Male Prisoners]
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Promising Strategies:
5. Sex-segregated group sessions for IDUs can result in increased condom use and safe injection practices.
A study from 2005 to 2006 at Shu Policlinic Needle Exchange Program in a city along
a major drug trafﬁcking route in Kazakhstan found a comparison between 40 couples
who had single gender group sessions with female and male partner IDUs results in
increased condom use and safe injection practices compared with 40 couples who did
not have single gender group sessions. None were HIV-positive. Adapted from an HIV
prevention intervention with heterosexual couples in the US, in-depth interviews were
conducted with IDUs in Kazakhstan to adapt the intervention to Kazakhstan. After
consent was obtained with one partner, this partner was asked to invite his or her main
partner to participate. If both partners agreed to participate, they were included unless
one reported violence. All couples received training consisting of practicing couples
communication, problem solving and assertiveness skills. At each session, participants
set a risk reduction goal for the week and this is reviewed at the following session.
However, the intervention group had two sessions designed to help women anticipate
and manage partner negative reactions in response to requests to use condoms or not
to share needles. Current and past drug and alcohol use was assessed using the US
National Institute of Drug Abuse’s Risk Behavioral Assessment, validated internationally (NIDA, 1991 cited in Gilbert et al., 2010) and condom negotiation self-efﬁcacy was
assessment with a ﬁve-item scale (Wingood and DiClemente, 1998 cited in Gilbert
et al., 2010). All partners reported living together and 41 of 80 reported having children. At baseline, participants reported using condoms only 2% of the time they had
vaginal sex (an average of 20 sexual acts) with their study partner in the last 30 days.
All reported injecting drugs and participants reported sharing needles with an average
of 3.7 different people in the past 30 days and indicated using unclean needles 63% of
the times they injected in the past 30 days. Those participants who had single gender
group sessions were signiﬁcantly more likely to report a higher proportion of condom
use during vaginal sex with their study partners and a lower number and proportion of
injection acts in which syringes were shared at three month follow-up, after adjusting
for age, education and sex. In addition, those couples who had single gender group
sessions were signiﬁcantly more likely to increase condom use self-efﬁcacy and couple
communication skills. Future research with large randomized trials using biological
markers in warranted. “Although no participants tested positive for HIV, if HIV enters
the risk networks of IDUs, the pervasive patterns of drug-related and sexual HIV risk
behaviors suggest that HIV will spread rapidly” (Gilbert et al., 2010: 175). (Gray III)
(sexual partners, IDU, needles, Kazakhstan)
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6. Women’s clubs along with peer education and condom distribution can reduce HIV prevalence among women who are sexual partners of male IDUs.
In Vietnam, cross sectional surveys of 33 sexual partners of IDUs at baseline and 24
months later found that women’s clubs, peer education and condom distribution
increased condom use and no surveyed female sexual partner of a male IDU became
HIV-positive. Condom use increased among seven female partners from 28% at baseline to 100% after 34 months, and among 26 sexual partners in a different district from
29% at baseline to 46% after 24 months (Hammett et al., 2008). (Gray IV) (sexual partners, IDU, condom use, Vietnam)
7. Nonjudgmental targeted counseling for IDUs can reduce HIV risk behaviors.
A 2004 quantitative and qualitative study of NGO services by the Women Federation
for 226 male and female IDUs in China resulted in safer drug and sex practices. VCT
services that respected conﬁdentiality were implemented by three male and three female
counselors experienced in delivering health education to IDUs. Ten focus group discussions were held with seven males and three females in each. Exit surveys found that
63% of IDUs were ‘highly satisﬁed’ with VCT services and the remainder were ‘satisﬁed.” One IDU noted: “I was impressed that the Women Federation counselor did not
discriminate against me and talked to me politely” (Chen et al., 2007c: 784). Sharing
needles was reduced from 45% to 33%; those who always used condoms with non-main
partners increased from 7% to 24%. While at the start of the project, 82% never used
condoms, this decreased to 35% (Chen et al., 2007). (Gray III) (counseling, IDU, condom
use, HIV testing, needles, China)
8. Increased access to voluntary HIV counseling and testing to learn one’s serostatus may
reduce needle sharing and other HIV risk behaviors.
A study from 2002–2004 evaluated the needle use and sexual practices of 266 injecting
drug users in Tallinn, Estonia found that those who knew they were HIV-positive
engaged in some protective behaviors. The participants had an average age of 25, were
88% male, and had HIV tests. The study found that although 93% of participants knew
that HIV could be passed through shared needles and 98% knew that it could be spread
through unprotected sex, half of the participants had shared a needle in the last ninety
days and 26% had engaged in unprotected sex. However, those who knew that they
were HIV-positive were found to be signiﬁcantly less likely to have given their needles
to others: 9% of HIV-positive participants who knew their status lent their needles
after use, as compared to 25% of participants who were HIV-positive but did not know
their status. Knowledge of one’s HIV serostatus did not impact the likelihood of having
unprotected sex (Wilson et al., 2007). (Gray V) (IDU, sex behavior, needles, Estonia)
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9. Programming to prevent initiation of injecting drug use shows promise in reducing the
number of IDUs and associated HIV risk behaviors.
In Central Asia, 62 percent of new HIV cases were caused by injecting drug use. An
intervention in Uzbekistan and Kyrgyzstan, “Break the Cycle,” educated youth (no sex
disaggregated data) about the risks of injecting drug use and also reached out to current
IDUs to prevent drug initiation. The program encouraged current IDUs to refuse to
help others inject drugs for the ﬁrst time, to develop skills for refusing such requests,
not to inject in the presence of non-users, and not to talk about the perceived beneﬁts
of injecting drugs. The intervention asked current IDUs to participate in the program’s
design and implementation and built on existing harm reductions services by reaching
out to current IDUs through rehab and clean needle syringe programs. Results indicate that estimated new IDUs dropped by 55% between 2006 and 2008. Additionally,
“from 2006 to 2008, the percent of IDUs assisting with ﬁrst injection dropped 14% in
Uzbekistan and 9% in Kyrgyzstan.” The study also noted that “drug users appreciated
being supported to deal with pressure from drug-curious youth,” (Prohow, 2009). (Gray
IV) (drug use, peer education, Uzbekistan, Kyrgyzstan)

Gaps in Programming—Women Drug Users and Female Partners of Male IDUs
1. Interventions are needed to provide individuals and couples with a better understanding of
the risk of acquiring HIV through sexual practices as well as through injecting drug use.
2. HIV prevention information and services are needed for IDUs receiving treatment for
substance abuse.
3. Interventions are needed to increase access to methadone and buprenorphine—effective
substitution therapy for the treatment of drug dependence.
4. HIV prevention for IDUs must go beyond detoxification programs alone.
5. Interventions are needed to inform women IDUs of harm reduction early in pregnancy.

1. Interventions are needed to provide individuals and couples with a better understanding of
the risk of acquiring HIV through sexual practices as well as through injecting drug use.
(IOM, 2007). Studies found low rates of condom use despite sexual relationships with
IDUs, lack of knowledge by IDUs on sexual and reproductive health and lack of access to
clean needles.
Gap noted, for example, in Russia (Toussova et al., 2009); Taiwan (Chang, 2008);
Vietnam (Nguyen and Scannapieco, 2008, Go et al., 2006); India (Haobam, 2008);
Brazil (Oliveira, 2007); and generally (IOM, 2007).
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2. HIV prevention information and services are needed for IDUs receiving treatment for
substance use. Studies found few IDUs are given condom negotiation skills or results of
their HIV tests.
Gap noted, for example, in Vietnam (Pham et al., 2008); and China (Cohen and Amon,
2008).
3. Interventions are needed to increase access to methadone and buprenorphine—effective
substitution therapy for the treatment of drug dependence. Studies found only tiny fractions of those who need maintenance medication had access.
Gap noted, for example, in Thailand, Indonesia, Bangladesh, Myanmar, India and
Nepal (Sharma et al., 2009); in Eastern Europe and Central Asia (Stuikyte et al., 2008);
and generally (Piot et al., 2008, Mattick et al., 2003; Gowing et al., 2005 cited in IOM,
2007).
4. HIV prevention for IDUs must go beyond detoxiﬁcation programs alone. Studies found that
women IDUs were not given reproductive health services, including PMTCT services, and
had low levels of condom use. Detoxiﬁcation programs were substandard and ineffective.
Gap noted, for example, Azerbaijan, Georgia, Kyrgystan, Russia and the Ukraine (OSI,
2009); China (Sullivan and Wu, 2007: 121, Lui et al., 2006: 119); and generally (Gowan
et al., 2008).
5. Interventions are needed to inform women IDUs of harm reduction early in pregnancy.
[See Chapter 9C-2. Safe Motherhood and Prevention of Vertical Transmission: Treatment]

4C. Prevention for Key Affected Populations: Women
Prisoners and Female Partners of Male Prisoners
In many countries, women in prison, detention and rehabilitation centers lack access to basic health and HIV/AIDS
“I do this because it is a good
information and services, including treatment and care for
thing to do. It helps prevent
women living with HIV. Interventions are clearly needed
infections and saves lives.”
for this population. A study in Sao Paolo, Brazil, found
—Prisoner/volunteer peer distributor
high pregnancy rates among the female sexual partners
of clean needles in Moldova
of young offenders in the prison system; demonstrating
(Hoover and Jurgens, 2009: 19)
the need for condom distribution and sexuality education
within prison systems (Yankah et al., 2006). A study found
high rates of HIV among prison inmates in low- and middle-income countries. HIV prevalence was greater than 10% in prisons in 20 countries: Brazil, Burkina Faso, Cameroon, Côte
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D’Ivoire, Cuba, Estonia, Indonesia, Lithuania, Malawi, Malaysia, Romania, Rwanda, Slovakia,
South Africa, Ukraine, Vietnam, Yemen and Zambia. Injecting drug use is common in prison
populations and eight countries reported greater than 10% prevalence of IDUs in prison.
HIV prevalence among IDU prisoners was found reported in eight countries and was greater
than 10% in seven countries: China, India, Indonesia, Iran, Libya, Russian, and Serbia and
Montenegro (Dolan et al., 2007). Interventions that address drug use and provide prevention
education and condom use are urgently needed to reduce HIV risk among women prisoners
and female partners of male prisoners.

What Works—Prevention for Key Affected Populations: Women Prisoners and Female
Partners of Male Prisoners
1. Harm reduction strategies such as education, peer distribution of clean needles and
condom provision within prisons can reduce the risk of HIV infection and IDU use in
female prison populations.
2. Making opioid substitution treatment available in prisons can be effective in reducing
HIV transmission.

EVIDENCE
1. Harm reduction strategies such as education, distribution of clean needles and condom
provision within prisons can reduce the risk of HIV infection and IDU use in female prison
populations (Farabee and Leukeﬁeld, 1999; Dolan et al., 1998, cited in Farmer, 1999).
A study of harm reduction programs in prisons in Moldova from 2007 to 2008 with
seven site visits to prisons, including one women’s prison, and one site visit to a pretrial
detention facility, along with interviews with prisoners, pretrial detainees, staff of an
NGO that provides harm reduction services in prisons and penitentiary staff ofﬁcials
and employees at national and local levels found that comprehensive harm reduction
services in prisons has suggested a reduction in the prevalence of HIV and Hepatitis C
and reduction in HIV-related stigma and discrimination. Prior to the project, both guards
and prisoners isolated and avoided prisoners who were thought to be HIV-positive.
In 1999, legal changes made safe distribution of clean needles within prisons allowable and harm reduction is now part of the national HIV/AIDS plan from 2006 to
2010. In 1999, prison authorities allowed distribution of clean needles within prisons
only because they were legally required to do so; but by 2007, prison ofﬁcials realized
that distribution of needles resulted in a decline in HIV cases and increased safety for
staff and prisoners. Starting in 1999, peer educators within prisons distributed safe
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needles and razors, with almost 100% of needles distributed returned. Shared razors
can transmit Hepatitis C and distribution of razors gives an incentive for all prisoners
to visit peer distributors. All prison staff are trained to act as though all prisoners are
HIV-positive and therefore to use rubber gloves when handling blood or other bodily
ﬂuids, thus reducing HIV stigma. Estimates are that the number of HIV-positive prisoners has decreased from 200 in 2002 to 145 in 2008, with more prisoners requesting
HIV tests. Prisoners report never sharing injecting drug equipment. Used syringes are
incinerated on prison grounds. Prison ofﬁcials would like to conduct a scientiﬁcally
rigorous evaluation to show that the reduction in HIV cases is due to the program;
however, a randomized controlled trial would be unethical. (Hoover and Jurgens, 2009).
(Gray III) (harm reduction, prisoners, needles, razors, Moldova)
Needle exchange programs have been introduced to 12 countries in Western and
Eastern Europe and Central Asia. A comprehensive review of the published literature on harm reduction programs in prisons found that “there is evidence that needle
and syringe programmes are feasible in a wide range of prison settings, including in
men’s and women’s prisons….There is evidence that providing clean needles [is] effective in reducing ….HIV infections. At the same time, there is no evidence to suggest
that prison-based needle exchange programs have serious, unintended negative consequences. In particular, they do not appear to lead to increased drug use or injecting, nor
are they used as weapons” (Jurgens, 2007b: 5; Jurgens et al., 2009b). In addition, “since
most prisoners leave prison at some point to return to their community, implementing
needle and syringe programs in prisons beneﬁts not only prisoners and prison staff, but
also the people in the sexual and drug injecting networks in which prisoners participate
after their release” (Jurgens et al., 2009b: 61). (Gray V) (harm reduction, needles, prisoners, Western Europe, Eastern Europe, Central Asia)
2. Making opioid substitution treatment available in prisons can be effective in reducing HIV
transmission.
“Given that many prisoners have severe problems with illegal drugs, it would be unethical not to use the opportunity that imprisonment provides for treatment” (Jurgens et
al., 2009: 62). A 2009 review of international implementation of opiod substitution,
along with a 2004 Cochrane review, found that opiod substitution treatment is the
most effective treatment available for heroin dependence, resulting in reduced heroin
use, HIV transmission and mortality. Opiod substitution treatment is currently available in community and prison settings in: Albania, Azerbaijan, Belarus, Bosnia and
Herzegovina, Bulgaria, China, Croatia, Czech Republic, Estonia, Georgia, Hong Kong,
Hungary, India, Iran, Kyrgyzstan, Latvia, Lebanon, Lithuania, Macedonia, Malaysia,
Mauritius, Mexico, Moldova, Myanmar, Nepal, Poland, Romania, Serbia, Slovakia,
Slovenia, South Africa, Taiwan, Thailand, Ukraine, Uzbekistan and Vietnam. However,
China and Russia, countries with large prison populations, do not provide any of these
services in prison (Larney and Dolan, 2009). (Gray III) (opiods, prisoners)
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Gaps in Programming—Women Prisoners and Female Partners of Male Prisoners
1. Interventions are needed to provide prisoners with prevention information and
condoms for at least conjugal visits.
2. Stemming the rate of incarceration may reduce HIV transmission.

1. Interventions are needed to provide prisoners with prevention information and condoms
for at least conjugal visits. A study found that prisoners did not have basic information on
how condom use reduces likelihood of HIV transmission.
Gap noted, for example, in Nicaragua (Montero, 2008).
2. Stemming the rate of incarceration may reduce HIV transmission. A study found that
promoting alternatives to incarceration for nonviolent offenders might reduce HIV
transmission.
Gap noted globally (Maru et al., 2007).

4D. Prevention for Key Affected Populations:
Women and Girls in Complex Emergencies
Special consideration must be given to HIV prevention strategies in conﬂict situations.
In northern Uganda, for example, “physical and structural violence (political repression,
economic inequality, and gender-based discrimination) increase vulnerability to HIV infection. In settings of war, traditional HIV prevention that solely promotes risk avoidance and
risk reduction and assumes the existence of personal choice
inadequately addresses the realities of HIV transmission.
The design of HIV prevention strategies…must recog“As of 2008, approximately
nize how HIV transmission occurs and the factors that
1.8 million people living with HIV
put people at risk for infection. A human rights approach
were also affected by conﬂict,
provides a viable model for achieving this aim” (Westerhaus
disaster or displacement,
et al., 2007).
representing 5.4% of the global
The actual prevalence of HIV in areas of conﬂict is difﬁnumber of people living with HIV”
cult to assess. Reliable information is likely to be unavail(Lowicki-Zucca et al., 2008).
able during times of civil conﬂict and under repressive and
hostile governments (Beyrer et al., 2007). There are insufﬁcient data to make any conclusions about prevalence in people who are internally displaced
and a review of survey data from seven countries affected by conﬂict—Democratic Republic
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of Congo, southern Sudan, Rwanda, Uganda, Sierra Leone, Somalia and Burundi—found
insufﬁcient data to support assertions that conﬂict, forced displacement and wide-scale rape
increased HIV prevalence. Of the 12 sets of refugee camps, nine had a lower prevalence of HIV
infection, two a similar prevalence and one a higher prevalence than the host communities
(Spiegel et al., 2007: 2193–94).
There is, however, signiﬁcant evidence that women and girls in complex emergencies
often experience rape and other sexual violence that puts them at high risk for HIV (Shannon
et al., 2008). For example, a population-based, random sample survey of 991 households of
internally displaced families (with a total representation of 9,166 individuals) living in three
camps in Sierra Leone found that 9% of female respondents reported having been victims of
sexual violence related to the war and 13% of all households reported some member (male
and/or female) having experienced sexual violence. Thirty-three percent of those abused
reported being gang raped. Respondents who reported having “face to face” contact with the
Revolutionary United Front (RUF) also reported higher incidences of sexual violence than did
those who came into contact with other combatant groups, 53% compared to 6%. Twenty-three
percent of the women who reported sexual abuse also reported being pregnant at the time of
assault (PHR and UNAMSIL, 2002).
The post-conﬂict period may also be a very vulnerable time for HIV transmission, perhaps
more so than during conﬂict (Spiegel et al., 2007: 2193–94). A survey conducted by IRC in
1997 found that since becoming refugees, 27% of 12–49 year old female refugees living in
camps in Tanzania had been victims of sexual violence (RHR Consortium, ND). Refugees are
especially at risk for missed services because, as non-nationals, they are not always covered by
national health and HIV/AIDS programs (RHR Consortium, ND).
Donors and governments must be aware that “countries in the throes of complex emergencies are unlikely to prepare successful funding proposals to bilateral, multilateral, private sector
donors or the…Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM)” (Hankins et
al., 2002: 2248). Yet the needs in these countries, especially among refugee groups, are as
great, if not more so, than many others.

What Works—Prevention for Key Affected Populations: Women and Girls in Complex
Emergencies
Promising Strategies:
1. Voluntary counseling and testing can be successfully provided to internally displaced
people.
2. Public support campaigns for rape survivors may be effective in encouraging survivors
to test for HIV and access services.
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EVIDENCE
Promising Strategies:
1. Voluntary counseling and testing can be successfully provided to internally displaced people.
In Northern Uganda, a collaboration of an NGO, district government and the National
Guidance and Empowerment Network of People Living with HIV, provided outreach
counseling and testing in IDP camps. A total of 1,182 people, of which 62.8% were
females, were counseled, tested and received results in nine IDP camps. Individuals
who tested positive were linked to hospitals for HIV/AIDS care while those who were
HIV-negative were educated on HIV prevention and linked to post-test clubs (Kanslime
et al., 2008). (Gray V) (counseling, HIV testing, IDP, Uganda)
2. Public support campaigns for rape survivors may be effective in encouraging survivors to
test for HIV and access services.
Data collected between 2005 and 2007 from Malteser International, which has run a
medico-social support program for rape survivors in South Kivu, Democratic Republic
of Congo, registered 20,157 female rape survivors, but only a few sought medical care
and psychological help, with less than 1% presenting for services before the 72 hour
window when post-exposure prophylaxis can be safely used and effective. “Possible
reasons include insecurity in the area, fear of stigmatization and lacking awareness
about the importance of receiving timely medical treatment” (p. 6). More than one
third of patients had been sexually violated one year or longer ago. The percentage of
women expelled from their homes after experiencing sexual violence fell from more
than 12% in 2005 to 6% in 2007. This may be due to the success of awareness-raising
campaigns, which aimed to lower public stigmatization and discrimination against rape
survivors. With four of ten rejected rape survivors, re-integration into the family failed
despite family mediation. However, between 2005 and 2007, those who had an HIV
test increased from less than 2% to 57% (Steiner et al., 2008). (Gray V) (rape, violence,
post-exposure prophylaxis, Democratic Republic of Congo)

Gaps in Programming—Women and Girls in Complex Emergencies
1. Prevention, treatment and services are needed for refugees—including young people,
particularly at the end of an armed conflict.
2. Interventions are needed to increase the income-generating capacity of female
refugees in order to counteract the need for survival and/or transactional sex.
3. Interventions combating rape and sexual violence are urgently needed in refugee, IDP
and conflict settings.
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1. Prevention, treatment and services are needed for refugees—including young people,
particularly at the end of an armed conﬂict. Studies found low levels of HIV knowledge
and condom use among IDPs. End of war may increase HIV transmission.
Gap noted, for example, in Ecuador and Colombia (Guayasamin and Quizhpe, 2008);
Sri Lanka (Mohamed, 2008); Angola (Strand et al., 2007).
2. Interventions are needed to increase the income-generating capacity of female refugees
in order to counteract the need for survival and/or transactional sex. Studies found that
women would exchange sex for food and fuel.
Gap noted, for example, generally (Hankins et al., 2002, Women’s Commission for
Refugee Women and Children, 2002: 21) and in Liberia (Abdullai et al., 2002 cited in
Lawday, 2002: 10) and Sudan (WHO, 1999 cited in Lawday, 2002: 11).
3. Interventions combating rape and sexual violence are urgently needed in refugee, IDP and
conﬂict settings. Studies found that women in IDPs suffer from high rates of violence and
are at high risk of acquiring HIV.
Gap noted, for example, Democratic Republic of Congo (Kim et al., 2009b, United States
Institute for Peace, 2001 cited in Lawday, 2002: 11); Uganda (Anderson et al., 2004);
Rwanda (Mujawayo and Blewitt, 1999 cited in Lawday, 2002: 5, RHR Consortium, ND);
Tanzania (RHR Consortium, ND).

4E. Prevention for Key Affected Populations: Migrant
Women and Female Partners of Male Migrants
Women and men migrate for any number of reasons: lack of food or employment opportunities, war, etc. “In much of South Asia and sub-Saharan Africa, millions of people living in
poverty have no viable employment opportunities close to home, forcing individuals to migrate
from their communities in search of…a means to provide economic resources for their families. Because of changing market demands and socioeconomic norms, women have become
an increasingly larger proportion of the migrant population” (Wardlow, 2007; Krishnan et al.,
2008:104; Pirkle et al., 2007).
Migrants from a number of countries and regions may be at increased risk for HIV. A
review of women migrants from Asia who go to Arab States, with 307 interviews in Bangladesh,
Philippines, Sri Lanka, and Pakistan; 95 interviews of female migrants in United Arab
Emirates; 103 interviews in Bahrain; and 66 interviews in Lebanon with returnees of women
who are HIV-positive found that migrant women have poor access to even basic information
about HIV; poor wages often lead to sexual exploitation; mandatory HIV testing occurs without
counseling or informed consent; and deportation of HIV-positive women to their country of
origin (UNDP, 2008, Quesada, 2008).
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In fact, as of September 2008, 66 of 186 countries for which data were available placed
special entry, stay or residence restrictions on people living with HIV, adding to stigma and
discrimination (HRW, 2009). These restrictions on the mobility of people living with HIV can
increase stigma. Migrants with HIV may have additional barriers to accessing services.
Migrant labor systems have aggravated women’s economic dependence on their male partners to a much greater extent in Southern Africa than in other parts of the continent where
women are more prominent in market trading and other forms of commercial activity. There
are few income-earning activities for women with low educational attainment, heightening
women’s vulnerability for HIV (Hunter, 2002 cited in Hankins et al., 2006). Male migrant
workers, such as miners and truck drivers, are at higher risk of acquiring HIV/AIDS than
nonmigrant workers (Mbizvo et al., 1996, cited in Corbett et al., 2000), increasing the risk
for their other sexual partners. Migrant women often have reduced access to services and may
need to engage in transactional sex for survival.
Although this is a group with several high risk factors for HIV acquisition and transmission, little evidence is available on interventions that work for migrant women and female
partners of male migrants. Further evaluation of effective strategies is needed to identify the
best way to prevent HIV among women and girls affected by migration and to treat and care
for migrants living with HIV.

Gaps in Programming—Migrant Women and Female Partners of Male Migrants
1. Interventions are needed for migrant women and female partners of male migrants
who are at high risk of HIV acquisition.

1. Interventions are needed for migrant women and female partners of male migrants who
are at high risk of HIV acquisition. Studies found that migrants, and female partners of
male migrants, are often at high risk of HIV acquisition yet do not use condoms.
Gap noted, for example, in China (Qin et al., 2009, Wang et al., 2007a, Choi et al.,
2006); Vietnam (Nguyen et al., 2008c); Tajikistan (Bahromov et al., 2008); Burkina
Faso (Khan et al., 2008); Bangladesh (Mercer et al., 2007); Tanzania (Kishamawe et al.,
2006).
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4F. Prevention for Key Affected Populations:
Transgender Women and Men
Transgender women and men are at signiﬁcant risk for HIV. Many transgender women and
men engage in paid sex, have low condom use rates, experience high rates of violence and
suffer discrimination when accessing health services (Mahendra et al., 2008; Cascante, 2008;
Riono and Praptoraharjo, 2008; Sanchez et al., 2008; Ospina and Letouze, 2008). No evaluated interventions were found that provided services for transgender women and transgender
men. Very little information has been published on HIV and transgender women and men
in developing countries, with only recent 2008 International AIDS Conference abstracts and
websites providing information on this topic. Most of the literature does not specify whether
those included in the study are transgender men or transgender women, despite the differing
needs of each group. Transgender men, who are biologically women, need sexual and reproductive health services such as screening for cervical cancer. Yet accessing needed health and
HIV services, which usually operate on strict male/female gender identities, may be extremely
difﬁcult.
Transgender women and men in many societies face marginalization. A survey of 50 transgender people (gender identity not speciﬁed) from Chennai, India found that more than half
are discriminated against by their own families, 70% were denied jobs, and 64% faced violence
(Prabakaran, 2008). Participatory action research with sex workers and outreach workers from
13 sex worker projects in Central and Eastern Europe and Central Asia found that of 238 male,
female and transgender sex workers from 12 countries, more than 45% reported physical
abuse by police and more than 41% reported sexual abuse (Crago et al., 2008). Fifty-ﬁve independent studies from 19 countries (countries not speciﬁed) of 2,233 transgender women sex
workers found a 33% HIV prevalence rate (Friedman et al., 2008). Some organizations, such
as Genderdynamix (www.genderdynamix.org.za) and the Triangle Project (www.triangle.org.
za) in South Africa, advocate and provide services for transgender people.
While not enough studies were found to include as “what works,” some studies were found
showing programs with positive impacts for transgender women and men. Non-formal education and livelihood programs for transgender people may improve safer sex practices. SAATHI,
a capacity-building NGO in India, provided non-formal education and livelihood programs
together with existing HIV prevention interventions to members of Santi Seva, a community
based organization of transgender people. While at the start of the project, 80% had unprotected sex, safer sex practices improved so that fewer than 35% had unprotected sex (Sakar et
al., 2008). Another intervention with a positive impact was training police about the rights
of transgender women, resulting in decreased violence. In Mexico, training for 905 police by
transgender women on how violence affected transgender women and their rights led to agreements with police authorities to promote the human rights of transgender women and with
the Human Rights Commission to follow-up on complaints of violence (Blass et al., 2008).
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Transgender women and men are often overlooked in HIV prevention planning and treatment programs and little evidence is therefore available on what works for transgender women
and men, though there are some promising strategies.

What Works—Prevention for Key Affected Populations: Transgender Women and Men
Promising Strategies:
1. Peer educators can encourage transgender women to increase condom use and
testing.

EVIDENCE
Promising Strategies:
1. Peer educators can encourage transgender women to increase condom use and HIV testing.
In India, where transgender women have an HIV prevalence of 20%, paid peer educators provide condoms to other transgender women, resulting in an uptake of condoms
(no data given). Peer educators encourage “No condoms, no sex;” teach condom negotiation skills and advise to avoid police where forced sex may occur (Chakrapani et al.,
2008). (Abstract) (transgender, peer education, condom use, India)
Trained transgender peer educators (no gender identity speciﬁed) reached out to transgender sex workers (no gender identity speciﬁed) in Mexico, of the 100 reached, 15%
then accessed VCT (Flores et al., 2008). (Abstract) (transgender, sex workers, peer education, Mexico)

Gaps in Programming—Transgender Women and Men
1. HIV prevention interventions and treatment programs are needed for transgender
people.
2. Health care settings must address the needs of transgender people and reduce
barriers to services.
3. Efforts are needed to mobilize transgender women and men at a community level to
support prevention and safety.
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1. HIV prevention interventions and treatment programs are needed for transgender people.
Studies found that despite high rates of HIV, few prevention interventions are for transgender people.
Gap noted, for example, in Indonesia (Riono and Praptoraharjo, 2008); India (Mahendra
et al., 2008); Dominican Republic (Cascante, 2008); Colombia (Sanchez et al., 2008);
Mexico (Ospina and Letouze, 2008).
2. Health care settings must address the needs of transgender people and reduce barriers to
services. One study found that transgender women reported stigma, discrimination and
violations of conﬁdentiality by providers.
Gap noted, for example, in India (Saravanamurthy et al., 2008).
3. Efforts are needed to mobilize transgender women and men at a community level to
support prevention and safety. One study found that in order to assure prevention and
safety, community mobilization of transgender people is needed.
Gap noted, for example, in Botswana, Namibia and South Africa (Arnott and Crago,
2009).

4G. Prevention for Key Affected Populations:
Women Who Have Sex with Women (WSW)
According to a report by the International Gay and Lesbian Human Rights Commission,
African lesbians have lower HIV prevalence rates than heterosexual women: same-sex practicing South African women self-report HIV prevalence between nine and ﬁfteen percent, with
no targeted HIV prevention, treatment or care services (IGLHRC, 2007). Lesbian, bisexual and
women who have sex with women have rarely been the focus of programs or research efforts
with an understanding of the complexities of lesbian sex and sexuality. In India, decriminalization of same sex activity due to a recent court ruling makes it more likely that HIV services
reach those at risk (Misra, 2009).
While the risk of HIV transmission is low in sex between females and HIV risk from shared
sex toys is minimal (Helena et al., 2003 cited in IGLHRC, 2007), providers and programmers
should not make assumptions about women’s vulnerability based on sexual orientation. In
Kyrgyzstan, for example, 20% of WSW reported having sex with a man during the previous
six months with only half using condoms (Alisheva et al., 2007). WSW may be at risk of HIV
acquisition through rape, even if they have no male partners or injecting drug use. WSW want
and do have children and have needs for sexual and reproductive health services.
Additional consideration should be given to the effects of homophobia. Recent reports
document violence and rape against WSW in South Africa for being lesbian (Martin et al.,
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2009). “The invisibility and marginalization of WSW is leading to the sexual and reproductive
health needs not being adequately met” (Tallis, 2008). Almost no data from developing countries exist to identify what works to prevent HIV in women who have sex with women. Some
organizations, such as the Triangle Project (www.triangle.org.za) in South Africa, advocate and
provide services for lesbian, bisexual and women who have sex with women. Further efforts
are needed to identify what works to prevent HIV in women who have sex with women.

Gaps in Programming—Women Who Have Sex with Women
1. HIV prevention programs are needed for WSW.
2. Health care settings need to offer appropriate, non-discriminatory services—and be
attentive to HIV risk behaviors—to meet the sexual and reproductive health needs of
WSW.

1. HIV prevention programs are needed for WSW. Studies found that no training programs
addressed the HIV-related needs of WSW, health providers discriminated against WSW
and were refused treatment. WSW did not tell providers their sexual orientation and/or
their relationships with men due to a need for non-judgmental services.
Gap noted, for example, in Chile, Mexico, Argentina and Peru (Guerrero-Lilo et al.,
2008) and South Africa (Van Dyk et al., 2008).
2. Health care settings need to offer appropriate, non-discriminatory services—and be attentive to HIV risk behaviors—to meet the sexual and reproductive health needs of WSW.
Studies found that a number of WSW also have sexual relationships with men yet did not
get tested for HIV.
Gap noted, for example, in Chile (Vidal et al., 2008); South Africa (Wells et al., N.D.);
South Africa and Botswana (IGLHRC, 2007); and Brazil (Pinto et al., 2005).
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Chapter 5.

Prevention for Young People

A. Encouraging Behavior Change
B. Increasing Access to Services

Young people ages 15 to 24 account for an estimated 45% of new HIV infections (UNAIDS,
2008), yet “‘few young people receive adequate preparation for their sexual lives….’ Being
sexual is an important part of many people’s lives: it can be a source of pleasure and comfort
and a way of expressing affection and love or starting a family” (UNESCO, 2009: 1 and 4).

Prevention Efforts for Young Women Are Critically Needed
Young women are especially at risk in some regions of the world. In many sub-Saharan
African countries, young women ages 15–24 “are between two and six times more likely to be
HIV-positive than men of a similar age” (UNAIDS, 2006:
88). In Cambodia, three times as many young women ages
“In countries in southern Africa,
15–24 are living with HIV compared to young men the
same age (UNICEF, 2008 cited in IWHC, 2008). Women
where HIV prevalence is extremely
account for approximately half of all infections in the
high, the probability that one’s
Caribbean (UNAIDS, 2009d: 54). However, among 15 to 25
sexual partner is HIV-positive
year olds in Latin America, 0.3 percent of women and 0.5
is around one in four to
percent of men are living with HIV (PAHO and NORAD,
six, making it risky to have
2007).
unprotected sex with anyone
Globally, the median age of sexual debut is below
whose HIV status is unknown”
the age of 20 for young women and men in numerous
(UNAIDS, 2008).
developing countries (DHS, 2009). Many young people,
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especially young women, have their ﬁrst sexual experience before the age of 15. DHS data from
60 developing countries show that 25% of girls and boys had sexual intercourse before age 15
(DHS 2007 cited in IWHC, 2007). Data collected in 2006 from 26 countries in all regions of
the world found that individuals who had not planned their ﬁrst sexual experience were 75%
less likely than those who had planned it to use condoms at ﬁrst sex (Roach and Fontes, 2008).
Ensuring that young people have the appropriate information to plan to protect themselves—
before their ﬁrst sexual experience—is therefore vitally important.
Young women have limited power in sexual relations and many young women experience
sexual coercion, often from older partners. For example, a 2008 study interviewed pregnant
and never-pregnant women under the age of 17—twenty-four in rural Rakai District, Uganda
and thirty-two in urban Jamaica—about their sexual experiences and found that many young
women were pressured to have sex at an early age, did not make a conscious decision to do
so, and later regretted it. In Jamaica, all of the interviewed young women indicated that they
“should have been older the ﬁrst time they had sex” (Geary et al., 2008: 18). In Uganda, where
9 of the 24 interviewees ﬁrst had sex at age 14 or younger, half described coercion during ﬁrst
sex. Many Ugandan girls believed that men are entitled to demand sex, especially in marriage.
As a married 17-year-old Ugandan indicated, “sex is ‘an obligation because you are married.’”
(Geary et al., 2008: 22). Delayed sexual debut is associated with girls’ education, which may play
a crucial role in improving their self-esteem and options, enabling them to say no to unwanted
sex. [See also Chapter 11E. Strengthening the Enabling Environment: Advancing Education]
In addition to those in Chapter 3. Prevention for Women, interventions that work speciﬁcally
for adolescents can be broken down into two main categories:

5A. Prevention for Young People:
Encouraging Behavior Change
“Adolescents’ high risk for
HIV infection [is] due to high
frequency of sex and rate of
partner change, short duration of
sexual relationships, risk-taking
behavior, low perceptions of
HIV/STI risk and limited access
to contraception.”
(Mantell et al., 2005: 324).
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Ideally, young women should be able to decide when they
are ready to have sex and have the information they need
to make informed decisions about protecting themselves
when they do decide to become sexually active. A number of
interventions have been successful in encouraging young
people to do just that, but many interventions have not
changed behavior and many challenges and gaps remain.
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Improving Condom Use Among Young People Is Essential
Promisingly, an analysis of survey data in countries worldwide shows that condom use at last
sex among young people is increasing (Wellings et al., 2006). However, young people’s use of
condoms is generally inconsistent (Minkin and Wright, 2005), and the proportion of sexually
active adolescents who report condom use remains too low to control the transmission of STIs
(Dehne and Riedner, 2005). Improving condom use among young people is critical—data
show that if condom use is established during adolescence, it is more likely to be sustained
in the long-term (Schutt-Aine and Maddaleno, 2003). A study of 802 sexually active youth
in Ethiopia, of whom more than 74% were women, found that once youth had started to use
condoms, they were more likely to continue to use condoms in the future (Molla et al., 2007).
At the same time, condom use within established relationships, and particularly marriage,
remains low (Ali and Cleland, 2005). [See also Chapter 3. Prevention for Women]
Young people need information to know how to protect themselves. Key ﬁndings from
nationally representative surveys of nearly 20,000 young people ages 12–19 conducted in 2004
(5,950 in Burkina Faso; 4,252 in Ghana; 4,012 in Malawi and 5,065 in Uganda) showed that
young people want information especially from trusted sources such as health care providers
or teachers (Biddlecom et al., 2007). Young people, as well as adults, also need to have a realistic understanding of the risks of differing sexual practices, for example, so they may avoid
those behaviors that perhaps put them at increased risk for HIV. A study of girls in Senegal
found that they engaged in anal, oral and manual sex to remain technically virgins for their
wedding night, yet provide pleasure both for themselves and their boyfriends (van Eerdewijk,
2009). Anal sex may increase the risk of HIV transmission to one transmission for every
three episodes of heterosexual anal sex (Powers et al., 2008a). “Yet anal sex continues not to
be targeted—nor even speciﬁcally mentioned—in most prevention campaigns….” (Halperin
et al., 2009: S57). On the other hand, transmission via oral–genital contact is extremely low,
with a study of 135 HIV-negative people (110 women and 25 men in Spain) whose only risk
to exposure was unprotected orogenital sex with their infected partner, with 210 person-years
of follow-up and 19,000 unprotected orogenital exposures with the infected partner and no
single HIV seroconversion (del Romero et al., 2002).

Comprehensive Sex Education Programs Can Be Effective
School sex education programs are effective ways to reach a large number of (but not all)
young people. Despite the fears of some community leaders and parents that sex education
will encourage young people to engage in sex, available evidence indicates that sex education
can delay sexual debut, and can increase condom or contraceptive use by sexually active adolescents (Kirby, 2001; Coyle et al., 1999; Hubbard et al., 1998, cited in Satcher, 2001; Grunseit,
1997). Achieving behavior change is difﬁcult and many interventions achieve only moderate, if
statistically signiﬁcant, results that include behavior change. In reviewing evidence related to
sex education and HIV education, it is important to remember that most studies do not have
sufﬁcient information on the details of the intervention, the strength with which the intervention was implemented or even more importantly, how awareness of gender norms, condom
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negotiation skills and other critical elements were included. The evidence on sex education
seems to suggest, however, that such education, given to young people before they initiate sex,
and that focuses on a number of key elements, can have positive outcomes.
A recent review from UNESCO of studies of sex education in 29 developing countries
found a number of positive outcomes: delayed initiation of sexual intercourse, decreased
number of sexual partners, increased use of condoms and decreased sexual risk taking. Not
every intervention resulted in a decreased risk of HIV acquisition. However, no studies showed
hastened initiation of sex, no studies showed an increased number of sexual partners, and
no studies showed decreased use of condoms. Only one study of the 29 showed increased
sexual risk taking, with the remainder of studies showing no harmful effects of sex education (UNESCO, 2009). However, one community randomized trial in rural Tanzania found a
signiﬁcant impact on knowledge and reported attitudes and behavioral outcomes but had no
consistent biological outcome as measured by seroconversion to HIV-positive over the three
year period (Ross et al., 2007) and again for a longer period of time between 1999 and 2008
(MEMA Kwa Vijana, 2008a and b). A review of studies that included comprehensive sex and
HIV education programs in developing and developed countries found that two-thirds of the
studies reported that adolescents who received sex education were signiﬁcantly more likely
than those who did not receive the intervention to have better knowledge and to engage in
protective behaviors (Kirby et al., 2007).
Views on appropriate programs for adolescents vary. However, strong evidence supports
comprehensive sex education that includes promotion of delayed sexual initiation, and also information on contraception including condoms so that when they do start having sex, young people
will be protected from unwanted outcomes. Yet according to the 2007 UNGASS reports, only
40% of young men and 35% of young women had accurate knowledge of HIV/AIDS; less than
70% of countries with generalized epidemics have implemented school-based HIV/AIDS education and 61% have put in place HIV prevention for out of school youth (Bertozzi et al., 2008).
Until recently, “programs promoting abstinence were found to be ineffective at increasing
abstinent behavior and were possibly harmful,” according to the Cochrane Collaborative Review
Group on HIV Infection and AIDS (2004: 4). These conclusions were based on systematic
reviews and a meta-analysis of high methodological quality, which met pre-determined criteria
of methodological rigor. Sixty reviews met the criteria (Cochrane Collaborative Review Group
on HIV Infection and AIDS, 2004) (Gray I). Cochrane reviews are the “gold standard” of study
syntheses. Further, a review of 86 sexuality education programs found no strong evidence that
abstinence-only programs delay sexual initiation, hasten a return to abstinence, or reduce the
number of sexual partners among adolescents (Kirby, 2007). However, a study conducted from
2001 to 2004 in the U.S. found that an abstinence-only curriculum (as opposed to an abstinence-only until marriage curriculum) which did not portray sex in a negative light, did not
use a moralistic tone and did not disparage the efﬁcacy of condoms did result in a signiﬁcant
delay of sexual debut among adolescents between the ages 12 and 14. Among the group that
received abstinence-only education, 20.6% of the participants reported coitus in the previous
three months, compared to 29% in the control group. The abstinence-only intervention did
not affect condom use (Jemmott III et al., 2010).
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Some countries have scaled up sexuality education. In Brazil, more than 60% of schools
provide HIV/AIDS prevention activities, with 43% of these schools having trained teachers
and 18% of the high schools with HIV/AIDS prevention activities also distributing condoms.
Brazil’s goal is to reach more than 40 million children and adolescents in public schools (Donini
et al., 2008) and has had success in increasing condom use, with a 2008 study showing 81%
of adolescents in some schools using condoms during sexual intercourse (Bretas et al., 2008).
Clearly, young people need access to correct information on sex and its consequences and
means of protection so that they can make responsible decisions when they do start having sex.

Effective Sex and HIV Education Programs Have Key Characteristics
The evidence shows that key characteristics of effective sex education programs involve experts
in research on human sexuality; assess the reproductive health needs and behaviors of those
young people who get the education programs; specify health goals, types of behavior affecting
these goals, the risk and protective factors affecting the types of behavior, and activities that
change the risk and protective factors; design activities that are sensitive to community values
and consistent with available resources; pilot test the program and obtain on-going feedback;
focus on clear goals of prevention HIV; address situations that might lead to unwanted or
unprotected intercourse and how to avoid these and how to get out of them; focus on knowledge, values, norms, attitudes and skills; employ participatory teaching methods; provide
scientiﬁcally accurate information about the risk of unprotected sexual intercourse and the
effectiveness of different methods of protection; address perceptions of risk; address personal
values and norms; address peer norms; and address skills and self-efﬁcacy (UNESCO, 2009).
In addition, discussion of gender norms that can put both male and female adolescents at risk
is also critical to successful efforts (Pulerwitz et al., 2006; Barker, 2009; Peacock, 2009).
If school-based sexuality education is to have maximum impact, however, it must be taught
by trained teachers (UNESCO, 2009). Young people also want sexuality education programs
to address issues of importance to them. A review of research conducted in 13 African countries presenting child and adolescent (ages 7 to 19 years) perspectives on HIV prevention,
together with programmatic work by Save the Children Sweden and the Swedish Association
for Sexuality Education, found that sexuality education as taught in schools fails to address
issues of concern, such as love, relationships, and how to negotiate safe sex, as well as the need
for easier access to conﬁdential health services. Some young people prefer to get information
about sexuality from “younger people and those who discuss sexuality in a positive, non-judgmental way… They found the sexuality education provided in schools and communities to be
too technical, negative and moralistic” (Thompson and Nordfjell, 2008).

Effective Sex and HIV Education Programs Should Be Scaled Up
Young people who do not have access to accurate sexuality information and education are
at increased risk of HIV acquisition (Toole et al., 2008). Gender norms dictate that boys are
expected to be sexually aware. In many settings, girls equate sex with love and lack of condom
use a sign of love and trust in a relationship (Machel, 2001; Vuttanont et al., 2006). Youth need
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to be reached with sex and HIV education in a variety of venues—in school, out of school, at
work—in both rural and urban areas. Continued efforts are needed to improve quality of the
content, teaching and facilitation methods of sex and HIV/AIDS education and information,
along with policies that support access to effective sex and HIV/AIDS education programs
for young people. Cell phone text messaging, computer programs, and the internet may be a
useful way to provide sexuality education and HIV/AIDS information to young people (Kasi,
2008). In addition, programs are needed which address the structural factors that affect young
people’s vulnerability and risks, such as gender norms and violence against women. [See also
Chapter 11. Strengthening the Enabling Environment]
Peer education by youth living with HIV can reinforce messages about protective behavior
and can be part of a larger intervention. There are no studies, however, demonstrating that
presentations by HIV-positive speakers alone can change sexual risk behavior (Paxton, 2002).
Programs also need to help parents talk to children about sex. There is some evidence that
good communication with parents is associated with delayed sexual debut. Studies in Mexico,
South Africa, and Uganda found that parents can be an important source of information about
sex (Givudian et al., 1996 cited in Weiss et al., 1996; Abdool Karim et al., 1991 cited in Wojcicki
and Malala, 2001; Damalie, 2001).

Traditional Gender Norms, Early Marriage Put Young Women at Risk
A recent review of the global literature on adolescents found that “there is a signiﬁcant unmet
need for information, education, and services for sexual and reproductive health for married
and unmarried young people” (Shaw, 2009: 135). “Even if sexuality education programmes
improve knowledge, skills and intentions to avoid sexual risk or to use clinical services, reducing
their risk may be challenging to young people if social norms do not support risk reduction
and/or clinical services are not available” (UNESCO, 2009: 10). Programs are needed to challenge gender norms as well as harmful practices, sexual relationships including early and
forced marriage between young girls and older men, and sexual coercion, which increase HIV
risk for adolescent girls and women. [See Chapter 11A. Strengthening the Enabling Environment:
Transforming Gender Norms]
Early marriage is still common and each year 82 million girls marry before the age of 18
(WHO, 2002a, cited in UNAIDS et al., 2004b). Research in 16 countries in sub-Saharan Africa
(year(s) not speciﬁed) showed that on average, husbands of young girls ages 15 to 19 were, at a
minimum, 10 years older than their young wives (UNICEF, 2001 cited in Mathur et al., 2003).
Girls in child marriages are ﬁnancially dependant on their husbands and cannot leave because
they cannot repay their dowry, thus they have extremely limited power to refuse sex, negotiate
condom use or access HIV testing and services (Nour, 2006). Increased sexual experience is
often associated with increased age and therefore young girls married to older men are at an
increased risk of HIV transmission. Data collected in Zambia and Kenya (year(s) not speciﬁed) showed that “young married girls are more likely to be HIV-positive than their unmarried peers because they have sex more often, use condoms less often, are unable to refuse sex,
and have partners who are more likely to be HIV-positive” (Clark, 2003; Luke and Kurz, 2002
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cited in Mathur et al., 2003: 9). Girls and their families and communities need to know that
early marriage does not necessarily offer protection against HIV transmission. A recent study
in Ethiopia demonstrated that facilitated community conversations and mentors can reduce
the number of child marriages that put girls at risk for HIV (Erulkar and Muthengi, 2009).
Further efforts to reduce child marriage are needed.
Interventions that encourage adolescents to adopt protective behavior and those that address
the power disparities between young girls and older male partners are of the utmost importance in further efforts to protect adolescents from acquiring HIV. The tendency for unmarried
sexually active adolescent girls to have much older sexual partners puts them at risk of HIV
(Luke and Kurz, 2002). Anecdotal evidence suggests that men who are aware of AIDS are
targeting younger girls and, assuming they are ‘risk free,’ are less likely to use condoms with
young partners. Studies in South Africa and Zimbabwe have found high levels of rape and
sexual abuse. [See also Chapter 11B: Strengthening the Enabling Environment: Addressing Violence
Against Women] In many countries, few men who have sex with young girls, with or without
coercion, are prosecuted.
Ultimately, enabling young people to delay their ﬁrst sexual experience, to negotiate
condom use when they do have sex, to be able to say no when sex is unwanted, and to reduce
the number of concurrent sexual partners are critically important in protecting young women
from acquiring HIV. Finding new and promising ways to get accurate information to more
adolescents—particularly adolescents who are not in school—is also important and youthfriendly technologies such as text messaging should be further explored.
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What Works—Prevention for Young People: Encouraging Behavior Change
1. Sex and HIV education with certain characteristics (see introduction to 5A) prior to
the onset of sexual activity may be effective in preventing transmission of HIV by
increasing age at first sex and, for those who are sexually active, increasing condom
use and reducing the number of sexual partners.
2. Training for teachers to conduct age-appropriate participatory sexuality and AIDS
education can improve students’ knowledge and skills.
3. Mass media and social marketing campaigns are modestly effective in persuading
both female and male adolescents to change risky behaviors.
4. Communication between adults and young people about reproductive health
information can increase protective behaviors.
Promising Strategies:
5. National efforts to decrease or delay sexual activity, increase condom use and reduce
the number of sexual partners can be effective in preventing HIV nationwide.
6. Promoting condoms for pregnancy prevention may increase condom use for safe sex.
7. Providing HIV prevention education by people living with HIV (who wish to
serodisclose) to youth can reinforce messages about protective behavior.
8. Comprehensive programs for youth can improve HIV knowledge and encourage
protective behavior.
9. Increased employment opportunities, microfinance, or small-scale income generating
activities can reduce risky behavior—particularly among young women.

EVIDENCE
1. Sex and HIV education with certain characteristics (see introduction to 5A) prior to the
onset of sexual activity may be effective in preventing transmission of HIV by increasing
age at ﬁrst sex and, for those who are sexually active, increasing condom use and reducing
the number of sexual partners.
A review by UNESCO of 87 sex and HIV education programs in developing and developed countries found that 23 studies showed a delayed initiation of sex (40 had no
signiﬁcant impact); 16 decreased the number of sexual partners (20 had no signiﬁcant
impact); 23 increased condom use (35 had no signiﬁcant impact) and 16 studies reduced
sexual risk taking, one increased sexual risk taking and 13 had no signiﬁcant impact.
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Evaluated programs were curriculum and group-based; focused on sexual behavior;
focused on young people; had a experimental or quasi-experimental design; a sample
size of at least 100; measured impact on sexual behaviors for at least three to six months
and were published after 1990 (UNESCO, 2009). (Gray I) (sex education, sexual partners, condom use, sex behavior)
A review evaluating 83 sex and HIV education programs in developing and developed
countries that were based on a written curriculum and were implemented among
groups of youth in schools, clinics or other community settings found that two-thirds
of the studies found a signiﬁcant positive impact on one or more sexual behaviors or
outcomes, while only seven percent found a signiﬁcant negative impact. One-third of the
programs had a positive impact on two or more behaviors or outcomes. The 83 studies
generally reported on one or more of six aspects of sexual behavior: initiation of sex,
frequency of sex, number of sexual partners, condom use, contraceptive use in general,
and composite measures of sexual risk-taking (e.g., frequency of sex without condoms).
A few studies reported on pregnancy and STI rates. Initiation of Sex. Of the 52 studies
that measured impact on this behavior, 22 (42 percent) found that the programs signiﬁcantly delayed the initiation of sex among one or more groups for at least six months,
29 (55 percent) found no signiﬁcant impact, and one (in the United States) found the
program hastened the initiation of sex. Frequency of Sex. Of the 31 studies that measured
impact on frequency, nine (29 percent) reduced the frequency, 19 (61 percent) found no
signiﬁcant change in frequency, and three (all in developed countries) found increased
frequency among any major groups at any point in time. Number of Sexual Partners.
Of 34 studies measuring this factor, 12 (35 percent) found a decrease in the number of
sexual partners, while 21 (62 percent) found no signiﬁcant impact. Condom Use. Of the
54 studies measuring program impact on condom use, almost half (48 percent) showed
increased condom use; none found decreased condom use. Contraceptive Use in General.
Of the 15 studies measuring impact, six showed increased contraceptive use, eight
showed no impact, and one (in the United States) showed decreased contraceptive use.
Sexual Risk Taking. Some studies (28) developed composite measures of sexual activity
and condom use (e.g., frequency of sex without condoms). Half of them found signiﬁcantly reduced sexual risk-taking. None of them found increased sexual risk-taking.
Pregnancy Rates. Of the 13 studies that measured pregnancy rates, three found signiﬁcant positive effects, nine found insigniﬁcant effects, and one (in the United States)
found signiﬁcant negative effects. STI Rates. Of the 10 studies that measured impact on
STI rates, two found a positive impact, six found no signiﬁcant impact, and two found
a negative impact. For example, in Tanzania, a sexuality education intervention reduced
the number of sexual partners among boys and increased condom use among both boys
and girls. This evaluation used an experimental design and found positive behavioral
impacts over a three-year period (Ross et al., 2003 cited in Kirby et al., 2007). Skills
based programs were more effective at changing behavior than were the knowledgebased programs. In the programs reviewed, female adolescents constituted between
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44% and 100% of participants (Kirby et al, 2007a; Kirby et al., 2007b; Kirby et al.,
2006; Kirby, 2009). (Gray I) (sex education, sexual partners, condom use, contraception,
sex behavior)
A community-randomized trial with a cohort of 9,645 adolescents in 20 communities
in Mwanza Region, Tanzania that included multiple components to improve the sexual
health of adolescents, resulted in statistically signiﬁcant improvements in knowledge,
reported attitudes, reported STI symptoms, and some behavior change but no change
in HIV seroconversion rates. The intervention included comprehensive sex education, youth-friendly services, community-based condom promotion and distribution by
youth, and a range of community-wide, youth-focused activities. All students age 14 or
older in grades 4–6 in 1998 were eligible for enrollment and the ﬁnal follow-up took
place three years after recruitment, in 2001–2002. There were statistically signiﬁcant
differences among young men—but not young women—in the intervention group
compared to the control group in sexual debut and having more than one sex partner in
the past year. Initiation of condom use was higher for both young men and women in
the intervention groups although condom use at last sex remained low, at below 30%.
“Reported behavioral effects were stronger in male than female participants, possibly
because young women were exposed to older male participants who had not beneﬁted
from the programme” (Ross et al., 207: 1951). Furthermore, “the interventions that
were tested within the trial were all directly targeted to adolescents themselves. Cultural
norms, however, such as gendered and age-related power relationships and marriage
and fertility norms within marriage and fertility norms within the wider community,
compromise the ability of adolescents to change their sexual behavior. Communitywide interventions aimed at changing societal norms may be particularly important”
(Ross et al., 2007: 1952) (Gray II) (sex education, behavior change, HIV seroconversion,
Tanzania)
A quasi-experimental study using 4,795 questionnaires from adolescents who participated in a school-based sex education program in public schools in four municipalities
in the state of Minas Gerais, Brazil found that the program succeeded in more than
doubling consistent condom use with casual partners from 58.3% prior to the program
to more than 71% following the program, with no effect on age at ﬁrst intercourse or
on adolescents engagement in sexual activities (Andrade et al., 2009). (Gray III) (sex
education, condom use, Brazil)
A quasi-experimental research study in South Africa in 2001 found that of the 646
students included, exposure to HIV/AIDS curriculum increased levels of knowledge
related to HIV transmission, knowledge of risky behaviors, levels of approval of abstinence, intention to abstain or use a condom, and reported partner reduction among
males. The intervention did not increase rates of sexual activity. Of the 22 schools
included in the study, Life Orientation HIV/AIDS curriculum was taught in 11 schools,
while the remaining 11 did not receive the class and served as controls. Two classrooms from each of the 11 intervention schools were selected to receive Life Orientation
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classes, a total of 16 hours, and measurements were taken from both students and
teachers at baseline, immediately upon completion of the course, and four months
post-intervention. Eleven teachers were also selected from the intervention schools to
undergo ﬁve days of training. Although baseline measurements showed that students
in both groups had a high level of prior existing knowledge related to HIV transmission
and risk behaviors, post-intervention assessments showed that students in the intervention group had a signiﬁcantly increased knowledge when compared to students in
the control group. Approval of abstinence increased among males in the intervention
group, from 54% at baseline, to 81% at the end of the intervention, and ﬁnally 73%, at
four months post-intervention. Furthermore, for both males and females a signiﬁcant
increase was observed in the number of students who reported to believe that abstinence
was a good idea/choice for teenagers. No similar trends were observed in the control
group. Intention to abstain, however, was similar in both groups and was maintained
throughout the study period. Intention to use a condom increased in the intervention
group from 25% at baseline, to 33%, and ﬁnally to 30% post-intervention, while rates for
students in the control group declined from 25% to a ﬁnal 23%. In addition, both intervention students and control students consistently agreed that forced or coerced sex was
not acceptable. Finally, intervention students expressed the wish that the course would
better address practical communication skills and peer pressure, while many teachers
reported a preference of focusing on the more factual aspects of the curriculum rather
than on life skills that included decision-making, communication, and assertiveness
(Reddy and James, 2003). (Gray III) (adolescents, sex education, abstinence, South Africa)
A school health education program in primary school in Uganda sponsored by the
Ugandan AIDS Commission emphasized improved access to information for health,
sexual behavior decision-making and improved peer interaction regarding decisionmaking related to HIV/AIDS and sexuality. Students with an average age of 14 years
were surveyed with a cross-sectional sample and after two years of interventions. The
percentage of students who stated they had been sexually active fell from 42.9% (123 out
of 287) to 11.1% (30 out of 280) in the intervention group, while no signiﬁcant change
was recorded in a control group (Aggleton et al., 2000). (Gray III) (adolescents, sexuality,
sex education, Uganda)
A survey in 2001 by the Ministry of Health in Brazil found that 70% of schools carried
out prevention activities with students; 97% of students had correct information on
how AIDS was transmitted; and 90% of students who were sexually active changed
their behaviors regarding AIDS after exposure to school prevention activities. Brazil has
a low HIV prevalence, with HIV infections well under a third of expected cumulative
totals due to early prevention efforts, early universal treatment and nondiscrimination
(Gauri et al., 2007). (Gray IV) (adolescents, sex education, Brazil)
A study of 1,581 low-income fourth-graders in Mexico’s marginalized Hidalgo and
Campeche States found that a communications-centered life skills program taught by
comprehensively trained teachers in elementary schools improved communication attiW H AT W O R K S F O R W O M E N A N D G I R L S
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tudes, self-efﬁcacy, intentions, and perceived socio-cultural norms about communications. The 30-hour “I Want to, I Can… Prevent HIV/AIDS” program used gender-sensitive, participatory methods to teach fourth-graders a range of life skills. The program
introduced games to teach children about human physiology, anatomy, sexuality, and
HIV/AIDS. The program had a signiﬁcant impact on communication about sexuality,
and it changed the perception in the community that parents should not talk to their
children about sex (Pick et al., 2007). (Gray IV) (adolescents, sex education, Mexico)
A study of 31,000 primary and middle school students in China who received life
planning skills training in 2005 and 2006 promoting gender equity led to signiﬁcant
improvements in sexual and reproductive health knowledge. A quasi-experimental
design with cluster sampling with matched controls for the intervention county found
that young girls’ self-conﬁdence and self-esteem also increased. An impact evaluation
among grade 4 and 7 students from 9 schools was conducted in 2006. Compared to
the control groups, grade 4 girls from the intervention signiﬁcantly changed their attitudes regarding stereotypes of potential occupations. Willingness to use condoms also
increased among intervention students. Participants gained skills to handle choices
around dating and drug use (Yang et al., 2008). (Abstract) (adolescents, sex education,
China)
Life skill-based HIV/AIDS education conducted in China between 2004 and 2007 in
2,490 middle schools with 1,938,285 students increased signiﬁcantly the percentage
of middle school students—from below 14% to more than 62%—who both correctly
identiﬁed ways of preventing sexual transmission of HIV and rejected major misconceptions (Han et al., 2008). (Abstract) (adolescents, sex education, China)
2. Training for teachers to conduct age-appropriate participatory sexuality education can
improve students’ knowledge and skills.
A review by UNESCO of 87 sex and HIV education programs in developing and developed countries found that to have maximum impact, school-based sexuality education
must be taught by trained teachers (UNESCO, 2009). (Gray I) (adolescents, sex education, teachers, training programs)
A project in Uganda with students ages 13–14 that included teacher training found that
students whose teachers who had received training reported a signiﬁcant decline both
in having sexual intercourse in the past month and in the average number of sexual
partners. Among students in the sample from the intervention schools, those who had
been sexually active fell from 43% in 1994 (123 of 287) to 11% in 1996 (31 of 280).
Teachers were the main source of information for adolescents (Shuey et al., 1999 cited
in James-Traore et al., 2004). (Gray III) (adolescents, teachers, training programs, Uganda)
An intervention from 2006 to 2008 in Thailand trained 103 lecturers from 10 universities to promote comprehensive sexuality education. A new course, Comprehensive
Sexuality Education Learning Design, was taught to 910 students in pre-service teacher
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training programs. The lecturers were trained in sexuality, Positive Youth Development,
and Learning Design. The Comprehensive Sexuality Education Learning Design course
taught about human development, relationships, sexual health and behaviors, personal
skills, society, and cultures. It also required a one-semester internship in a school
teaching sexuality education, which brought the Comprehensive Sexuality Education
program to 253 primary and secondary schools. An evaluation found that most primary
and secondary school students exposed to the Comprehensive Sexuality Education class
found it to be useful, practical, applicable to real life, and would suggest that all students
obtain sexuality education. Teachers reported, “to teach sexuality education well,
teachers have to understand young people and be open-minded as sometimes students
know more than we expected,” and “teachers have to always be updated on all issues as
students always have questions about sex” (Vechmee, 2008). (Abstract) (adolescents, sex
education, training programs, Thailand)
3. Mass media and social marketing campaigns are modestly effective in persuading both
female and male adolescents to change risky behaviors.
A systematic review of the effectiveness of 24 mass media interventions on HIV-related
knowledge, attitudes and behaviors was undertaken in 2006. The intervention studies
were published from 1990 through 2004 and reported data from developing countries comparing outcomes using (i) pre- and post-intervention data, (ii) treatment versus
control (comparison) groups or (iii) post-intervention data across levels of exposure.
The most frequently reported outcomes were condom use (17 studies) and knowledge
of modes of HIV transmission (15), followed by reduction in high-risk sexual behavior
(eight), perceived risk of contracting HIV/AIDS (six), interpersonal communication
about AIDS or condom use (six), self-efﬁcacy to negotiate condom use (four) and
abstaining from sexual relations (three). The review yielded mixed results, and where
statistically signiﬁcant, the effect size was small to moderate (in some cases as low as
1–2% point increase). On two of the seven outcomes, at least half of the studies did show
a positive impact of the mass media: knowledge of HIV transmission and reduction in
high-risk sexual behavior. Further rigorous evaluation on comprehensive programs is
required to provide a more deﬁnitive answer to the question of media effects on HIV/
AIDS-related behavior in developing countries (Bertrand et al., 2006). (Gray I) (mass
media, condom use, transmission, sex behavior)
A case control survey study conducted in Rwanda between 2000 and 2002 evaluated
the effectiveness of a social marketing campaign targeting nearly 150,000 youth with
messages promoting the use of a multipurpose, youth-friendly center that provides VCT,
STI diagnosis, and reproductive health services. The study found that youth exposed to
the program were more likely to use VCT services, and more likely to have had an HIV
test in the past year, increasing from 2% in both sexes to 7% in males and 9% in females.
Peer educators, radio shows, print materials, and mobile video-unit shows were used
to motivate youth to practice safe behaviors and visit the youth-friendly health center,
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as young people in this area had little access to television. Results of such approaches
showed a signiﬁcant change among youth who were highly exposed to the program
regarding their attitudes and behavior toward VCT and condom use. The percentage of
young men who reported believing that condoms are effective for preventing HIV/AIDS
was 92%, as compared to 73% in the low-exposure group; conﬁdence in correct condom
use was 30%, as compared to 17%; 29% of young men reported having discussed STIs/
AIDS with someone in the past year, as compared to 9% of the low-exposed young men;
and the percentage of those men with high exposure who had an HIV test in the past
year was 9%, as compared to 2%. Among females in particular, exposure to the program
was associated with decreased shyness when buying condoms, with 21% reporting not
being shy, versus 44% in the unexposed group, and an increased perception of personal
reproductive health risks, 61% compared to 32%. Eighty-one percent of young females
in the exposed group reported believing condoms are effective for HIV/AIDS prevention, as compared to 64% of the low-exposed group; 27% of the exposed group reported
discussing STIs/AIDS with someone in the past year, as compared to 10%; and 7%
had an HIV test in the past year, as compared to 2% of the unexposed group (Neukom
and Ashford, 2003). (Gray III) (adolescents, HIV testing, social marketing, mass media,
condoms, Rwanda)
A social marketing campaign conducted in 2000 in Cameroon targeting nearly
600,000 youth with messages promoting the consistent use of condoms among sexually-active youth found that both young men and women exposed to the campaign were
more likely to know how to use condoms correctly and were less shy about purchasing
condoms. After an 18-month campaign involving television and radio advertisements,
radio shows, radio dramas, a youth newspaper, youth-friendly condom sellers, and a
peer education program, 69% of young men with high levels of exposure to the program
reported having used a condom the last time they had sex, as compared to just 56% of
those with low exposure. Conﬁdence in knowing how to use condoms correctly was
reported by 79% of young men and 64% of young women exposed to the campaign, as
compared to 68% and 38% of those with low exposure, respectively. Both young men
and young women exposed to the marketing campaign reported being less shy when
purchasing condoms than those with low exposure to the campaign. Among sexually
active young women, program exposure was associated with an increase in condom
purchasing, a signiﬁcant increased perception of personal risk, and greater perceived
support from peers for using condoms (Neukom and Ashford, 2003). (Gray III) (youth,
social marketing, mass media, condoms, self-perception, sex behavior, Cameroon)
A six-month multimedia campaign in Zimbabwe encouraged abstinence for young
people with no sexual experience together with condom use and reduction in partners for those already sexually active by promoting self-respect and self-control. In the
campaign areas, 97% reported being exposed to the campaign. Youth in the campaign
areas reported that they had said no to sex 2.5 times more than youth in the comparison
areas. Youth in campaign sites were 4.7 times more likely to have visited a health center
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and 14 times more likely to have visited a youth center than youth in the comparison
areas. Signiﬁcantly, youth in the campaign area were over 26 times more likely to report
one sexual partner and over 5 times more likely to use condoms than youth in the
comparison area. The project used 10,000 posters, 19,000 leaﬂets, 100,000 copies
of a newsletter, 26 one hour radio shows, launch events with popular musicians, 60
community theater presentations with discussions, trained 24 peer educators, and
established a hotline, with youth participating in every aspect of designing and implementing campaign materials and activities. The project intervention also designated
26 clinics as youth friendly and conducted a one-week training with a provider from
each clinic in counseling youth. A baseline survey was conducted with 1,426 randomly
sampled adolescents with a follow-up survey one year later with 1,400 respondents
(Kim et al., 2001). (Gray III) (abstinence, youth, condoms, mass media, Zimbabwe)
A national television and radio HIV prevention campaign in Zambia for young people
ages 13 to 19 found that viewers were 1.68 times more likely to report primary or
secondary abstinence. Viewers were 1.91 times more likely to have ever used a condom
and 1.63 times more likely to report condom use during last sex when contrasted with
nonviewers, holding sex, age, residence and education constant. Among adolescent
females who were sexually experienced, 82% of viewers reported that they felt conﬁdent
that they had “the ability to say no to unwanted sex,” in contrast with 69% at baseline
and 64% of nonviewers. Nearly 86% of viewers recognized that a person who looks
healthy could be HIV-positive, compared to 72% of nonviewers. The campaign design
team included youth, including an HIV-positive youth, message concepts were tested,
and comprehension was assessed through focus group discussions, interviews, and
post-broadcast surveys. A total of 533 male adolescents and 656 female adolescents were
included in the survey (Underwood et al., 2001). (Gray III) (adolescents, mass media,
condom use, self-perception, Zambia)
In 2002 MTV launched a global multicomponent HIV prevention campaign, “Staying
Alive,” reaching over 166 countries worldwide. An evaluation of this campaign focused
on three diverse sites: Kathmandu, Nepal; São Paulo, Brazil; and Dakar, Senegal. Data
were collected before and after campaign implementation through population-based
household surveys. Using linear regression techniques, the evaluation examined the
effects of campaign exposure on interpersonal communication about HIV and the
effects of campaign exposure and interpersonal communication on beliefs about HIV
prevention. Researchers found a consistent positive effect of exposure on interpersonal
communication across all sites, though there were differences among sites with regard
to whom the respondent talked about HIV. The analysis also found a consistent positive
effect of exposure on HIV prevention beliefs across sites when interpersonal communication was simultaneously entered into the model. In two sites, researchers found
a relationship between interpersonal communication and HIV prevention beliefs,
controlling for exposure, though again, the effects differed by the type of person the
communication was with. These similar ﬁndings in three diverse sites provide ecologW H AT W O R K S F O R W O M E N A N D G I R L S
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ical validity of the ﬁndings that “Staying Alive” promoted interpersonal communication
and inﬂuenced young people’s beliefs about HIV prevention in a positive way, evidence
for the potential of a global media campaign to have an impact on social norms (Geary
et al., 2007). (Gray IV) (adolescents, mass media, communication, Nepal, Brazil, Senegal)
Straight Talk (ST) mass media communication programs, which have been implemented in Uganda since 1993, comprise three main materials: multilingual Straight
Talk Radio Shows, multilingual Straight Talk newspapers, and an English language
Young Talk newspaper. Straight Talk also implemented a wide array of school-based
activities to engender a youth-friendly school environment. The evaluation concludes
that many Ugandan adolescents have beneﬁted from ST activities, and that greater exposure was associated with greater beneﬁts. Among both males and females, exposure to
ST activities is associated with greater knowledge about sexual and reproductive health,
more balanced attitudes toward condoms, and more communication with parents about
sexual and reproductive health issues. The results also show that for girls, exposure to
ST materials is further associated with greater self-assuredness, greater sense of gender
equity, and the likelihood of having a boyfriend but not having a sexual relationship.
Among males, ST exposure is associated with lower likelihood of sexual activity, greater
likelihood of resuming abstinence, and a greater likelihood of taking relationships with
girls seriously. Adolescents exposed to ST were more likely to have been tested for HIV
than those never exposed (Adamchack et al., 2007). (Gray V) (adolescents, mass media,
condoms, communication, abstinence, Uganda)
A pilot education campaign using posters and take away cards in numerous venues in
Russia increased condom use by 18% in one area and 21% in another among tertiary
students ages 15 to 23 (Alekseeva et al., 2008b). (Abstract) (mass media, condoms, adolescents, Russia)
4. Communication between adults and young people about reproductive health information
can increase protective behaviors.
A study of 750 women and 870 young people in rural Limpopo Province, South Africa
evaluated whether an intervention that paired a microﬁnance program with participatory HIV/AIDS and gender empowerment education for women in the poorest half of
households could impact communication about sexuality between the women participants and adolescents in their households. During mandatory bi-weekly meetings, the
Intervention with Microﬁnance for AIDS and Gender Equality (IMAGE) used three
pathways to encourage loan holders to engage with young people in their households
about sexuality issues: 1) by teaching the women participants about HIV, 2) by allowing
the women to recognize their responsibility in protecting young people from HIV, and
3) by giving the women participants guidance in changing social taboos and norms.
Initially, many women were “hostile to receiving what they considered to be irrelevant
information.” A focus discussion group participant indicated “each time the facilitator
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starts the sessions we would say, “there she goes again with her condoms speech… [we]
talked about AIDS and our children, we were bored.” But by the end of the training,
women stated, “We saw many role-plays that showed us how to communicate with our
children. These were useful skills,” (Phetla et al., 2008: 511). The study found “an overall
increase in the frequency and comfort levels of participants’ efforts to convey the risk
HIV poses to their community” (Phetla et al., 2008: 509). The women who participated
in the intervention spoke to children about sexuality issues signiﬁcantly more often,
and the content of their discussions changed. While previously the women warned their
children with “vague admonitions,” after the intervention, they provided concrete guidance to young people: 97.6% of the women who communicated with children about
sexuality discussed condoms while 58.2% discussed HIV testing (Phetla et al., 2008:
511). Young people who lived with the women participants generally wanted to discuss
sexuality with their parents (Phetla et al., 2008). (Gray III) (youth, communication, sexuality, South Africa)
A survey study in 1998 in three sites in Ghana with 526 youth ages 11 to 26 found that
youth who talked to both adults and peers about reproductive health during the last three
months were more than twice as likely to have taken actions to protect themselves from
AIDS than those youth who did not talk to anyone about reproductive health during the
last three months. Actions taken to protect themselves from AIDS included: abstinence
or delaying sex; using condoms; one sexual partner; and avoiding risky situations (Wolf
and Pulerwitz, 2003). (Gray III) (youth, communication, condoms, sex behavior, abstinence,
Ghana)
A cross-sectional descriptive study of girls ages 12 to 18 and their mothers in Uganda
in 1997 found that 75.8% of mothers reported having discussed the issues of sexuality
and HIV/AIDS with their daughters and 67.9% of daughters reported having had their
mothers discuss the topics with them, however, discrepancies between the two groups
were noted in reported frequency and topics covered. Respondents were selected using
the WHO 30 cluster, seven quota sampling method with 105 households being included
from each of the sites, with a total of 186 adolescent girls and 183 of their mothers being
included in the study. Five trained research assistants administered questionnaires,
both open- and closed-ended, and two focus groups for mothers and four for daughters
were conducted with seven to eight individuals per focus group who were randomly
selected from the questionnaire group. Results from the data collected indicated that
parents were the major source of information concerning sexuality and HIV/AIDS for
young girls, 32.3% of the time, followed by friends 24.7% of the time, radio 21.5%,
teachers 16.6%, books 4.3%, health workers 3.2%, and ﬁnally youth clubs 1.6% of the
time. Seventy-ﬁve percent of mothers reported beginning sexuality dialogues at puberty,
15.9% when a daughter was leaving home for school, 13% when a daughter announced
having a boyfriend, 8.7% after a relative died of HIV/AIDS, and 5.1% after the daughter
became pregnant. On average, mothers reported discussing sexuality matters with their
daughters 7.8 times per month. Overall, 67.9% of the adolescent girls included in the
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study reported having received information from their mothers, while 32.1% claimed
that they had not, and 68.8% reported that their mothers assisted them in accessing
information via discussions or encouragement to read material, watch television, or
join a club, while 31.6% said their mothers did not. Forty percent of the daughters
claimed they had some difﬁculty or problems discussing sexuality with their mothers
for reasons such as fear, shyness, and that mothers were too busy, among others. Girls
reported preferring their mothers as the source of their information. Lastly, when asked
how mothers might be enabled or empowered to better communicate with their daughters on matters concerning HIV/AIDS and sexuality, 50.7% suggested providing seminars and workshops within the community to teach communication techniques and
skills, 8.7% mentioned suggestions related to reading materials that would be useful,
and 7.2% said they would like counselor or teacher assistance (Damalie, 2001). (Gray
III) (adolescents, communication, sex behavior, Uganda)
A review of 5,592 questionnaires administered to adolescents in Mexico found that
discussion with parents about risk and prevention prior to sexual initiation was associated with higher condom use at ﬁrst sex and late discussion was associated with
younger age at ﬁrst intercourse. Communication before onset of sexual activity about
risk and prevention is positively associated with safer sex practices (Atienzo et al., 2008).
(Abstract) (adolescents, communication, condom use, Mexico)

Promising Strategies:
5. National efforts to decrease or delay sexual activity, increase condom use and reduce the
number of sexual partners may be effective in preventing HIV nationwide.
Using longitudinal data from annual and serological surveys from 1989 to 2007 in
Uganda, a study analyzing sexual behavior data found that young people making their
sexual debut during the period of study (1996 to 2007) did delay sexual debut, delaying
sexual initiation by one year. In addition, younger males and females reported increased
condom use. More than a quarter of males 20 to 25 years of age reported condom
use at last sex but for males above age 40, only 10% reported condom use at last sex.
Among females, more than 10% reported condom use at last sex at the ages of 18 to 22
years of age, but above age 40, only 4% reported condom use at last sex. Males in birth
cohorts born before 1985 reported 13% fewer partners than males in older birth cohorts.
Females born after 1985 reported around 7% fewer partners than females in the older
birth cohorts at the same age (Todd et al., 2009). (Gray III) (sex behavior, sexual debut,
condom use, sexual partners, Uganda)
Data from the 2004 to 2005 Uganda HIV/AIDS Sero-Behavioral Survey and the 1988,
1995, and 2001 DHS surveys showed that the proportion of youth ages 15 to 24 who
reported never have had sex increased signiﬁcantly from 23% in 1998 to 32% in 2005,
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including men for whom the proportion increased from 32% in 1995 to 42% in 2005.
Among women aged 15 to 19, those who reported never having had sex increased from
38% in 1995 to 54% in 2005. In addition, the proportion of sexually experienced women
aged 15 to 19 who reported no sex in the 12 months preceding the survey rose from
7% in 1989 to 18% in 2005. Interventions included public health education, condom
promotion, HIV counseling and testing, etc. (Opio et al., 2008). A more recent analysis
of DHS data found that women in Uganda who were born after 1970 have, on average,
had sex at a later age than those born earlier (Slaymaker et al., 2009). (Gray III) (youth,
sex behavior, communication, Uganda)
A study of population-based sexual behavior surveys in one urban and one rural community of young people ages 15 to 24 in Zambia from 1995, with 1,720 youth, in 1999 with
1,946 youth and 2003, with 2,637 youth found that the proportion of both women and
men who reported more than one sexual partner in the year immediately prior to the
survey declined. The percent of urban young women who reported using a condom
at their last sexual intercourse in 1995 was 36% but this increased to 57% by 2003. In
1999, 15% of urban females and 42% of rural males ages 15 to 19 reported sex before
the age of 15; this decreased to 5% of urban females and 24% of rural males by 2003.
The change in behavior may be linked to the nationwide comprehensive HIV prevention campaigns launched in the early 1990s (Sandøy et al., 2007). (Gray IV) (youth, sex
behavior, condoms, mass media, Zambia)
A review of surveillance data between 1998 and 2003 in Manicaland, Zimbabwe among
a population cohort of 9,454 adults found evidence for delay in the onset of sexual
activity among adolescent men and women. At baseline, 45% of young men ages 17 to
19 reported having commenced sexual activity; 3 years later, 27% of the same age group
reported having started sexual activity. During the same time period, the percentage
of 15 to 17 year old women who reported sexual experience fell from 21% to 9%. HIV
prevalence fell by 23% among men aged 17 to 29 and by 49% among women aged 15 to
24 years (Gregson et al., 2006). (Gray IV) (youth, sex behavior, Zimbabwe)
A review of three independent data sources in Zimbabwe—mortality rates; HIV prevalence data from ANC clinics; and DHS sexual behavior from 1988 to 2005—found
that behavioral changes in the late 1990s contributed to generating substantial reductions in HIV incidence, with reductions in the numbers reporting having started sex,
decreased numbers of casual partners and decreased sex work linked to generating
substantial reduction in HIV incidence. Distribution of condoms also increased (Hallett
et al., 2008b). (Abstract) (adolescents, sex behavior, condoms, Zimbabwe)
6. Promoting condoms for pregnancy prevention may increase condom use for safe sex
among young people.
Over 75% of 3,000 male and female college students ages 18 to 24 in South Africa
surveyed reported condom use at last sexual intercourse, primarily to prevent preg-
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nancy. Almost 87% of men and 89% of women in the survey felt that condoms were
part of sex. Six focus group discussions with found that condoms had become part
of sex, highly acceptable and easily accessible. If a woman requested condoms, men
and women agreed the man must comply. Some men were suspicious of women who
agreed to unprotected sex. Students reported that they would rather use condoms than
jeopardize their future. (Maharaj and Cleland, 2006). (Gray III) (youth, condom use,
pregnancy prevention, South Africa)
From 1993 to 2001 the use of condoms for pregnancy prevention rose signiﬁcantly in
13 of 18 countries and the median proportion increased from 5.3% to 18.8%. In the 13
countries in Africa with available data, condom use at more recent coitus rose from a
median of 19.3% to 28.4%. Of these, 58.5% of condom users were motivated by a wish
to avoid pregnancy (Cleland et al., 2006a). (Gray III) (condom use, pregnancy prevention,
Africa)
An analysis of survey data from 18 African countries found that use of condoms for
pregnancy prevention rose signiﬁcantly in 13 of 18 countries between 1993 and 2001.
Condom use among young African women increased by an average annual rate of 1.4
percent, with more than half of the users (58.5 percent) reporting that they were motivated by a desire to prevent pregnancy (Cleland et al., 2006b). (Gray IV) (youth, condom
use, pregnancy prevention, Africa)
A study of 678 male adolescents from Brazil found that condoms were the preferred
method of contraception for 95% of sexually active adolescents Avoiding pregnancy is
also a primary motivation for young men in steady relationships (Juarez and Martin,
2006). (Gray V) (adolescents, condom use, pregnancy prevention, Brazil)
7. Providing HIV prevention education by people living with HIV (who wish to serodisclose)
to youth can reinforce messages about protective behavior.
A longitudinal matched control study in Australia to evaluate the efforts on 1,280 young
people of talks by people living with HIV who disclose their perspective of living with
HIV found that meeting HIV-positive people decreased fear and prejudice, reinforced
messages about protective behavior and increased the belief that HIV is preventable.
Improved attitudes after talks by females remained signiﬁcant over three months.
“Female speakers, in particular, break down common stereotypes about who contracts
HIV. They make students realize that anybody is vulnerable to infection” (Paxton, 2002:
288). For female students, talks by people living with HIV “reinforced messages of
safe sex” (Paxton, 2002: 287). Speakers changed perceptions, broke down stereotypes,
and made students realize that anybody is vulnerable to infection. Focus group discussions with 117 students were used to elucidate the impact. Six hundred and twenty-eight
respondents were recruited into the intervention group and 652 into the control. The
quantitative data collection tool was a highly structured Attitude Scale for Teenagers to
measure attitudes, such as “I would shake hands with a person having HIV.” Short-
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term and long-term attitudes changed in the intervention group, with scores signiﬁcantly different before the talk with after the talk, with changes sustained over three
months (Paxton, 2002). (Gray III) (adolescents, communication, self-perception, Australia)
Women participants in a microcredit program with a participatory HIV/AIDS and
gender empowerment education aspect for the poorest half of households in rural
Limpopo Province, South Africa reported that meeting a healthy-looking HIV-positive
young woman during an education session was crucial to understanding their vulnerability and the vulnerability of their families to HIV. One of the women surveyed reported
that, “most people thought that HIV-positive people were skinny and sickly looking. We
were scared because we found out that the virus can affect anyone indiscriminately… I
will never forget her face; it reminds me about the seriousness of the virus and the need
for protection” (Phetla et al., 2008: 512). (Gray V) (self-perception, communication, South
Africa)
8. Comprehensive programs for youth can improve HIV knowledge and encourage protective
behavior.
JSI evaluated the African Youth Alliance (AYA) Programs in Uganda (implemented
2001–2005), Tanzania (2002–2005), and Ghana (2001–2005) using post-intervention
analysis between and intervention sites to determine the impact AYA’s comprehensive
integrated program on SRH behavior. The AYA Program had six components, namely,
(1) policy and advocacy coordination; (2) institutional capacity building; (3) coordination and dissemination; (4) BCC (behavior change communication), including life
planning skills and enter-education activities such as sports, dance, and rap; (5) Youth
Friendly Services; and (6) Integration of adolescent sexual and reproductive health
(ASRH) with livelihood skills training. The study compared knowledge, attitudes, and
behavioral outcomes between intervention and control sites of 3,416 youth (17–22 year
old) in Ghana, 1,900 in Tanzania, and 3,176 in Uganda and found a signiﬁcant positive impact of AYA on condom use, contraceptive use, partner reduction and several
self-efﬁcacy and knowledge antecedents to behavior. Areas with little evidence of AYA
impact included delay of sexual debut and abstinence among females and males and
partner reduction among males. The impact of AYA was greater on young women than
on young men, although in many cases, the knowledge of unexposed men was much
higher than that of unexposed women. In Ghana, AYA signiﬁcantly improved the conﬁdence of young women in obtaining condoms and in insisting that a partner use a
condom. The number young women who reported having ever used a condom, used a
condom at last sex, used a condom at ﬁrst sex, and who claimed to have had fewer than
two sex partners in the last year also signiﬁcantly increased. In Tanzania, young women
expressed a signiﬁcant increase in positive attitudes toward condom users, conﬁdence
in putting on a condom correctly, and conﬁdence that they can insist that a partner use a
condom. Tanzanian females exposed to AYA also were signiﬁcantly more likely to report
fewer than two sexual partners in the last year, condom use at ﬁrst sex, condom use at
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last sex, having ever used a condom, and consistent uses of condoms. Among males in
Tanzania, consistent use of condoms, condom use at ﬁrst sex, and modern contraceptive
use at ﬁrst sex signiﬁcantly increased, although their use remained low (28, 44, and 43
percent, respectively). The study limitations included a lack of comparable baseline data
(Williams et al 2007). An evaluation of the in-school Life Planning Skills component of
African Youth Alliance’s program in Botswana found that the program increased knowledge of HIV transmission, improved risk reduction behaviors among those who felt
at risk (getting tested for HIV, reducing partners, using condoms, or abstaining), and
increased both the intention to use and actual use of condoms. Due to the program’s
success, the AYA Life Planning Skills manual was adopted for use in secondary schools
nationwide in 2004 (African Youth Alliance 2007). (Gray III) (adolescents, condoms, sex
behavior, Uganda, Tanzania, Ghana, Botswana)
A survey of 933 university students (mostly ages 20–24) in Harare, Zimbabwe found
that students who had participated in SHAPE (Sustainability, Hope, Action, Prevention,
Education), a comprehensive HIV/AIDS education program that organized workshops,
topical seminars, clubs, and sports teams for university and school-aged youth, were
less likely to have ever had sex and had fewer sexual partners in the past year (mean 1.4
for SHAPE members vs. 2.2 for non-SHAPE respondents). SHAPE participants were
more likely to have discussed AIDS in the past month (95% to 83.4%), have been tested
for HIV (85% vs. 76%), get treatment for AIDS, consider abstinence as a prevention
practice for HIV, and more likely to have seen a female condom. SHAPE programs had
been active at the University of Zimbabwe for two years prior to the survey. However,
because the rate of consistent condom usage was only 70% for both participants and
control students, it is possible that “the most vulnerable couples are those who believe
they know each other well enough to forgo condoms.” (Terry et al., 2006). (Gray III)
(youth, condoms, sex behavior, sexual partners, female condom, Zimbabwe)
9. Increased employment opportunities, microﬁnance, or small-scale income generating
activities can reduce risky behavior—particularly among young people. [See Chapter 11D.
Strengthening the Enabling Environment: Promoting Women’s Employment, Income and
Livelihood Opportunities]
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Gaps in Programming—Encouraging Behavior Change
1. Effective programs (as described in this compendium) must be expanded to reach
many more young people, especially young people who are most neglected such as
very young adolescents, out-of-school youth, young people living with HIV, homeless
and rural youth.
2. Greater efforts are needed to help young people personalize HIV risks.
3. Sex education and condom promotion programs need to take into account the
different motivations among young men and women for engaging in unsafe sex.
4. Clear policies supporting access to information and sexuality education are needed to
reduce the risk of HIV transmission among young people.
5. Interventions are needed to counter gender norms, such as those that value girls’
sexual ignorance and virginity, which place girls at risk for HIV transmission.
6. Interventions are needed to reduce cross-generational sex.
7. Intensified efforts are needed to increase condom use and reduce multiple partnerships
by people who know their HIV-positive status or who are on ARV treatment, including
young people.

1. Effective programs (as described in this compendium) must be expanded to reach many
more young people, especially young people who are most neglected such as very young
adolescents, out-of-school youth, young people living with HIV, homeless and rural youth.
[See also Chapter 12B. Care and Support: Orphans and Vulnerable Children] Studies found
adolescent girls did not know that anal sex increased the risk of HIV acquisition, did not
use condoms, and did not know that oral sex carries a low risk of HIV acquisition. Out-of
school-youth were at high risk of early sexual debut.
Gap noted globally for girls 15 to 19, as the proportion of these girls in school is quite
low (Haberland and Rogow, 2007). Gap also noted, for example, in Nigeria (Fajola et
al., 2008; Anyanti et al., 2008a); Egypt (Soliman et al., 2008); Nicaragua (Manji et al.,
2007); Ethiopia (Alemu et al., 2007; Erulkar et al., 2006); over 30 countries in Africa
and four countries in Asia (Dixon-Mueller, 2009); and Côte d’Ivoire, Senegal, Kenya,
Tanzania, Uganda, Ethiopia, Sudan, Zambia and South Africa (Thomsen, 2007).
2. Greater efforts are needed to help young people personalize HIV risks. Studies found that
knowledge about HIV prevention was superﬁcial and that young people believed that they
were not personally at risk of HIV acquisition despite risky behaviors.
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Gap noted, for example, in South Africa (Anderson et al., 2007, Stadler et al., 2007);
Laos (Toole et al., 2008); and Burkina Faso, Ghana, Malawi and Uganda (Biddlecom et
al., 2007).
3. Sex education and condom promotion programs need to take into account the different
motivations among young men and women for engaging in unsafe sex. Studies found that
boys complained about reduced sensation with condoms to cover their fear of losing their
erection when putting on a condom; girls believed that unsafe sex proved their love and
trust in their partner.
Gap noted, for example, in Thailand (Vuttanont et al., 2006); Brazil (Mane et al., 2001,
Juarez and Martin, 2006); South Africa (Moyo et al., 2008); Mozambique (Machel,
2001).
4. Clear policies supporting access to information and services are needed to reduce the risk
of HIV transmission among young people. Studies found that sex education was lacking.
Gap noted, for example, in India (McManus and Dhar, 2008; Yesudas et al., 2008).
5. Interventions are needed to counter gender norms, such as those that value girls’ sexual
ignorance and virginity, which place girls at risk for HIV transmission. [See also Chapter
11A. Strengthening the Enabling Environment: Transforming Gender Norms] Studies found
that gender norms valued sexual ignorance of girls and therefore girls were at risk of HIV
acquisition. Some studies found that women did not know anything about HIV until they
became HIV-positive.
Gap noted, for example, in 29 countries in Africa and Latin America (Clark et al., 2006);
a review of more than 150 studies (Collins and Rau, 2000; Gupta et al., 2003 cited in
Gillespie and Kadiyala, 2005); Zimbabwe (Feldman and Masophere, 2003); Ethiopia,
Malawi, and Haiti (Mathur et al., 2003); and Tanzania (Silberschmidt and Rasch, 2001).
6. Interventions are needed to reduce cross-generational sex. Studies found that young women
relied on older men to pay their school fees in exchange for sex. Numerous studies found
signiﬁcant numbers of young girls having sexual relationships with older men, who are
more likely to be HIV-positive and seek sexual partnerships with younger women.
Gap noted, for example, in a review of 45 quantitative and qualitative studies in
Sub-Saharan Africa (Hope, 2007). Cameroon (Hattori and DeRose, 2008); South Africa
(Reddy et al., 2008a, Jewkes et al., 2002 cited in Jejeebhoy and Bott, 2003); South Africa
and Uganda (Geary et al., 2008; Katz and Low-Beer, 2008); Democratic Republic of
Congo (Akilu, 2008a); Tanzania (Komrower et al., 2008, Silberschmidt and Rasch,
2001); Burkina Faso, Ghana, Malawi and Uganda (Bankole et al., 2007); Botswana
(PHR, 2007a); Kenya (Longﬁeld et al., 2004); Ghana (Goparaju et al., 2003); Zimbabwe
(Gregson et al., 2002).

136

CHAPTER 5

PREVENTION FOR YOUNG PEOPLE

7. Intensiﬁed efforts are needed to increase condom use and reduce multiple partnerships
by people who know their HIV-positive status or who are on ARV treatment, including
young people. [See Chapter 3. Prevention for Women and Chapter 7C. Treatment: Reducing
Transmission]

5B. Prevention for Young People:
Increasing Access to Services
While the literature on access to HIV services by adolescents is limited, the literature on
access to sexual and reproductive health services more broadly demonstrates that youthfriendly approaches can increase use of reproductive health care services by female adolescents (Neukom and Ashford, 2003). Young people’s service needs are frequently overlooked in
HIV programming that is not speciﬁcally for young people. Numerous studies in developing
countries show that adolescents under the age of 15 are sexually active. For example, in subSaharan Africa, adolescent girls under age 15 are 50% more likely than boys to be sexually
active (UNAIDS, 2008). A nationally representative sample of youth in South Africa found
that 18% of young men and 8% of young women said they had had sex for the ﬁrst time at age
14 or younger (Pettifor et al., 2009). As a result of a 2002 study of Zambian secondary school
students, Warenius et al. (2007) noted that although “government policy in Zambia states that
all sexually active men and women should have access to reproductive healthcare and information…in practice, young people have limited access to such services” (p. 534). Increasing
services for adolescents need not reinvent the wheel, however; “strengthening the health care
system to better serve adolescents requires taking a strategic look at ways to build capacity
within the existing system, rather than creating a parallel structure focused only on adolescents” (Boonstra, 2007). [See also Chapter 13. Structuring Health Services to Meet Women’s Needs]

Policy and Legal Barriers to Access Must Be Overcome
Policy and legal barriers often prevent young people from accessing services. Many health
services will not provide sexual and reproductive health services to unmarried women. In most
countries, young people under the age of 18 need parental consent to obtain medical care,
including VCT, despite the fact that counseling and testing can lead young people to change
their behavior and many youth are sexually active before age 18. Laws that require providers
to seek parental consent before testing minors or to provide test results to parents may make
adolescents reluctant to seek services. Adolescents must feel comfortable accessing necessary
services in order to protect themselves from HIV. Surveys of nearly 20,000 adolescents in
Burkina Faso, Ghana, Malawi and Uganda found that adolescents prefer services from clinics
and hospitals rather than traditional healers and pharmacies but are often embarrassed or too
shy to seek them out (Biddlecom et al., 2007).
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Disaggregated Data Is Needed
Effective programs for young people need to understand how young people use services and
what other barriers (e.g., community and provider attitudes) must be overcome. “Effectiveness
is hindered by the lack of systematic attention to gender in designing programmes for most-atrisk young people. Most countries do not have accurate data on the population of young men
and women, nor do they maintain records by sex of young people’s use of services” (UNFPA
Inter-Agency Task Team on HIV and Young People, 2008: 4). To ensure an accurate picture of
the sexual and reproductive health needs of young people, basic data on adolescents should be
disaggregated by gender with more precise age groups, such as ages 10–11; 12–14; 15–17; and
18–19 (Dixon-Mueller, 2007). In addition, data should be disaggregated by marital status, as
access to services and sexual behaviors differ in many countries based on marital status.

Access to HPV Vaccinations May Beneﬁt Girls Who Become HIV-Positive Later in Life
A 2007 meta-analysis found that HPV infection is much more prevalent in women with HIV
(De Vuyst and Franceschi, 2007). Clinical trials are underway to assess HPV vaccination in
perinatally infected HIV-positive adolescents. Vaccination against HPV strains 16 and 18 is
effective and these strains cause approximately 70% of cervical cancers worldwide (The Future
II Study Group, 2007). However, HPV vaccines do not protect against all types of HPV strains
that cause cancer and therefore, all women, even those who have received the HPV vaccine,
should still get regular pap smears or screening for cervical cancer. It is critical to assess if
the HPV vaccine will demonstrate efﬁcacy for longer than ﬁve years (Kim and Goldie, 2008
cited in Rothman and Rothman, 2009). HPV vaccination for adolescent girls has been rolled
out in some countries in the Global North and initial efforts are underway to roll out HPV
vaccinations for young girls in some countries in the Global South. Vaccinating young girls
against HPV may provide additional protection against cervical cancer, particularly if the young
women acquire HIV as they get older. Studies have shown a higher rate of cervical cancer
among women living with HIV. Increasing access to HPV vaccinations is therefore an important service for young women. [See also Chapter 8. Meeting the Sexual and Reproductive Health
Needs of Women Living With HIV]
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What Works—Prevention for Young People: Increasing Access to Services
1. Providing clinic services that are youth friendly, conveniently located, affordable,
confidential and non-judgmental can increase use of clinic reproductive health
services, including VCT.
Promising Strategies:
2. Youth-friendly condom distribution can help young people feel more comfortable
accessing condoms.

EVIDENCE
1. Providing clinic services that are youth-friendly, conveniently located, affordable, conﬁdential
and non-judgmental can increase use of clinic reproductive health services, including VCT.
A review of HIV prevention interventions among youth from 80 developing countries found evidence that youth-friendly services increase young people’s use of health
services (Ross et al., 2006). (Gray III) (health services, youth)
A survey of 445 young women with access to a youth-friendly clinic in Mozambique
demonstrated high levels of knowledge to avoid risk of HIV acquisition and low rates
of HIV compared to HIV prevalence in the same city. In 1999, Adolescent and Youth
Friendly Services (SAAJ) was created in the capital city, Maputo. The service was part of a
multidisciplinary project that provides young people with sexual and reproductive health
services with a no cost clinic. In October 2001, the clinic offered HIV testing and counseling. From 1999 to 2003, approximately 23,000 adolescents attended the clinic. In
2002, a sample of 435 young women completed a questionnaire and lab exams. The level
of HIV knowledge was high, with correct answers about the effectiveness of condoms
at 96% and 74% knowing that healthy looking people can transmit HIV. Of the young
women, 44.4% had sexual intercourse with occasional partners. Of the young women,
only 4% tested positive for HIV, while the general seroprevalence for Maputo City was
17.3% (Melo et al., 2008). (Gray III) (HIV testing, youth, health services, Mozambique)
A survey conducted between 2000 and 2002 in Madagascar evaluating the development and promotion of a network of youth-friendly, private sector clinics offering HIV
testing, STI treatment, and other reproductive health services, found that the number
of youth seeking services at these clinics rose dramatically, from 527 to 2,202 youth
(predominately female), over two years. In addition to offering conﬁdential, convenient,
and affordable services by nonjudgmental providers to attract youth to the clinics, mass
media and face-to-face communication campaigns using peer educators, television and
radio spots, television talk shows, ﬁlms, and mobile condom use demonstration teams
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were also effective in increasing use of the clinics (Neukom and Ashford, 2003). (Gray
III) (adolescents, HIV testing, STIs, treatment, health services, mass media, Madagascar)
Promising Strategies:
2. Youth-friendly condom distribution can help young people feel more comfortable accessing
condoms.
A study in Mexico evaluating a program that made condoms available in schools found
that 570 high school students used the program at least once during the three months
in which the program operated in each school. More than 27% (158) used the program
three of more times. On average, students used the program 2.09 times. Most stated
that obtaining printed educational materials was one of the reasons to visit the program,
however, sexually initiated students were more likely to report that obtaining condoms
was one of the reasons to visit the program. The majority was satisﬁed with the program
but 27.6% felt that more educational materials should be provided. In addition, signiﬁcantly more males than females accessed the program. Nearly 33% of female users were
planning to have unprotected sex compared to 12% of their male counterparts (Zellner
et al., 2006). (Gray III) (condoms, adolescents, Mexico)
Two social marketing interventions conducted between 2000 and 2002 in Cameroon and
Rwanda promoted the use of community-based, youth-friendly condom sellers, which
contributed to a decrease in reported ‘shyness’ by both sexes in purchasing condoms. In
Cameroon, youth-friendly condom sellers were trained and identiﬁed as youth-friendly
condom ‘outlets’ and sold more than 40,000 condoms to youth in 2002. In Rwanda,
peer educators collaborated with the community-based condom sales agents to identify
and promote youth-friendly condom sellers in the rural areas, resulting in a signiﬁcant
increase in youth reporting “knowledge of a nearby condom source,” and a decrease
in reported shyness to buy condoms, from 79% to 56%, among females (Neukom and
Ashford, 2003). (Gray IV) (condoms, young people, self-perception, Cameroon, Rwanda)

Gaps in Programming—Increasing Access to Services
1. Interventions are needed to increase community involvement and investment in
programs that promote the introduction and utilization of youth-friendly services.
2. Laws and practices that obstruct adolescents’ access to services, such as parental consent
requirements, age, and marital status requirements, must be reviewed and revised.
3. Adolescents who acquired HIV through perinatal transmission need information and
services through adolescent-friendly HIV and family planning services.
4. Actions are needed to increase young people’s knowledge of when and where to
access health services.
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1. Interventions are needed to increase community involvement and investment in programs
that promote the introduction and utilization of youth-friendly services. A literature review
found that in order to increase utilization of youth friendly services, efforts to change
community attitudes on adolescent sexuality were needed.
Gap noted, for example, in a literature review of youth-friendly service programs (Speizer
et al., 2003).
2. Laws and practices that obstruct adolescents’ access to services, such as parental consent
requirements, age, and marital status requirements, must be reviewed and revised. Studies
found that legal requirements restricted adolescents from getting tested for HIV even if
they were sexually active and at risk for HIV.
Gap noted, for example, in Democratic Republic of Congo (Muyisa et al., 2008);
India, Botswana, Kenya, Malawi, Mozambique, Rwanda, Tanzania, Thailand, Trinidad,
Uganda, Zambia and Zimbabwe (McCauley, 2004) and South Africa (HRW, 2003a).
3. Adolescents who acquired HIV through perinatal transmission need information and
services through adolescent-friendly HIV and family planning services. Studies found that
health providers were unprepared to discuss HIV and contraception with adolescents who
acquired HIV through perinatal transmission, despite the fact that signiﬁcant numbers of
these adolescents were already sexually active.
Gap noted, for example, in Uganda and Kenya (Birungi et al., 2009a,b,c) and Uganda
(Nyombi et al., 2008).
4. Actions are needed to increase young people’s knowledge of when and where to access
health services. A UNESCO review found that young people lacked knowledge of where to
access health services to meet their needs.
Gap noted in numerous countries (UNESCO, 2009).
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Chapter 6.

HIV Testing and Counseling
for Women

Global consensus exists that “greater knowledge of HIV status is critical to expanding access
to HIV treatment, care and support in a timely manner, and offers people living with HIV an
opportunity to receive information and tools to prevent HIV transmission to others. Increased
access to HIV testing and counseling is essential in working
towards universal access to HIV prevention, treatment, care
and support” (WHO and UNAIDS, 2007: 5). There is also
“HIV testing can and should
wide recognition that the way HIV testing and counseling
be expanded without disregard
is undertaken is also critical and that there is an “urgency
for human rights.”
to clarify and articulate—in clear rights-based, operational
(Jurgens, 2007a: 1).
terms—what is needed to ensure that people are able to
obtain the full beneﬁts from learning their HIV status for
themselves and others; receive the best and most ethical care, diagnosis and treatment in
health settings; and if positive, be supported to manage HIV infection, including prevention
of transmission of HIV, and equipped to avoid, or seek redress for, stigma, discrimination
and violence; and if negative, be supported through prevention strategies to stay negative”
(UNAIDS Reference Group on HIV and Human Rights, 2007: 1).
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More Testing Modalities Enable More People to Learn
Their Status
Attention to testing in HIV/AIDS programming has resulted in a proliferation of HIV testing
and counseling (HTC)1 modalities. Some of these modalities include provider-initiated testing;
couples counseling; client-initiated testing, also known as voluntary counseling and testing
(VCT); and home-based testing, among others. Increased use of a variety of testing modalities has allowed more and more people know their HIV status. While only 0.5% of adults in
reporting countries received HTC in 2005 (Stover and Fahnestock, 2006), by December 2009,
nearly half of all people living with HIV were aware of their serostatus (UNAIDS, 2009e).
Among the 45 countries that reported data on sex workers, the median proportion of sex
workers who knew their status from a recent HIV test was 38% (UNAIDS, 2009e).
Experts disagree, however, on the best testing modality. Each modality has advantages and
disadvantages. For example, home-based testing may reach people in rural areas where transport is a barrier, particularly for women. But home-based interventions need to have the infrastructure in place to provide safe counseling and testing, for example, provider capacity, availability of quality assurance, and the ability to protect fundamental human rights. Other studies
show that different HIV testing strategies should be used for men and women: on-site testing
for women and mobile HTC services for men (Zamanillo et al., 2008). A recent analysis in
the Lancet called for universal HIV testing with immediate treatment access as a way to halt
the epidemic (Granich et al., 2009). This “Test and Treat” approach has received a range of
critiques about methodology and operational constraints from a number of experts worldwide (Cohen, Mastro, and Cates, 2009; Wilson, 2009b: Ruark et al., 2009: Epstein, 2009;
Jurgens et al., 2009a; Hsieh and Arazoza, 2009: Jaffe, Smith, and Hope, 2009: Assefa and
Lera, 2009). Further expert consultation on this topic is likely.
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The term HIV testing and counseling (HTC) covers the range of options for ensuring that people know their
HIV status. Different terminology has been used in HIV testing over the past three decades. Voluntary Counseling and Testing (VCT) has long been used to refer to client-initiated testing and can also refer to free-standing
clinics where people go for the purpose of accessing HIV tests and counseling (Obermeyer and Osborn, 2007)
at any facility that provides HIV testing. Many of the points in the “what works” list are based on evidence that
discussed “VCT” and thus that term is used most commonly. “Provider-initiated testing” refers to HIV testing
and counseling “which is recommended by health care providers to persons attending health care facilities
as a standard component of medical care” (WHO, 2007c: 19). Additionally, reference is made to “routine” or
“opt-out” testing where HIV tests are given routinely unless a client decides speciﬁcally to “opt-out.”
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Equitable Access to Testing and Counseling Services
Is Needed
To ensure universal access, expanding coverage of HIV testing and counseling for women
is needed, both within and outside of antenatal care settings. [See also Chapter 9C-1. Safe
Motherhood and Prevention of Vertical Transmission: Testing and Counseling] Most women access
HIV testing within maternal health services. “Pregnant women are disproportionately tested
for HIV since they come into contact with the health system regularly” (Groves et al., 2009:
2). One study from India of 800 adult men and 800 recently pregnant women found even
though women were over 80% less likely than men to be aware of HIV testing facilities or the
existence of HIV testing and counseling, women were more than twice as likely to have had
an HIV test (Khale et al., 2008). A review of literature from 1980 to 2008 on gender-equitable
services in rural India found that “men sought testing out of personal concern, whereas women
utilized testing on the recommendation of, and in some cases reported mandatory testing by,
their antenatal provider (Sinha et al., 2009: 200). Analysis of 2005–2006 DHS data from
Zimbabwe with 6,997 women and 5,359 men found that HIV testing is higher for women
(30%) than men (22%). Women are tested as part of routine counseling in ANC, “whereas for
men it is volunteering to be tested” (Sambisa, 2008: i). In South Africa, counseling and testing
for HIV is currently limited to antenatal care settings and a few stand-alone centers (Mullick
et al., 2008).
The emphasis on counseling and testing for prevention of maternal to child transmission
(PMTCT) means that women who are not pregnant are inadequately reached with HIV testing
and counseling services. Few HIV testing programs that are not part of PMTCT services are
designed to meet the needs of women. Health care providers
often only refer women from vulnerable groups, such as sex
workers, or women with HIV-related symptoms to testing
and counseling, not recognizing the value of testing and
“Compared to men, despite lower
counseling for all women. More recent data from some sites
HIV services awareness, women
suggests that even outside of PMTCT clients, more women
had greater access to HIV testing
than men access HIV testing (Greig et al., 2008; Fernandez
services in already highly-utilized
et al., 2008). One study in South Africa found that by not
antenatal clinics.”
counting access to HTC via PMTCT services, females were
(Khale et al., 2008).
still twice as likely as males to use HTC (Snow et al., 2008).
“Men’s underutilization of HIV services signiﬁcantly undermines prevention and treatment efforts” (Peacock et al., 2008: 1). The fact that fewer men get
tested than women means that women end up bearing the burden of status disclosure to men,
with attendant risk of stigma and abandonment (Greig et al., 2008).
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Women’s Barriers to Testing Go Beyond Access
For women, access to testing is not necessarily the key constraint to testing, although women
certainly face a number of barriers to accessing testing. Barriers for women include lack of
information, time, childcare, resources, and transportation. In a study of serological and
demographic survey data collected between 1994 and 2004 for 8,790 men and women living
in rural Tanzania, “knowledge of VCT emerged as one of the strongest predictors of VCT use
among both sexes” (Wringe et al., 2008: 326). Women who had no prior knowledge of VCT
had a much lower rate of completing VCT. Only 4 percent of women who had no prior exposure to VCT and indicated a desire to get tested actually completed the program. In comparison, 17 percent of women who had heard of VCT completed the program” (Wringe et al.,
2008: 326). A comparative study in four Asian countries (India, Indonesia, the Philippines
and Thailand) found that men were more likely to be tested if they had HIV-related symptoms,
whereas women were more likely if their partner tested positive. Additionally, women who
tested HIV-positive were more likely than men to be excluded from social interactions and
events, forced to change residences or be physically assaulted (Paxton et al., 2005).
Many women, especially rural women, are unable to afford the time or money required
to travel to a facility providing HIV testing. High rates of illiteracy mean that many women
cannot access information about the beneﬁts or availability of HIV testing. Women without
access to treatment may not see any advantage in learning their HIV status. Stigma, gender
inequalities, and fear of negative outcomes following disclosure are signiﬁcant barriers. Fear of
stigma and discrimination from health care providers is also a concern, especially for women
from marginalized groups. [See Chapter 11. Strengthening the Enabling Environment and Chapter
13. Structuring Health Services to Meet Women’s Needs]

Expanded Testing Must Not Put Women
at Risk for Violence
While continuing to expand HIV testing and counseling options and opportunities is beneﬁcial, it is important to ensure that testing is undertaken in ways that support women and girls.
“Efforts to increase access to HIV testing must be accompanied by vastly scaled up efforts to
confront the stigma and human rights abuses that deter people from seeking HIV tests in
the ﬁrst place….” (Jurgens and Cohen, 2007: 7). Rapid expansion of testing without ensuring
informed consent and conﬁdentiality could increase the risk of women being rejected by their
families, losing their property, and suffering violence and abuse. A study of 245 women who
were enrolled after pre-test counseling and prior to the collection of test results in Tanzania
found that many women lack autonomy to make decisions about HIV testing. Fifty-two
percent of the women, regardless of HIV serostatus, feared their partners’ reaction; principally fear of abuse or abandonment. Only a small percentage of women’s male partners said
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they would come for HIV testing, regardless of the women’s serostatus. Partner violence was
a serious problem among many female VCT clients, with more that 25% of women agreeing
with the statement “violence is a major problem in my life.” Of the 245 women, one-third were
HIV-positive and were 2.68 times more likely than HIV-negative women to have experienced a
violent episode with a current partner. Young HIV-positive women ages 18–29 were ten times
more likely to report partner violence than young HIV-negative women. If a woman underwent
testing on her own without informing her partner, she risked being blamed as the source of
infection (Maman et al., 2001a). [See also Chapter 11B. Strengthening the Enabling Environment:
Addressing Violence Against Women]
Serodiscordance in a relationship can result in violence and other adverse outcomes for
women. Focus groups with 18 women, 11 HIV counselors and 16 men in Tanzania found that
divorce and abandonment were outcomes of serodiscordant test results within couples (Milay
et al., 2008). A study with interviews of 26 women in Uganda who experienced violence and
were in a serodiscordant relationship found that violence increased in their relationship after
knowledge of HIV serostatus. None reported their experience to law enforcement authorities.
Women who tested seronegative with a husband who tested HIV-positive reported that their
husband deliberately tried to infect them with HIV by raping them in order to accuse the
woman of having infected him, a more acceptable scenario for the man. Women who tested
HIV-positive and had a seronegative husband were told to leave their homes (Emusu et al.,
2009). Counseling concerning violence in pre- and post-HIV testing is very much needed.
A review of the published scientiﬁc literature from 1990 to 2008 on couple-oriented HIV
counseling and testing found that in ﬁve African countries, at least two-thirds of couples with
at least one HIV-positive partner were HIV serodiscordant. HIV counseling has largely been
organized on an individual and sex-speciﬁc basis. Interventions are needed to promote continuous long-term condom use within long-term serodiscordant partnerships with education and
information on serodiscordance (Desgrées-Du-Loû and Orne-Gliemann, 2008).
Providers need the training, skills, and tools to enable them to identify women at risk
of violence or other negative consequences. Program planners also need to develop links
between HIV testing services and programs that address gender-based violence and services
that support survivors of violence, and develop strategies to reach women who do not come
to clinics because of violence. Women living with HIV have been found to be 2.7 times more
likely to have experienced a violent episode from a current partner than HIV-negative women,
and this rate is even higher among younger women (Maman et al., 2001a). However, some
couples want to test together and should be able to do so. In ﬁve African countries, at least twothirds of couples with at least one HIV-positive partner were serodiscordant; in half of them,
the woman was the HIV-positive partner. To date, such couples are not among the ‘key populations’ to whom prevention interventions are targeted. Couple-centered initiatives for HIV
testing have not been scaled up (Desgrées-Du-Loû and Orne-Gliemann, 2008). Some sites
have had success in increasing couples HTC, such as the AIDS Information Center in Uganda,
with over 700,000 clients serviced since 1990, with an increase of 9% of clients coming with
their partner for HTC in 1992 rising to 28% of clients by 2000, of whom 18% were serodiscordant (Malamba et al., 2005).
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Women Must Have a Choice in Testing
Given the consequences they face, including violence, women must have the right to opt out of
“routine” testing. [See also Chapter 9C-1. Safe Motherhood and Prevention of Vertical Transmission:
Testing and Counseling] Mandatory testing, besides being a human rights violation, may not
lead to any positive outcomes in HIV prevention or treatment. For example, a study in Ethiopia
found that of 4,000 HTC clients, 14% were being tested because they planned to be married.
Among pre-marital testers, 93% of men and 89% of women reported that the HIV test was
required. Male pre-marital testers were more likely than other single clients to believe couples
tested for HIV before marriage do not need to test again for the duration of the marriage
(40.2% of men; 30.4% of women). Male pre-marital HIV testers were 65% less likely than
other single clients to intend to use condoms for HIV prevention and female pre-marital HIV
testers were 65% less likely than other single clients to intend to use condoms for HIV prevention (Bradley et al., 2008b).
Provider-initiated testing and counseling, implemented appropriately, has the potential to
increase testing. In the study of 1,268 respondents in Botswana, routine testing during antenatal care increased the proportion of women undergoing HIV tests by 15%, with a doubling
of those on treatment (Weiser et al., 2006a). However, some members of the International
Community of Women Living with HIV/AIDS (ICW) have reported that providers do not sufﬁciently advise women that HIV testing is a choice: “When I got pregnant at 16 I knew nothing.
I didn’t know I had a choice not to be tested” (ICW member, South Africa, cited in Bell et al.,
2007: 119). A study in the Ukraine in 2003 of 15 healthcare workers and of 40 HIV-positive
women ages 16–33 who were either pregnant or had been pregnant in the last two years found
that 24 of the women included in the study reported feeling that they had little or no choice in
the decision-making process to be tested for HIV. Only 12 reported their decision to be tested
to be an independent one (Yaremenko et al., 2004). Further efforts are needed to ensure that
women are able to make their own choices in testing.

Conﬁdentiality and Consent Are Critical in Testing
and Counseling
If women fear that they will be pressured into having a test or that the results will not be
kept conﬁdential, they may be less likely to use services. Focus group discussions along with
interviews of twelve health professionals in Brazil found concern that partner notiﬁcation
would prejudice the provider-patient relationship, possibly generating situations of violence
and stigma (Silva and Ayres, 2008). In interviews with HIV-positive women conducted in the
Dominican Republic in 2004 (no numbers given), HIV-positive women reported that they did
not access reproductive health services for fear of being subjected to an HIV test and losing
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their jobs (Human Rights Watch, 2004a). Studies have found that women in Kenya will give
birth at home rather than at a health facility in order to avoid being forced to take an HIV test,
be tested without their informed consent, or have the conﬁdentiality of their HIV tests results
breeched (Turan et al., 2008a). Further, a survey of 1,268 respondents in Botswana in 2004
found that while most participants reported being in favor of routine testing, 43 percent of
participants believed that routine testing would lead people to avoid going to the doctor for
fear of testing (Weiser et al., 2006a). In the same study, 14 percent agreed that routine testing
leads to more violence against women and that 62 percent of women and 76 percent of men
believed that they could not refuse an HIV test (PHR, 2007a).
Clearly, HIV testing which discourages women from needed health services contraindicates all public health beneﬁts that could accrue from knowing one’s serostatus. It is possible
to increase access to HIV testing and more likely for women to engage in HIV prevention if
counseling, conﬁdentiality and consent are inherent to the HIV testing process (WHO and
UNAIDS, 2007). Routinely offering and recommending HIV testing and counseling, but
requiring that women speciﬁcally agree (“opt-in”) may increase the numbers of those tested
while respecting human rights (Jurgens, 2007a). Studies are needed to compare routine testing
that includes an “opt-in” component with other approaches to what have been called “opt-out”
testing, evaluating outcomes both in terms of respect for human rights and increasing the
numbers of those who want to get an HIV test. The “opt-in” aspect of routine testing would
mean that providers explain the beneﬁts of HIV tests and recommend an HIV test. Additional
research is needed to assess how to streamline but keep essential elements of pre- and posttest counseling (Jurgens, 2007a; Chersich and Temmerman, 2008). A study in Zimbabwe of
5,775 people based on survey data between 1998 and 2000, followed by a repeat survey in 2003
found that women who had had pre-test counseling were signiﬁcantly more likely to return for
their test results than those with no pre-test counseling (Sherr et al., 2007). For those who test
HIV-negative, testing should be seen as part of an ongoing prevention strategy, with encouragement for those who are HIV-negative or untested to protect themselves and others from
HIV transmission (Bell et al., 2007).
Interventions are needed to help those who have tested HIV-positive to prepare for disclosure. Policy documents and reports that strongly advocate for the involvement of people who
have tested positive often do not consider the processes involved, the psychological impact of
disclosure, and the potential impact on relationships or career prospects (Manchester, 2004).
Possible approaches include disclosure plans, disclosure mediated by a friend or counselor,
and couple counseling. Voluntary couples counseling can encourage men to reduce negative
reactions and promote shared responsibility for reproductive health; however, women’s conﬁdentiality must be guaranteed, along with support (Cohen and Burger, 2000).
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Early Testing and Testing in the Era of Treatment
Acute HIV infection, when HIV is highly transmissible, can be tested as early as nine days
following HIV acquisition via polymerase chain reaction (PCR) test (Cohen, 2009). However,
this early stage of acute infection is when few know their HIV-positive serostatus. “Rapid, inexpensive, point-of-care tests that can determine both acute and established HIV infection status
are already in development. Rapids tests will also be available to determine the HIV viral level
and…CD4 count” (Mastro et al., 2008). Further guidelines to testing can be found at the WHO
website http://www.who.int/hiv/pub/vct/en/.
It is important to note that some of the studies in this chapter were done before treatment
was available. Now that treatment has become more available and accessible in many countries, it is expected that testing will increase. Treatment, alone, however will not be the only
motivating factor in testing. Even in the absence of treatment, testing to know one’s status can
improve one’s own health and may prevent HIV transmission.
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What Works—HIV Testing and Counseling for Women
1. Voluntary counseling and testing can help women know their HIV infection status and
increase their protective behaviors, particularly among those who test HIV-positive.
2. Providing VCT together with other health services can increase the number of people
accessing VCT.
3. Mass media interventions can increase the numbers of individuals and couples
accessing VCT.
4. Community outreach and mobilization can increase uptake of VCT.
5. Home testing, consented to by household members, can increase the number of
people who learn their serostatus.
Promising Strategies:
6. Encouraging couple dialogue and counseling, including techniques to avert genderbased violence, may increase the number of couples who receive and disclose their
test results.
7. Knowledge of treatment availability may increase uptake of HIV testing.
8. Promotion of VCT by people openly living with HIV may increase uptake of VCT.
9. Availability of VCT on-site at workplaces may increase uptake of VCT.
10. Counseling may reduce risk behaviors and HIV acquisition.
11. Incorporating discussions of alcohol use into VCT and HIV counseling may increase
protective behaviors such as condom use, partner reduction and reduction of alcohol
use.
12. VCT may be successfully provided to internally displaced people.
13. Support programs for rape survivors may be effective in encouraging survivors to test
for HIV and access services.

EVIDENCE
1. Voluntary counseling and testing can help women know their HIV infection status and
increase their protective behaviors, particularly among those who test HIV-positive.
A randomized control trial in Tanzania, Kenya and Trinidad found that individuals over
the age of 18 who received VCT signiﬁcantly changed their risk behaviors compared
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to those who received health education. Individuals reporting unprotected intercourse
with non-primary partners declined by 35% for men who received VCT as compared to
13% for those receiving health information and by 39% for women who received VCT
as compared to 17% who received health education. Individual men who had received
VCT reduced the mean number of non-primary partners with whom participants had
unprotected intercourse from 38% to 15% and women reduced the mean number of
non-primary partners with whom participants had unprotected intercourse from 43%
to 22%. VCT was based on a client-centered counseling model, including personal risk
assessment and developed of a personalized risk reduction plan. Participants in the
health information intervention watched a 15-minute video and participated in a discussion about HIV transmission and condom use. All precipitants received free condoms
and a brochure showing correct condom use. Urine samples were taken to assess if
STIs were new infections. A total of 3,120 individuals and 586 couples were enrolled in
Kenya, Tanzania and Trinidad (Voluntary HIV-1 Counseling and Testing Efﬁcacy Study
Group, 2000) (Gray II) (counseling, HIV testing, education, sex behavior, condom use,
Tanzania, Kenya, Trinidad)
A systematic review of the efﬁcacy of VCT in Rwanda, Kenya, Tanzania, Trinidad,
Thailand and Uganda settings in studies from 1990 to 2005 found that a signiﬁcant
increase in condom use was reported in four studies conducted in free-standing VCT
centers, antenatal clinics, and STI clinics. One study found signiﬁcant reduction in HIV
incidence among ANC women whose partners also underwent VCT. The randomized
control design showed a signiﬁcant decrease in unprotected sex among, a) individuals
with non-primary partners, and b) between couples when they were tested together.
VCT was shown to promote the most behavior change between couples tested together,
and among HIV-positive individuals, especially with their non-primary partners. The
review used a standardized protocol. Studies were included where the intervention used
CDC or WHO VCT standards; was published between 1990 and 2005, were conducted
in a developing country, and used a pre/post or multi-arm study design. Nine articles
from six studies were identiﬁed. Designs were 1) randomized controlled trial, 2) pre/
post studies, and 3) post-intervention only assessments. (Denison et al., 2008). (Gray
II) (counseling, HIV testing, couples, sex behavior, Rwanda, Kenya, Tanzania, Trinidad,
Uganda)
A cross-sectional and nationally representative study from 2004 to 2005 in Uganda
of 1,092 HIV-positive people, 64% female, from a HIV/AIDS Sero-Behavioral Survey
which tested 18,525 adults found that knowledge of one’s HIV status, both one’s own
and one’s partner’s, was associated with increased condom use. Those who knew their
HIV status were three times more likely to use a condom at last sex encounter and
those who knew their partners’ HIV status were 2.3 times more likely to use condoms.
Of all sexually active HIV-positive adults, 80% reported only one sexual partner in the
previous year. Within the subset of married HIV-positive persons, 86% reported having
had sex only with their spouses in the last year, including 75% of men and 96% of
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women. Of all married HIV-positive persons, 13% reported only one sexual partner in
their life (1% of men and 23% of women). Of the 81% of HIV-positive married persons
who did not understand that HIV-discordance was possible within couples, 92% did
not know the HIV status of their spouse (Bunnell et al., 2008). (Gray III) (HIV testing,
condom use, contraception, sexual partners, Uganda)
Interviews with 127 patients (42% male) in May 2006 in a large public hospital HIV
clinic in Santiago, Dominican Republic found that sexually active patients reported using
condoms signiﬁcantly more frequently following their HIV diagnosis and were more
likely to use a condom if they believed their partner did not have HIV. Most patients
(72.4%) were sexually active. Following their diagnosis, 72.8% of sexually active patients
used condoms more frequently. The most common reason cited for not using a condom
after HIV diagnosis differed by sex: men cited decreased sexual pleasure (70%) and
women reported that their partner had refused to use a condom (71.8%). Sexually active
patients who believed that their partner did not have HIV were more than 16 times more
likely to report condom use at their last sexual encounter than those who did not know
their partner’s HIV status. Those who reported their partner was HIV-positive were
estimated to be more than twice as likely to use a condom as those who were unsure of
their partners’ HIV status. One-third reported using a condom every time they had sex
following their diagnosis. A majority of men had ever paid for sex (80%), while only one
woman (1.4%) had ever paid for sex (Sears et al., 2008). (Gray III) (condom use, HIV
testing, disclosure, Dominican Republic)
A longitudinal cohort study in Mozambique from 2002 to 2003 with 450 people who
participated in VCT groups and 504 people who were not in VCT groups found that
those participating in VCT groups increased condom use while those not in VCT
groups did not. Three visits were required for the VCT group, which included both
testing and counseling components. Those who did not attend VCT attended outpatient
ANC clinics. Reported condom use always or sometimes was not signiﬁcantly different
between VCT and non-VCT groups at baseline, but was signiﬁcantly higher at followup. Condom use at most recent sex was the same in both groups at baseline but became
signiﬁcantly more frequent in the VCT group. Condom use during the most recent
sexual act increased over time for both HIV-positive and HIV-negative people, but the
increase was greater in those who were HIV-positive. Change was most signiﬁcant for
those with no literacy skills, showing the importance of interpersonal communication:
for those attending VCT an increase from 10% to 64% at the end of the project (Mola et
al., 2006). (Gray III) (counseling, HIV testing, condoms, Mozambique)
A study of 963 cohabitating heterosexual couples with one HIV-positive and one
HIV-negative partner in Rwanda, found that less than 3% reported condom use prior
to VCT. The frequency of sex did not change after joint VCT, but the proportion of
reported contacts with a condom increased to over 80% and remained stable through
12 months of follow-up. Couples with regular appointments thorough one year reported
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more frequent intercourse with condoms than couples with missing appointments. At
baseline, 21% of HIV-positive men and 15% of HIV-negative men in discordant couples
reported at least one sexual encounter outside the marriage in the last three months.
These contacts represented 7% of all acts of intercourse in the three months preceding
the study, decreasing to 3% during the ﬁrst year of follow-up. Thirteen percent of incident HIV infections were acquired from an outside partner (Allen et al., 2003). (Gray
III) (counseling, HIV testing, couples, condom use, Rwanda)
A quantitative study in Zimbabwe of 4,429 young men and women, complemented by
informal conﬁdential interviews and focus group discussions, found that young women
found to be HIV-positive in the survey were almost two and a half times more likely to
report consistent condom use if they previously had an HIV test (Gregson et al., 2002).
(Gray III) (counseling, HIV testing, condom use, Zimbabwe)
A qualitative study of in-depth interviews with 15 women, 15 men and 15 couples in
Tanzania, including 10 seroconcordant HIV-negative couples, found that among seroconcordant HIV-negative couples VCT was an important strategy to encourage couples
who may be at risk for HIV infection to initiate preventive health behaviors to maintain
their HIV-negative status. “Couples described testing as a preventive health measure
they used prior to unprotected sexual intercourse, marriage or pregnancy” (Maman et
al., 2001b: 597). (Gray III) (counseling, HIV testing, couples, Tanzania)
A review of data from 157,423 visits, of whom 117,234 clients were ﬁrst time clients
from VCT centers in Botswana (Tebelopele) found that clients previously tested at the
VCT centers were much more likely to use condoms than were ﬁrst time clients. Freestanding VCT centers were initiated in 2000. Testing demand increased steadily from
2000 to 2002. A rapid increase of testing was found following the introduction of ARVs
in 2002. By the beginning of 2003, more than 20% of clients reported that their reason
fro seeking a test was illness or wanted access to treatment. The percentage of clients
who were HIV-positive increased from 26.3% before the launch of the national ARV
program to 38.8% after ARVs were available. Among those seeking a test for health
reasons, 77.7% were HIV-positive. Clients who came for testing as part of a couple
made up 8.2% of all clients, with no change over the ﬁve year period. Discordant results
were found in 23.1% of couples. Since 2003, 16 VCT centers were opened, with free
anonymous HIV rapid testing with same day results. All counselors have 8 weeks of
training in counseling and testing, and many are university educated. A one hour standardized counseling and testing protocol takes approximately one hour. Information
was collected anonymously from clients including sexual history, reasons for seeking an
HIV test and the test result. Multivariate analysis was used (Creek et al., 2006). (Gray
IV) (counseling, HIV testing, condoms, Botswana)
2. Providing VCT together with other health services can increase the number of people
accessing VCT. [See also Chapter 13. Structuring Health Services to Meet Women’s Needs]
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A study in Ethiopia found that incorporating VCT into a reproductive health facility
greatly increased the numbers of those who accessed VCT, with those accessing VCT
having high HIV prevalence rates. The study used 30,257 VCT client records from Family
Guidance Association of Ethiopia (FGAE), a non-governmental non-proﬁt providing
reproductive health services in clinics. When both VCT and family planning were either
in the same room or offered by the same counselor, clients were 1.9–7.2 to initiate
HIV testing than if VCT and family planning were simply offered in the same health
facility. Relative to facilities co-locating services in the same compound, those offering
family planning and HIV services in the same rooms were 2–13 times more likely to
serve atypical family planning client-types than older, ever-married women. Facilities
where counselors jointly offered HIV and family planning services and served many
repeat family planning clients were signiﬁcantly less likely to serve single clients relative to older, married women. Younger, single men (78.2%) and older, married women
(80.6%) were most likely to self-initiate HIV testing, while the highest HIV prevalence
was seen among older, married men (20.5%) and older, married women (34.2%). FGAE
attracts both pregnant women, who are at high risk for HIV, and young, single people
who want to initiate VCT (Bradley et al., 2008a). (Gray III) (counseling, HIV testing,
family planning, health facilities, Ethiopia)
From 1985–2000, the Group Hatien d’Etude du Sarcome de Kaposi et des Infections
Opportunistes (GHESKIO), an NGO with a VCT center in Haiti increased the integration of additional health services. The number of new people seeking VCT increased
from 142 in 1985 to 8,175 in 1999, a 62-fold increase. Of new adults seeking VCT
in 1999, GHESKIO provided AIDS care to 17%, TB treatment to 6%, STI management to 18%, and 19% became new users of a contraceptive method. Of the 6,709
adults coming for VCT in 1999, 36% beneﬁted from at least one service visit. Of the
2,013 adults who tested HIV-positive, 56% beneﬁted from at least one service visit and
21% referred a sexual partner for VCT. One hundred ten HIV-negative sexual partners
of HIV-positive individuals were identiﬁed, and of these, 85 returned for repeat HIV
testing after a median of 18 months, and none of these 85 seroconverted. The prevalence of HIV among patients served by GHESKIO was 30% or six times the prevalence rate in the general adult Haitian population. On their ﬁrst visit to GHESKIO,
individuals are assisted to develop a personalized HIV risk reduction strategy. Patients
reporting a history of cough for more than 3 weeks are provided on-site, same day TB
screening including clinical exam and sputum smears. Patients with STI symptoms are
provided treatment based on algorithms. All patients are screened for syphilis. Same
day pregnancy tests are conducted. Condoms are provided. All patients are encouraged
to obtain family planning. Post-test HIV-negative patients are counseled in groups of 5.
All HIV-positive patients are counseled individually, encouraged to refer sexual partners
and offered comprehensive HIV care, including HAART for all adult patients, PMTCT,
long-term access to HAART when women give birth, treatment of opportunistic infections, home care, education to family care givers, and nutritional support. Availability of
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other reproductive health services may encourage people to access VCT despite the fact
that “people diagnosed with HIV/AIDS in Haiti still risk tremendous social stigmatization.” The study conducted a retrospective review of patient records (Peck et al., 2003).
(Gray III) (HIV testing, counseling, contraception, condoms, STIs, Haiti)
A 2005–2007 study in Kenya using a pre-post design found that provider-initiated
testing and counseling is feasible and acceptable in family planning services, does not
adversely affect the quality of the family planning consultation and increases access to
and use of HIV testing in a population who would beneﬁt from knowing their status.
One group of 28 family planning providers were trained for nine days in integrated
family planning and HIV testing and counseling to family planning clients, using rapid
HIV tests and another group of 47 planning providers were trained for ﬁve days to refer
clients interested in a HIV test. Staff in the intervention clinics were updated on contraceptive methods, STIs and HIV, reproductive rights, informed choice and consent, safe
sex and dual protection, values clariﬁcation, risk assessment and reduction, record
keeping and logistics management. The proportion of clients requested an HIV test
increased from 1% to 26%, with approximately one-third of these never having had an
HIV test previously. In 2003, 38% of all women who had intercourse in the previous
month and 44% of unmarried women who had had intercourse in the previous month
reported using a contraceptive method, with the majority of these women attending
clinics for family planning. The study took place in twenty-three public sector hospitals,
health centers and dispensaries. Focus group discussions were held prior and following
the intervention. Implementing the intervention required two to three minutes per
client. For clients who decided to have an HIV test with the family planning provider,
the median time increased from 10 minutes to 17 minutes, which included time both
for the HIV test and counseling the client on the result. The incremental cost per family
planning client ranged from USD$5.60 per client in the hospital to $9.63 in the dispensary and compares favorably with an estimated cost of $27 per client for stand-alone
VCT (Liambila et al., 2009). (Gray III) (HIV testing, family planning, health facilities,
Kenya)
Among 7,400 patients between 2006 and January 2008 in a Malawian STI clinic who
had not yet had an HIV test were offered VCT, of whom 49.6% accepted. Uptake was
higher among males (51.5% for men compared to 48.3% for women). Including those
reporting a previous positive result, overall HIV prevalence was 41%: 43% among
women and 38% among men (Powers et al., 2008b). (Gray IV) (counseling, HIV testing,
Malawi)
A program in Nigeria found that although free HIV testing is available in ANC, most
women refuse to test in ANC settings due to issues of conﬁdentiality related to their
husbands, along with lack of HIV treatment options. When VCT is offered in primary
health care posts for treatment of malaria in children, women who had not previously
tested for HIV were more likely to test (Olebara and Barrera, 2008). (Gray V) (HIV
testing, antenatal care, malaria, Nigeria)
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At a provincial hospital in Mombasa, Kenya, HIV testing and counseling were offered
to women bringing their child for immunization or acute care services. Most women
said HIV testing should be offered in these clinics (472/493, 95.7%), with many citing
the beneﬁts of regular testing and entry to prevent mother-to-child transmission. Of
500 women, 416 (83.4%) received test results, 97.6% on the same day. After 50 participants, point-of-care testing replaced laboratory-based rapid testing. Uptake increased
2.6 times with point-of-care testing. Of 124 women who had not accessed HIV testing
during pregnancy, 98 tested in the study (79.0%) (Chersich et al., 2008a). (Abstract)
(HIV testing, counseling, health facilities, Kenya)
3. Mass media interventions can increase the numbers of individuals and couples accessing
VCT.
A Cochrane review of mass media interventions for promoting HIV testing, which
included 35 references with two randomized trials, three non-randomized controlled
studies and nine interrupted time series found that mass media was signiﬁcantly effective in promoting HIV testing (Vidanapathirana et al., 2005). (Gray I) (mass media, HIV
testing)
A mass media campaign in Zimbabwe disseminated via TV, radio and print that encouraged heterosexual couples to access VCT increased the proportion of couples accessing
VCT signiﬁcantly. Comparison of routine clinic data between the proportion of couples
attending VCT before and after the launch of the campaign found that couples accessing
VCT increased from 13% in 2005 to 18% in 2007. Survey data showed that individuals
with exposure to the campaign were more likely to access VCT than those without exposure to the campaign (Dhlamini et al., 2008). (Gray V) (mass media, counseling, HIV
testing, Zimbabwe)
4. Community outreach and mobilization can increase uptake of VCT.
A study from 2002 to 2003 in rural Thailand with people above age 16 found that
mobile HIV testing increased the number of people testing. Of the 427 people who
were tested via mobile VCT, 131 had had a prior HIV test. Prior to testing, HIV/AIDS
education was launched in communities. Two-way communication and group discussions were used for the educational programs conducted at a convenient location in the
community. Conﬁdential or anonymous testing was provided. Those who chose conﬁdential testing were provided a study unique number for receiving test results. People
received pre-test counseling, HIV testing, and post-test counseling and test results by
trained counselors. Non-testers were randomly selected for interviews and testers were
also interviewed. 427 people who participated in community based VCT were compared
to 389 community non-testers. A total of 31 village leaders, 54 testers and 43 non-testers
were interviewed in-depth and all three groups viewed community testing positively
due to convenience and no cost (Kawichai et al., 2007). (Gray III) (counseling, community outreach, HIV testing, Thailand)
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A 2006 and still ongoing study until 2011 that randomized communities to either a
multilevel intervention providing community-based HIV mobile VCT in 48 communities in Tanzania, Zimbabwe, South Africa and Thailand or clinic-based VCT found that
HIV testing uptake increase three-fold in the communities with mobile testing, with
21,391 people tested. In the intervention communities, community mobilization and
post-test services of support groups for both HIV-positive and HIV-negative to maintain negative status were instituted, counseling, training workshops, stigma reduction
workshops, and information sharing sessions as well as mobile VCT. In additional,
outreach workers and volunteers were used to increase access to VCT and make awareness of HIV status more acceptable in community settings (Khumalo-Sakutukwa et al.,
2008). (Gray III) (counseling, HIV testing, support groups, community outreach, Tanzania,
Zimbabwe, South Africa, Thailand)
A study in Zambia from 1995 to 2000 found that community workers who promoted
couples counseling in their neighborhoods signiﬁcantly increased the numbers of
couples who tested jointly. Previously tested couples were trained for three days to
be community outreach workers: “Like you, I am married and have been tested with
my spouse.” Community workers emphasized the importance of testing together
and explained that one person in a couple can be HIV-positive and the other can be
HIV-negative. Services were conﬁdential. Complex questions were referred to counselors. Once outreach by community workers was discontinued, couples VCT dropped
by 90%, from 230 couples per month to 20 couples per month when promotion was
limited to mass media. Of the 8,500 cohabitating couples who sought HIV testing, 51%
were concordant HIV-negative; 26% were concordant positive; and 23% were couples
with one partner positive and the other partner negative. Each couple spoke privately
with a counselor in deciding to test. Individual counseling was provided on request.
Transport, childcare, lunch and counseling were provided whether couples elected to
test or not (Chomba et al., 2008). (Gray III) (counseling, HIV testing, community outreach,
couples, Zambia)
A randomized controlled trial in Thailand found that mobile VCT offered at no cost
in community public settings along with entertainment and education increased VCT
uptake. VCT uptake increased from 18 to 25 people per day. The median age of those
accessing VCT decreased from 38 to 35 years of age. Between February 2007 and
December 2008, 6,996 people accessed VCT with 1.6% testing HIV-positive (Kawichai
et al., 2008). (Abstract) (counseling, HIV testing, Thailand)
A six-week awareness campaign in six rural villages in Tanzania that was evaluated by a
randomly selected pre-post household survey for 120 households and VCT monitoring
data found that mobile VCT resulted in the direct testing of 1,116 people, 54.5% male or
6.7% of the total adult population in the villages, with a signiﬁcant increase in community members reporting having ever been tested for the ﬁrst time (Churchman et al.,
2008). (Abstract) (counseling, HIV testing, Tanzania)
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Between June and December 2007, mobile VCT in a rural area in Zambia with no
health facilities coupled with drama performances to create awareness and used tents
for counseling rooms, resulting in 2,487 people accessing VCT, of whom 1,167 were
women. Of 290 people testing positive (an 11.6% incidence rate), 179 were female and
190 were referred for services (Chimba Kasoma, 2008). (Abstract) (counseling, HIV
testing, Zambia)
A project in Kenya using community mobilization resulted in reaching over 127,000
people with HIV prevention information out of which over 42% were counseled and
testing. Of these, 2,630 were found HIV-positive and were referred for care while
HIV-negative people were counseled on risk reduction (Ngede et al., 2008). (Abstract)
(mass media, counseling, HIV testing, Kenya)
Community outreach and mobilization through youth peers who go door to door,
using speakers on cars to encourage VCT, dissemination of information and discussions at community events in rural South Africa resulted in increased numbers of youth
accessing VCT services (Ngubane et al., 2008a). (Abstract) (community outreach, youth,
peer education, counseling, HIV testing, South Africa)
An HIV/AIDS hotline was introduced in Egypt, resulting in over 145,000 calls, where
more than 75% were by men. Data at VCT sites demonstrated that about 20% of clients
had been referred by the hotline (Bahaa et al., 2008). (Abstract) (mass media, HIV testing,
Egypt)
5. Home testing, consented to by household members, can increase the number of people
who learn their serostatus.
An analysis of a non-randomized study from rural Southwestern Uganda with 1869
participants (Wolff et al. 2005) found “very high acceptability and uptake of VCT results
when testing and or results were given at home compared to the standard (facility)”
(Bateganya et al., 2007: 15). In Zambia, the participants who were offered home-based
testing were “4.6 times more likely to accept VCT,” while in Uganda, during the year that
HIV results were offered at home, “participants were 5.23 times more likely to receive
their results” (Bateganya et al., 2007: 15). Overall, the review found that “home-based
testing may be an effective way of delivering HIV prevention services in populations not
targeted by earlier efforts” and that “the advantages of home-based VCT may outweigh
any potential adverse effects that are associated with premature disclosure from homebased VCT” (Bateganya et al., 2007: 16). However, “given the limited extent of literature and the limitations in existing studies, large-scale implementation is premature.
This is particularly true in developing countries, especially in sub-Saharan Africa, where
the cost and feasibility of implementing large-scale home-based testing programs is
wrought with infrastructure problems, as well as cost/beneﬁt issues in areas where HIV
prevalence may differ.” (Bateganya et al., 2007: 16). These two studies were included in
a 2007 Cochrane review of home-based HIV VCT interventions in developing countries
(Bateganya et al., 2007). (Gray I) (counseling, HIV testing, Zambia, Uganda)
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In Uganda, through mobile and home-based VCT, the proportion of adults in Uganda
who have ever tested and received their HIV test results increased from 4% in 2000 to
21% in 2006 (UNAIDS, 2009b). (Gray III) (counseling, HIV testing, Uganda)
Surveys between 2005 and 2007 that assessed door-to-door VCT in a rural district in
Uganda found that the proportion of those who ever tested for HIV increased from
20% to 63%. The proportion of people disclosing their serostatus increased from 72%
to 81%. Among HIV-positive people who knew their serostatus, condom use at last sex
increased from 15% to 40% (Nuwaha et al., 2009). (Gray III) (HIV testing, condoms,
disclosure, Uganda)
A study nested in a cluster randomized trial in Uganda which compared home and clinicbased methods of HIV testing for family members of HIV-positive patients found that
those reached at home were more likely to be tested for HIV. Of a total of 7,184 household members, 3,974 (55% female) were reached at home. Assuming HIV prevalence
of 7%, 56% of HIV-positive household members were identiﬁed at home compared
to 27% in the clinic. HIV-positive patients were given free HIV testing vouchers and
encouraged to invite members of their household to the clinic; or people were visited at
home. Of 148 spouses of HIV-positive clients getting treated, 47% were HIV-negative
(Lugada et al., 2009). (Gray V) (counseling, HIV testing, Uganda)
A study in Kampala, Uganda from October 2005 to October 2007 indentiﬁed many otherwise undiagnosed HIV-positive adults through home-based testing that was conducted
if index clients had disclosed their serostatus to a household member, consented to the
visit, or requested counselor-assisted disclosure. Of 4,662 household members visited,
90% agreed to VCT. Of the index clients, 75% were female. HIV prevalence was 19%
among adults as compared to the Kampala average as per the 2004/2005 HIV/AIDS
Sero-Behavioral survey. Prevalence was higher among women (21%) as compared to
men (14%). Same day results were given using Determine for screening, Statpak for
conﬁrmatory and Unigold for a tie-breaker (Nawavvu et al., 2008). (Abstract) (counseling, HIV testing, Uganda)
Four hundred community mobilizers and 75 trained counselors going house to house
in rural western Kenya increased counseling and testing. Using handheld computers,
census data was recorded, whether household entry was allowed, consent for testing,
age, sex, and HIV test results. Those consenting who were above age 12 were counseled and tested. The door to door census found 8,999 households containing 35,976
people, of whom 52% were women. All but 13 allowed entry. Only 24% had previously
had an HIV test. Of 19,034 counseled, 18,229 had HIV tests. All who tested positive
were referred for care; those who tested HIV-negative were counseled on lowering risk
behaviors (Kimaiyo et al., 2008). (Abstract) (community outreach, counseling, HIV testing,
Kenya)
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Promising Strategies:
6. Encouraging couple dialogue and counseling, including techniques to avert gender-based
violence, may increase the number of couples who receive and disclose their test results.
A study of 245 women who were enrolled after pre-test counseling and prior to the
collection of test results in Tanzania found that disclosure of HIV serostatus was significantly higher for couples who discussed HIV testing prior to coming to the health
center: 94.6% of women who told their partners they were going to be tested disclosed
their HIV results to their partners within three months after testing, compared to only
44% of women who did not tell their partners that they were going to be tested (Maman
et al., 2001a). (Gray IV) (HIV testing, counseling, couples, disclosure, Tanzania)
A qualitative study of in-depth interviews with 15 women, 15 men and 15 couples in
Tanzania, including 10 seroconcordant HIV-negative couples, found that among seroconcordant HIV-negative couples VCT was an important strategy to encourage couples
who may be at risk for HIV infection to initiate preventive health behaviors to maintain
their HIV-negative status. “Couples described testing as a preventive health measure
they used prior to unprotected sexual intercourse, marriage or pregnancy” (Maman et
al., 2001b: 597). (Gray IV) (counseling, HIV testing, couples, Tanzania)
A study in Rwanda and Zambia that promoted couples’ voluntary counseling and testing
resulted in 1,411 couples requesting couples counseling and testing. Cohabitating
couples in Africa represent a large HIV risk group. (Allen et al., 2007b). (Gray V) (counseling, HIV testing, couples, Rwanda, Zambia)
An intervention in one district in Uganda in which 35 VCT volunteer couples were
oriented on couple dialogue techniques to avert gender based violence and who subsequently counseled an additional 206 couples greatly increased the numbers of couples
who were willing to know their HIV status. VCT volunteers from eight civil society
organizations were trained in rights based community mobilization approaches to
preventing violence and skills to integrate GBV interventions into VCT services. In
2006 and 2007, out of 206 couples that were counseled in the GBV intervention area,
all received their HIV test results. In comparison, 5% of 8,708 couples that received
HIV counseling and testing service in the non-GBV intervention area received their test
results. Couples were ten times more likely to receive results in GBV intervention areas
than in non-GBV intervention areas (Wandera et al., 2008). (Abstract) (counseling, HIV
testing, violence, Uganda)
7. Knowledge of treatment availability can increase uptake of HIV testing. [See also Chapter
7A. Treatment: Provision and Access]
A cross-sectional study during 2004 of 184 men and women (121 were women) attending
a hospital for any reason in South Africa found a signiﬁcant association for women
between those who knew someone on antiretroviral therapy and having been tested
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for HIV. Among women, 68% of those who knew someone on ARVs had had an HIV
test as compared to 48% of women who had a HIV test who did not know someone on
ARVs (Mfundisi et al., 2005). (Gray IV) (HIV testing, treatment, South Africa)
A study of 12 focus group discussions, half with women, in Uganda found that participants afﬁrmed the incentive for testing was the possibility of accessing free ART. Prior
to ART, “testing for HIV was perceived as soliciting a death warrant” (Nyanzi-Wakholi
et al., 2009: 903). ART was preferred over traditional herbal treatment because it had
clear dosages, expiry dates and was scientiﬁcally manufactured. ART was described as
restoring physical health allowing patients to resume their daily activities. Men deliberately postponed accessing HIV testing until they were evidently sick. “Participants
commended pre- and post-test counseling for enabling them to accept their status, cope
with depression, stigma and thoughts of death… They emphasized the need for counseling to be continuous and not a one time event” (Nyanzi-Wakholi et al., 2009: 905).
(Gray V) (HIV testing, counseling, treatment, Uganda)
8. Promotion of VCT by people openly living with HIV may increase uptake of VCT.
A study of ten comparable small and medium scale enterprises was split into two
matched groups of ﬁve each in Nigeria. One group of companies recruited, trained
and deployed a person each who was living openly with HIV. Each of the ten enterprises nominated and trained two peer educators who conducted regular peer education
sessions. After six months, the companies that had VCT promoted by a person living
with HIV had four times the number of staff accessing VCT compared to those that did
not (no numbers given) (Efuntoye et al., 2008). (Gray III) (peer education, counseling,
HIV testing, Nigeria)
A CD with taped testimonies of women who tested HIV-positive was shown in 21 clinics
in Mexico. Of the 1,869 women who tested in a ten-week period, 60% said they were
motivated to access HIV testing because of the taped testimonies of other women
(Guthreau et al., 2008). (Gray III) (peer education, counseling, HIV testing, Mexico)
9. Availability of VCT on-site at workplaces may increase uptake of VCT.
A cluster-randomized trial in Zimbabwe found that businesses randomized to on-site
rapid HIV testing at their occupational clinic greatly increased uptake of VCT compared
to vouchers for off-site VCT. Over 51% or 1,957 of 3,950 employees randomized to on-site
testing had VCT compared to 19% or 586 of 3,532 employees randomized to off-site
testing. Of those randomized to VCT though on site rapid testing, 88% were men; 12%
were women. Of those randomized to VCT through off-site vouchers, 86% were men,
12% were women. Rapid testing was linked to basic HIV care which did not include
antiretroviral therapy (Corbett et al., 2006). (Gray II) (counseling, HIV testing, workplace,
Zimbabwe)
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10. Counseling may reduce risk behaviors and HIV acquisition.
A study of voluntary HIV counseling and testing in Tanzania found that a personalized risk reduction counseling session of 40 minutes was more effective in reducing
risk behaviors and STIs than watching a 15-minute video. Using information from the
formative research, the counseling sessions entailed a personalized risk assessment and
a personalized risk reduction plan based on level of knowledge, interpersonal situation,
speciﬁc risk behaviors, and readiness to change. Participants were randomly assigned
to receive either HIV counseling and testing or a health information intervention
where participants watched a 15-minute video in the presence of a health information
ofﬁcer, who responded to their questions at the end. Couples were randomized together
so that both members always received the same intervention. Participants enrolling
as couples were counseled together or individually, depending on their choice. Each
couple member was given individual time with the counselor. Test results were initially
given individually, and then the couple was encouraged to share their results in a joint
counseling session. Post-test counseling then proceeded with both members of the
couple. All participants were given condoms at no cost and tested for STIs and treated
as appropriate if found positive. A total of 1,427 participants were enrolled (500 men,
489 women, and 222 couples). HIV prevalence among those assigned to received HIV
counseling and testing at baseline was 21%—13% for men and 29% for women. After
6 months, although there was a reduction in risk behavior for both groups, individuals
who received the counseling and testing intervention showed signiﬁcantly reduced risk
behavior (26% to 16%) than those who received health information only (26% to 23%)
(Kamenga et al., 2001). (Gray II) (counseling, HIV testing, sex behavior, couples, Tanzania)
A prospective cohort study of 250 HIV-negative women and 250 HIV-negative men at
increased risk for HIV acquisition in India who received risk reduction counseling at
the start, six months later and twelve month later had low rates of HIV acquisition, and
reported statistically signiﬁcant reductions in the number of different sex partners, the
number of new partners and the proportion of sexual encounters with nonprimary partners. Only two participants, one male and one female, seroconverted over 457 person
years of follow up. All attended an STI clinic and had VCT. To be considered high risk,
all either had to have had ﬁve or more different sexual partners; had a diagnosed STI; or
having had vaginal or anal sex with a known HIV-positive partner. Counseling covered
prevention techniques and reducing the number of partners. Condom use was demonstrated and condoms were provided free of charge. Condom use increased. Sessions
lasted about one hour (Solomon et al., 2006). (Gray III) (sex behavior, sexual partners,
counseling, HIV testing, India)
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11. Incorporating discussions of alcohol use into VCT and HIV counseling may increase
protective behaviors such as condom use, partner reduction and reduction of alcohol use.
A 2006 study in Kenya with intervention and comparison sites and follow up data
was conducted at 15 static and 10 mobile VCT sites with 1,073 VCT clients found that
clients from interventions sites displayed more concrete intentions to change behavior,
stating that they would reduce or stop their alcohol intake. The intervention consisted
of alcohol counseling, which increased the VCT component time by seven minutes.
Providers did not ﬁnd this burdensome. Over 90% of clients reported being receptive
to discussions about alcohol use while attending a VCT center. Alcohol use is associated with high-risk sexual behavior and reduced inhibitions (Woolf and Maisto, 2008;
Kilonzo et al., 2008b; Zablotska et al., 2009; Ghebremichael et al., 2009; Kalichman
et al., 2007; Fisher et al., 2007). Alcohol users are more likely to perpetrate intimate
partner violence. [See also Chapter 11B. Strengthening the Enabling Environment: Addressing
Violence Against Women]. Clients were screened with AUDIT and CAGE consisting of
questions concerning alcohol use, such as feeling the need to cut down on drinking;
feeling guilty about drinking; seeking help for drinking, etc. (Mackenzie et al., 2008).
(Gray III) (sex behavior, violence, HIV testing, alcohol, Kenya)
A study from 2004 to 2007 with 425 women in South Africa at high risk of alcohol
abuse found that HIV education resulted in uptake of HIV testing, with 276 or 65%
agreeing to HIV testing. HIV education addressed fear of stigma and testing for HIV,
along with access to prevention, treatment and care services. Of the 425 women, 200 or
74% reported drinking ﬁve or more drinks containing alcohol on a typical day (Luseno
and Wechsberg, 2009). (Gray III) (education, alcohol, HIV testing, South Africa)
A randomized community ﬁeld trial in South Africa found that a brief HIV and alcohol
risk reduction workshop reduced HIV-related risks among drinkers. 117 men and 238
women were randomly assigned either a three-hour skills training on HIV-alcohol risk
reduction or a one-hour HIV-alcohol information session. The three-hour program
resulted in signiﬁcant declines in unprotected intercourse and sexual partners, alcohol
use prior to sex and increased condom use compared to the one-hour session, evaluated
six month post intervention. However, effects were weakest for the heaviest drinkers
(Kalichman et al., 2008). (Gray III) (alcohol, sex behavior, sexual partners, South Africa)
A pilot study with 80 women in South Africa who reported recent substance use and
sex trading were randomly assigned to a standard HIV prevention intervention or a
woman-focused HIV prevention intervention. Those who participated in the womanfocused intervention reported greater decrease in unprotected sex with paying clients or
with baseline than those in the standard prevention intervention. Those in the womanfocused group showed a large increase from 3% to 48% in any female condom use with
boyfriends, while the standard group showed a smaller increase from 20% to 40%.
Focus group discussions noted that drugs and alcohol were used prior to sex work
to give the women courage to approach clients. In the woman-focused intervention
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women learned violence prevention strategies such as staying sober to assess the situation, communication techniques, ways to exit a volatile situation and how to actively
seek community resources. At baseline, although 77% considered their substance abuse
a problem, only 26% knew about substance abuse treatment and only 7% had ever
been in treatment. A reduction of 15% to 5% was observed in the proportion of women
reporting daily alcohol use in the woman-focused group compared to a smaller decrease
of 18% to 10% in the standard group (Wechsberg et al., 2006). (Gray III) (sex behavior,
alcohol, substance abuse, violence, South Africa)
12. VCT can be successfully provided to internally displaced people. [See Chapter 4D. Prevention
for Key Affected Populations: Women and Girls in Complex Emergencies]
13. Support programs for rape survivors can be effective in encouraging survivors to test for
HIV. [See Chapter 4D. Prevention for Key Affected Populations: Women and Girls in Complex
Emergencies]

Gaps in Programming—HIV Testing and Counseling for Women
1. Interventions are needed that support women safely through the disclosure process.
2. Efforts are needed to identify opportunities to offer HIV testing and counseling in
health care settings that might reach women who are otherwise inaccessible, such as
within post-abortion care services.
3. Further efforts are needed to ensure optimal counseling strategies and topics, such
as pre- and post-test counseling and detailed information about treatment and the
risks within marriage.
4. Interventions are needed to reduce the risk of provider coercion in HIV testing,
particularly in provider-initiated testing and counseling.
5. Further efforts are needed to make HIV testing and counseling available and accessible
to young people.

1. Interventions are needed that support women safely through the disclosure process. [See
also Chapter 9C-1. Safe Motherhood and Prevention of Vertical Transmission: Testing and
Counseling] Studies found that women experienced increased violence and abandonment
following disclosure.
Gap noted, for example, in Uganda (Emusu et al., 2009); Brazil (Silva and Ayres, 2008);
and Tanzania (Milay et al., 2008 and Maman et al., 2001a).
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2. Efforts are needed to identify opportunities to offer HIV testing and counseling in health
care settings that might reach women who are otherwise inaccessible, such as within postabortion care services. Studies found that abortion and post-abortion care services failed to
offer HIV testing to women.
Gap noted generally by Askew and Berer, 2003; de Bruyn, 2003 and Oosterhoff et al.,
2008.
3. Further efforts are needed to ensure optimal counseling strategies and topics, such as preand post-test counseling and detailed information about treatment and the risks within
marriage. Studies found that women who went for an HIV test prior to marriage felt they
did not need another HIV test for the duration of the marriage and that pre-test counseling
was important.
Gap noted, for example, globally (Jurgens, 2007a); in Tanzania (Mmbaga et al., 2009);
in Ethiopia (Bradley et al., 2008b); and Zimbabwe (Sherr et al., 2007).
4. Interventions are needed to reduce the risk of provider coercion in HIV testing, particularly in provider-initiated testing and counseling. Studies found that signiﬁcant numbers of
women felt that they could not refuse an HIV test or that HIV testing was mandatory.
Gap noted, for example, in South Africa (Groves et al., 2009); Botswana (PHR, 2007a
and Weiser et al., 2006a); China (Li et al., 2007); and Ukraine (Yaremenko et al., 2004).
5. Further efforts are needed to make HIV testing and counseling available and accessible
to young people. [See Chapter 5B. Primary Prevention for Young People: Increasing Access to
Services]
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Chapter 7.

Treatment

A. Provision and Access
B. Adherence and Support
C. Reducing Transmission

HIV is a chronic, incurable illness requiring ongoing therapy. Antiretroviral therapy “is remarkably effective for infected persons who can receive treatment on an ongoing basis. Indeed,
many people with HIV infection can now look forward to achieving undetectable viral loads
and relatively normal lives and life spans—developments that were once hard to imagine…
Unfortunately, only 20% of people with HIV infection in low- and middle-income countries
know that they are infected, and less than a third of those who need therapy are receiving it”
(Steinbrook, 2008: 886). The Millennium Development Goals include achieving universal
access to HIV prevention, treatment, care and support by 2010 and to “halt and reverse the
spread of HIV/AIDS by 2015.” As a recent report of the All Party Parliamentary Group on AIDS
in the UK noted in July 2009, “We are not on track for either target” (All Party Parliamentary
Group on AIDS, 2009: 5). In addition, all those millions of people who do get on treatment will
need to continue being treated, cared for and supported for many decades to come.
Treatment for HIV begins prior to antiretroviral therapy with access to routine monitoring
of HIV infection, including diagnosis of opportunistic infections, and routine testing of CD4
counts (WHO, 2009j, WHO, 2006b). Antiretroviral therapy is not curative—it suppresses but
does not eradicate HIV-1 infection. Studies show, however, that ARV therapy does increase life
expectancy of people living with HIV (The Antiretroviral Therapy Cohort Collaboration, 2008,
Jahn et al., 2008, Chigwedere et al., 2008). Continuous therapy is important. With an inter-
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ruption of therapy, the virus and risk for opportunistic infections increase, even in patients
where the virus has been suppressed for long periods of time (SMART Study Group, 2006).
A recent review found that gender-speciﬁc differences in recommendations concerning
initiation of therapy are not warranted (Floridia et al., 2008). An analysis of United States Food
and Drug Administration (FDA) databases also found “no clinically or statistically signiﬁcant
gender differences” in 48-week efﬁcacy of ART in randomized controlled trials between 2000
and 2008 (Stubbel et al., 2009).
While there may not be a need for different recommendations for initiation of therapy by
gender, there are indications that certain interventions can be highly beneﬁcial to women specifically in treatment provision and access, adherence and support, and reducing transmission.

7A. Treatment: Provision and Access
Evidence has repeatedly demonstrated that antiretroviral therapy has been successfully accessed
by both men and women with near perfect adherence, good patient retention, and good clinical
outcomes in resource-poor settings common to many developing countries; results have been
similar to those achieved in resource-rich countries. A systematic comparison of 4,810 treatment-naïve adult patients (51% female) from 18 HAART treatment programs in Africa, Asia
and South America (low-income settings) with 22,217 treatment-naïve adults (25% female) in 12 HIV cohort studies
from Europe and North America (high-income settings)
“I am still on ARVs but my
found that antiretroviral therapy is feasible and effective in
husband does not know...I hide
low-income settings. Mortality was higher in the ﬁrst few
medicine. I don’t want to lose my
months of treatment for patients in low-income settings.
marriage and I do not want to lose
Those in low-income settings started treatment with
my life. If I am divorced I cannot
considerably more advanced immunodeﬁciency than those
look after the children.”
from industrialized countries, but virological and immuno—HIV-positive woman, Zambia
logical response to HAART were similar in both settings
(Human Rights Watch, 2007: 30)
(ART-LINC & ART-CC, 2006). A review of nine articles
and 18 abstracts until 2006 from sub-Saharan Africa, with
12,116 patients found favorable levels of adherence, with 77% of patients achieving 95% adherence according to patient self-reports. Adherence from studies in sub-Saharan Africa showed
that that more patients were adherent than patients in North America, based on 31 studies with
17,537 patients (Mills et al., 2006).
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Treatment Has Been Successfully Administered in a Range of Situations and
Populations
Treatment has been successfully administered with good adherence (95% in 92% of patients)
in internally displaced camps in Uganda (Kiboneka et al., 2008b). In the United States, treatment has also been successful in postmenopausal women (Patterson et al., 2009). Youthfriendly treatment services, such as the “girls-only day” at a youth program in Kenya, can
increase the numbers of HIV-positive youth—especially girls—accessing treatment (Otieno et
al., 2008). Further, accelerating treatment access for adults with young children can reduce the
numbers of orphans, and improve pediatric mortality and social wellbeing. [See Chapter 12B.
Care and Support: Orphans and Vulnerable Children]

Access to Treatment Must Be Equitable
To date, more women than men have accessed treatment. “Women are often more likely than
men to attend health services because of dedicated provision of reproductive and child health
clinics” (Braitstein et al., 2008b: 53). Data disaggregated by sex show that adult women are
slightly advantaged over adult men in access to antiretroviral therapy in low- and middleincome countries. About 60% of adults receiving antiretroviral therapy in reporting countries
were women, who represent 55% of the people in need (UNAIDS, 2009e).
Gender norms may make it less likely for men to seek health care as well. More attention
needs to be paid to ensuring that HIV-positive men know their serostatus, have access to
condoms and understand the need for consistent and correct condom use, and have equitable
access to treatment. However, it is unclear whether access for women is higher simply because
PMTCT programs facilitate HIV testing and treatment or whether HIV-positive women who do
not want or are unable to get pregnant still have more access than men to treatment (Eyakuze
et al., 2008). Still, “the need for increased and equitable access to AIDS treatment cannot be
overstated” (UNAIDS and WHO, 2004 cited in UNAIDS et al., 2004a).
Furthermore, some studies have found that women are more likely than men to be asymptomatic when accessing treatment for the ﬁrst time (Makwiza et al., 2009). A study with 65,000
patients at 18 sites in Kenya found that men were more likely to be WHO stage 3/4 with lower
CD4 counts and less likely to have disclosed their serostatus. Men were 34% more likely to
be lost to follow-up, deﬁned as being absent from the clinic for more than three months if on
ARVs and more than six months if not on ARVs, even with adjusting for CD4 count and other
factors (Ochieng et al., 2008). A study in Uganda with 20,900 clients, of whom 9,387 were in
WHO stage 3 at the time clients sought treatment, found that women are less likely than men
to be in WHO stage four (with the lowest CD4 counts) (Sebuliba et al., 2008). A cross-sectional
study of clinic data from 86 facilities in Uganda, along with exit interviews with 2,285 clients
and 389 service providers found that women comprised 1.4 times more clients than men and
women were more likely to adhere to ARVs (Kirungi et al., 2008a).
Other studies have found that equity in access differs by age group: In Malawi, 10,000
people are on treatment, with proportionately more females accessing treatment than men.
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However, in the 15 to 19 year age group, more men are proportionately on treatment despite
the fact that HIV prevalence in this age group is higher among women. There were more
women than men on treatment for ages 30 to 39, yet HIV prevalence in this age group is
higher in men as compared to women.
Despite having better access to treatment, a study in Chile that evaluated quality of life for
409 people living with HIV in public hospitals, of whom fewer than 19% were women, found
that women have a worse quality of life (Sgombich Mancilla et al., 2008). One study in rural
India found that rural women were 30% less likely than men to initiate antiretroviral medication (Ramchandani et al., 2007 cited in Sinha et al., 2009).
Cost is another factor in treatment access. A study of AIDS-related deaths in Addis Ababa,
Ethiopia found that following the launch of no-cost antiretroviral therapy in 2005, women
died from AIDS at almost the same rate as men. Prior to no-cost antiretroviral therapy, more
women than men died of AIDS, possibly due to sex differences in access to resources for
ﬁnancing treatment (Reniers et al., 2009). Treatment provided at no cost can substantially
increase both women and men’s access to life-saving therapy.

Increased Access Must also Include Respect for Human Rights
Expanding comprehensive medical services for HIV-positive women and providing multiple
entry points for care—including antenatal, family planning and other sexual and reproductive
health care services and psychosocial support—will be essential to increase women’s access to
optimal ARV treatment. The beneﬁts of treatment access go beyond improvements in health
status and can include increasing employment and income for people living with HIV. [See
Chapter 11D. Strengthening the Enabling Environment: Promoting Women’s Employment, Income
and Livelihood Opportunities] However, fear of stigma and discrimination associated with HIV/
AIDS may deter HIV-positive women from seeking ARV therapy as women living with HIV
are at increased risk for being blamed as the source of infection and face more severe consequences of stigma (Hong et al, 2004; Maman et al, 2001a).
Regardless of who has better access to treatment, human rights must be respected.
Requiring HIV-positive people to disclose their serostatus to sexual partners and/or community
members in order to receive treatment, care or support is a human rights violation (Niyirenda
et al., 2008). Further, requiring a “treatment buddy” or “medical companion” to access ARV
therapy may place undue burdens on women and their children: a study of 1,453 patients in
Uganda (71% female) on the impact of requiring patients to disclose their HIV status and have
a “treatment buddy” or “medical companion” to access ARV therapy found that of the women,
41% chose a child as their medical companion versus 14% of the men (Amuron et al., 2008).
Finally, coercing women to accept contraception in order to access treatment violates women’s
rights to make their own fertility choices. [See Chapter 8. Meeting the Sexual and Reproductive
Health Needs of Women Living With HIV]
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HIV Prevention Is Needed as well as Universal Access to Treatment
Universal access to antiretroviral therapy in low-income countries can be achieved. A number
of countries from Brazil to Ethiopia to Thailand are achieving progress in increasing the
numbers of those initiating ARV treatment at recommended CD4 thresholds (Messou et al.,
2008, Marcellin et al., 2009, The ART-LINC Collaboration of the International Databases to
Evaluate AIDS (IeDEA), 2008, Kloos et al., 2007, WHO, 2007c). Studies in Tanzania and
Kenya have shown that treatment, including the availability of ﬁxed-dose combination antiretroviral therapy, can also be effectively used for children in resource-poor settings with good
outcomes in CD4 counts and nutritional status (Ble et al., 2007; Nyandiko et al., 2006; Jadhav
et al., 2008; Calmy et al., 2006).
WHO has issued new guidance to initiate treatment for those whose CD4 counts are below
350, raising this level from earlier guidance that recommended initiating treatment when CD4
counts went below 200 (WHO, 2009j). However, the optimal time to initiate treatment is
still a subject of considerable debate. Guidelines from the U.S. and Europe now recommend
considering initiation of treatment when CD4 counts are between 350 and 500 (Wilken and
Glick, 2008 cited in Dieffenbach, 2009). Recent studies in developed countries have found
that patients starting antiretroviral treatment with CD4 counts greater than 350 are signiﬁcantly more likely to achieve normalized CD4 counts than those starting later (Gras et al.
and the AIDS Therapy Evaluation Project (ATHENA), 2007; Moore and Keruly, 2007 cited
in Dieffenbach, 2009). A large clinical trial of 8,362 in the U.S. and Canada found a 69%
higher risk of death for patients who deferred rather than initiated antiretroviral therapy at a
CD4 count between 351–500 (Kitahata et al., 2009).1 However, “whatever the side effects of
HAART, side effects are not as deleterious as untreated HIV infection” (Sax and Baden, 2009:
2).2 It is clear that there still is a paucity of data from developing countries on early initiation
of treatment at CD4 counts over 350. A randomized clinical trial started in March 2009 with
sites in 23 countries in North and South America, Europe, Africa, the Middle East and Asia
is assessing whether immediate initiation of antiretroviral treatment is superior to deferral of
treatment until the CD4 count declines to below 350. The pros and cons on initiating treatment when CD4 counts are over 350 must be weighed (Dieffenbach, 2009). [See also Chapter
9C-2. Safe Motherhood and Prevention of Vertical Transmission: Treatment]
Progress is being made with treatment access. However, caution is warranted. …
Mathematical modeling using surveillance and census data between 1986 and 2004 from
Uganda found that as a result of population growth, by 2008, a similar number of people
will be HIV-positive (1.1 million) as during the peak of the epidemic in 1994. More effective
prevention programs are still needed (Hladik et al., 2008a). A recent consultation at WHO in

1

2

Note: As this is a new study, it is unclear how this will change clinical guidelines in the U.S. and Canada, as
well as whether WHO will revise guidelines and whether patients in developing country contexts will be able to
initiate treatment earlier.
Study authors receive consulting fees from many of the companies who manufacture and market antiretroviral
therapy drugs. The funding for the study, however, came from NIH and other U.S. government agencies.
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Geneva, Switzerland (November 2–4, 2009), noted that “In 2007 alone, there were 2.7 million
new HIV infections. By the end of 2008, more than 4 million people were accessing antiretroviral therapy in low- and middle-income countries. That same year, an estimated 5.5 million in
immediate need of treatment could not access it. Current efforts to treat HIV are not keeping
pace with all those who need therapy. Without a dramatic reduction in new HIV infections,
this trend will continue (WHO, 2009j).

What Works—Treatment: Provision and Access
1. Antiretroviral therapy has been successfully administered to both men and women
with good adherence, good patient retention, and good clinical outcomes in resourcepoor settings; results have been similar to those achieved in resource-rich countries.

EVIDENCE
1. Antiretroviral therapy has been successfully administered to both men and women with
good adherence, good patient retention, and good clinical outcomes in resource-poor
settings; results have been similar to those achieved in resource-rich countries.
A systematic comparison of antiretroviral therapy on mortality of HIV-positive patients in
both low-income and high-income countries found that antiretroviral therapy is feasible
and effective in low-income settings. Mortality was higher in the ﬁrst few months of
treatment for patients in low-income settings. Those in low-income settings started
treatment with considerably more advanced immunodeﬁciency than those from industrialized countries, but virological and immunological response to HAART were similar
in both settings. The study compared 4,810 treatment-naïve adult patients (51% female)
from 18 HAART programs in Africa, Asia and South America (low-income settings)
with 22,217 treatment-naïve adults (25% female) in 12 HIV cohort studies from Europe
and North America (high-income settings) and compared baseline characteristics and
outcomes during the ﬁrst year of HAART (ART-LINC & ART-CC, 2006). (Gray III)
(treatment, HAART, Africa, Asia, South America, Europe, North America)
A review of nine articles and 18 abstracts until 2006 from sub-Saharan Africa, with
12,116 patients found favorable levels of adherence, with 77% of patients achieving 95%
adherence according to patient self-reports. Adherence from studies in sub-Saharan
Africa showed that that more patients were adherent than patients in North America,
based on 31 studies with 17,537 patients (Mills et al., 2006). (Gray IV) (adherence, treatment, sub-Saharan Africa, North America)
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Gaps in Programming—Provision and Access
1. Initiatives that provide for early diagnosis and appropriate longitudinal care
prior to treatment eligibility are needed to reduce mortality rates among adults
accessing treatment.

1. Initiatives that provide for early diagnosis and appropriate longitudinal care prior to treatment eligibility are needed to reduce mortality rates among adults accessing treatment.
A review found that early mortality among adults accessing antiretroviral therapy can be
attributed to late diagnosis of HIV.
Gap noted, for example, in a review of 18 published cohort studies in Africa (Lawn et al.,
2008).

7B. Treatment: Adherence and Support
Access alone does not ensure that women will adhere to treatment. “The regimens are often
complicated, can require dietary restrictions and may lead to adverse effects,” such as changes
in body fat that can negatively impact body image (Mills et al., 2006: 2; Holstad et al., 2006).
A systematic review of 84 studies examining barriers to treatment adherence found “fear
of disclosure, forgetfulness, a lack of understanding of treatment beneﬁts, complicated regimens, and being away from medications were consistent barriers to adherence in developed
and developing nations. More common to developing settings were issues of access, including
ﬁnancial constraints and a disruption in access to medications” (Mills et al., 2006: 18).

There Are Gender Differences in Treatment Adherence
Men and women have similar adherence rates, and women are able to follow complicated regimens as well as men. But there are gender differences in predictors of adherence. Women may
need family support, including redistribution of household responsibilities, to enable them to
adhere to treatment. Even if drugs are free or subsidized, women may not be able to afford the
time or money required to travel to a clinic. Women may also have difﬁculty navigating treatment when it conﬂicts with other activities for survival. One South African sex worker points
out the struggles she faces: “If you don’t pay off the police, they take you to jail…you can’t take
antiretroviral drugs or any medication you need” (Arnott and Crago, 2009: 10).
It is also critical for treatment programs to assess not just how many people who need
treatment gain access to treatment but who gains access, how, and if it is accompanied by care
and support. Does the program address adherence? Do patients receive adherence support?
Do patients receive good quality counseling? Are patients satisﬁed with their quality of care?
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“I started HIV medication in 2006.
My husband does not know…He
beats me up and locks me out of
the house…I sleep under the tree
until tomorrow. As a result of that,
I miss doses sometimes.”
—HIV-positive woman, Zambia
(Human Rights Watch, 2007: 1)

Have patients received proper information on medications
and dosage? (Gruskin et al., 2007c). Adherence is deﬁned
as “taking medication as prescribed, and therefore issues
such as pharmacy stock-outs are out of the patient’s control”
(Bangsberg, 2008). Programs should also promote treatment literacy so that all people know that AIDS cannot
be cured but that ARV treatment can prolong life, with
improved quality of life (UNAIDS, 2005). For those on
ARV therapy, treatment literacy is vital to understanding
the importance of adherence.

Improving Treatment Adherence Requires Counseling, Empowerment to Overcome
Barriers
While there is little data demonstrating what works speciﬁcally for women in improving treatment adherence, there are some interventions that have been shown to work for both men and
women such as provision of counseling, including treatment support and literacy. A meta-analysis of 19 randomized controlled trials including 1,839 patients found that patients given oneon-one counseling by health providers, with a median of two sessions lasting 60 minutes each,
resulted in patients being more than one and a half times more likely to achieve 95% adherence, compared to controls (Simoni et al., 2006 cited in Vergidis et al., 2009). An observation
study of low-literacy and low-income patients in 2005 in Mozambique also found improved
adherence among patients who received counseling from health care providers (Magnano San
Lio et al., 2009). Counseling support by HIV-positive peers has been found to also be effective in improving treatment adherence in Thailand, through a model developed by the Thai
Network of People With HIV/AIDS (TNP+), and in Haiti, Rwanda and Lesotho, supported by
Partners in Health’s “accompaniment” model, which includes daily home visits by community
health workers, free clinic visits, nutritional support, transportation to clinics and preferential
hiring of HIV-positive people (Ford et al., 2009a; Mukherjee et al., 2008b). [See also Chapter
11G. Strengthening the Enabling Environment: Promoting Women’s Leadership]
Pill counts and pillbox organizers are low-technology empowerment tools that can increase
adherence (Jean Jacques et al., 2008). Data obtained from an observational cohort of 245 people
living with HIV from 1996 to 2000 in the United States showed that pillbox organizers were
estimated to improve adherence by 4.1 to 4.5% and was associated with a decrease in viral load
of .34–.37 log10 copies/mL and a 14.2% to 15.7% higher probability of achieving a viral load of
greater than 400 copies/mL, with statistically signiﬁcant effects. “Pillbox organizers should be
a standard intervention to improve adherence to antiretroviral therapy” (Peterson et al., 2007).
Mobile phones are promising tool that may facilitate adherence. In a study in Kenya of
322 ARV patients, of whom 81% owned a mobile phone, found that nearly 88% of those who
owned a mobile phone said they would be comfortable receiving reminders and assistance
with side effects by phone (Lester et al., 2008).
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These practices and tools are useful for both men and women, however further research is
needed regarding the best ways to overcome a number treatment adherence barriers speciﬁc to
women such as fear of disclosure, stigma, violence, body image issues related to fat redistribution (a side effect of some medications), among others.

Gaps in Programming—Adherence and Support
1. In addition to treatment access, interventions are needed to reduce barriers to
treatment adherence for women.

1. In addition to treatment access, interventions are needed to reduce barriers to treatment
adherence for women. Studies found that women face a number of barriers that impact
treatment adherence, such as violence, stigma, cost, and changes in body image.
Gap noted, for example, in a systematic review (Mills et al., 2006); Sierra Leone (Vandi
et al., 2008); Uganda (Weiser et al., 2008); Nigeria (Oloriegbel and Adirieje, 2008);
Argentina (Pecheny and Manzelli, 2008); Tanzania and Zambia (Moyer et al., 2008);
Zambia (Murray et al., 2009); China (Sabin et al., 2008); Uganda, Tanzania and
Botswana (Hardon et al., 2007).

7C. Treatment: Reducing Transmission
The efﬁciency of HIV transmission is directly proportional to the viral load in the transmitting individual (Quinn et al., 2000) i.e. the higher the viral load, the easier it is to transmit
HIV. Acute HIV infection, lasting weeks or months, may
account “for a substantial proportion of HIV-1 transmis“Condom issues are difﬁcult. We
sion worldwide. Viral burden is particularly high during
know we can prolong our lives if
this brief period, resulting in individuals being highly
we do not infect each other. On
infectious” (Powers et al., 2008: 560). Acute HIV infection
the other hand, marriage is also
usually evolves, in the absence of treatment, into a state of
important… We cannot survive
chronic HIV infection that can remain relatively constant
without men. Who will help us
for years. While this period is associated with a much lower
meet our needs?”
risk of transmission compared with that of acute HIV infec—Woman who dropped out of a
tion, because the period following acute HIV infection can
PMTCT Program, Malawi
last a median duration of eight years, the cumulative risk
(Chinkonde et al., 2009: 14)
of transmission during these eight years can be substantial
(Granich et al., 2009).
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Treatment May Be a Successful Strategy in Reducing Transmission
“Given the dramatic effect of ART on viral load, it is reasonable to consider using treatment of
individuals infected with HIV as a means of preventing HIV transmission” (Dieffenbach and
Fauci, 2009: 2380). However, “…there is insufﬁcient evidence to formulate guidance on the
role of ART in HIV prevention, both at the level of the individual and the population” (Attia
et al, 2009: 1402). Emerging evidence shows that “reducing virus levels with antiretroviral
therapy…reduces the risk of HIV transmission in a variety of settings” (IAS, 2010: 3). Results
are awaited from HPTN 052, an ongoing, prospective, two-arm, randomized, controlled, multicenter study with 1,750 HIV-positive people and their HIV-negative sexual partners, started in
2008, with results in ﬁve years. In the study, the HIV-positive partner goes on treatment when
CD4 counts go below 200; the study endpoint is seroconversion of the HIV-negative sexual
partner (Godbole et al., 2008).
Though ARV treatment can reduce transmission through reduced viral load (Attia et al.,
2009; Vernazza et al., 2008), condom use is still necessary to increase protection for both
HIV-positive and HIV-negative sexual partners. “While the use of HIV treatment as prevention is emerging as an exciting component of scaled up AIDS programmes, further research
and clariﬁcation is needed. The reliability of projections developed from mathematical models
is limited by the accuracy of the assumptions on which a model is built and by the realities of
implementation. Additional areas of uncertainty range from questions regarding the accuracy
of mathematical models used in recent publications to questions regarding the acceptability
and impact of massive scale up of HIV testing, and of long-term treatment in people where
HIV treatment may not yet [be] medically indicated but is being prescribed to prevent HIV
transmission. Many of these questions will be addressed by studies planned or underway”
(IAS, 2010: 6).

Treatment Alone Will Be Insufﬁcient in Reducing Transmission
Given the unknowns and the inadequate availability of medications, treatment alone is insufﬁcient in reducing and preventing HIV transmission. Additional factors must be addressed to
bridge the divide that exists between HIV prevention and treatment activities in order to reduce
transmission of the virus, as well as to meet the SRH needs and fertility desires of women.
“The historical separation of treatment and prevention and the focus of prevention on uninfected individuals are counterproductive in a setting [such as South Africa] where more than
30% of the sexually active population is infected with HIV” (Abdool Karim et al., 2009: 931).
The new standard of care for all people living with HIV should include counseling, support,
condom negotiation skills, and provision of male and female condoms to reduce transmission. In addition to antiretroviral therapy “all treatment programs should provide patients
with routine risk-reduction counseling, access to condoms and other prevention tools, and
other prevention services in their clinical settings” (Global HIV Prevention Working Group,
2008: 23).
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Non-judgmental, non-stigmatizing interventions to reduce HIV transmission to sexual
partners are urgently needed (Collins et al., 2008). Other interventions both within the health
sector and outside the health sector, for example, those that transform norms, reduce violence
against women, promote legal rights, etc, also need to be implemented in order to support
safer sexual behavior once someone knows his/her positive serostatus. [See also Chapter 11.
Strengthening the Enabling Environment] Transmission can also occur in the attempt to become
pregnant: “In the absence of artiﬁcial insemination technologies, effectively unavailable in most
low- or low-to-middle income countries, conception requires unprotected sexual intercourse;
this means risk of either HIV transmission (in serodiscordant couples) or HIV super-infection
(in couples where both couples are positive” (London et al., 2008: 14). [See also Chapter 9. Safe
Motherhood and Prevention of Vertical Transmission]
“Treatment cannot replace the use of condoms. The proper use of condoms remains a
reliable means of enabling everyone, without knowing the serologic status of their partners,
to keep control on protecting themselves and others during sexual intercourse…. Treatment
should be thought of as a tool providing regular condom users valuable extra safety. Moreover,
condoms remain the only way to protect oneself against other STIs” (Bourdillon et al.,
2008: 11).
Further research is critical to assess “what works” in reducing transmission. Randomized
evaluations of different behavioral intervention models, including clinician-initiated communication are needed (Bunnell et al., 2006b). “When discussions of ongoing STD-related risk
behavior do occur, they are infrequent and often initiated at the patient’s request. At best,
the lack of these discussion in HIV-related care settings is unfortunate; at worst, it indirectly
contributes to escalating rates of STDs among HIV-infected persons and of new HIV acquisition among others at risk” (Hall and Marrazzo, 2007: 518.)

What Works—Treatment: Reducing Transmission
1. Providing antiretroviral treatment to people living with HIV can increase HIV
prevention behaviors, including condom use.
Promising Strategies:
2. ARV therapy reduces (but does not eliminate) the risk of HIV transmission and may
be an additional prevention strategy.
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EVIDENCE
1. Providing antiretroviral treatment to people living with HIV can increase HIV prevention
behaviors, including condom use.
A prospective cohort study between May 2003 and December 2004 a total of 926
HIV-positive adults in rural Uganda found that within six months of initiating ART, risky
sexual behavior reduced by 70%. Risky sex was deﬁned as inconsistent or no condom
use with partners of HIV-negative or unknown serostatus in the previous 3 months.
Study participants were followed in a home-based ART program that included prevention counseling, voluntary counseling and testing (VCT) for cohabitating partners and
condom provision. At baseline and follow-up, participants’ HIV plasma viral load and
partner-speciﬁc sexual behaviors were assessed. Estimated risk of HIV transmission
from cohort members declined by 98%, from 45.7 to 0.9 per 1000 person years. More
than 85% of risky sexual acts occurred within married couples (Bunnell et al., 2006a).
(Gray III) (treatment, risk behavior, HIV testing, counseling, Uganda)
A prospective cohort in Uganda of HIV-negative household members of HIV-positive
patients on ART receiving home-based care found that risky sex decreased among
HIV-negative adult household members. The study of 182 men and 273 women found
that inconsistent condom use decreased from 29% at baseline to 15% at 24 months
(Bechange et al., 2008). (Gray III) (treatment, condom use, Uganda)
A comparative study of people living with HIV or AIDS on HAART and those receiving
preventative therapy (PT) in Kenya found participants receiving HAART were more
likely to report condom use at last sex and consistent condom use with regular partners than those receiving PT. The study also found fewer multiple and casual partners
among PLWHA receiving HAART compared with those receiving PT. However, more
than 40 percent of all participants in the study did not know the HIV status of their
regular partners (Sarna et al., 2008). (Gray III) (treatment, condom use, sex behavior,
Kenya)
A 2007 review of evidence for the impact of ART on sexual behavior in developing countries found three relevant studies conducted in Africa—one in Côte d’Ivoire and two in
Uganda. In each study, condom use at last sexual intercourse was signiﬁcantly higher
among ART patients compared to non-ART patients. In the Côte d’Ivoire study of 711
patients, condom use at last sex was 80 percent for ART patients versus 59 percent
for non-patients, regardless of partnership type (Moatti et al., 2003). Bateganya et al.
(2005) on reported that of 926 participants in Uganda, of whom 164 received ART.
Condom use was higher among ART patients: 71 percent used condom use at last sex
with a spouse for ART patients, versus 47 percent for non-ART patients. Among study
participants receiving weekly home-based ART delivery and individual counseling in
Uganda, Bunnell et al. (2006) found that of 723 patients, with 354 ART-naïve patients
and 369 ART-experienced patients, condom use at last sex increased from 59 to 82
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percent among ART-experienced patients with uninfected partners or with partners they
did not previously know, and from 58 to 74 percent among ART-experienced patients
with HIV-positive partners. In individual counseling sessions, participants developed
personal sexual behavior plans. Free condoms were provided. The available evidence
indicates a signiﬁcant reduction in risk behavior associated with ART in developing
countries. However, there are few existing studies and the rigor of these studies is weak
(Kennedy et al., 2007). (Gray III) (treatment, risk behavior, Côte d’Ivoire, Uganda)
A study of longitudinal data from 2,993 HIV-discordant couples in Rwanda and Zambia
from 2002 to 2008 found that couples where the HIV-positive partner was on ART
were less likely to have self-reported vaginal sex not protected by condoms, presence of
sperm on a vaginal smear or pregnancy than where the HIV-positive partner was not on
ART (Sullivan et al., 2009). (Gray IV) (treatment, condoms, pregnancy, Rwanda, Zambia)
An analysis of survey data from a cross-sectional study with 85 HIV-positive women
from Uganda; 50 HIV-positive women in South Africa; and 44 HIV-positive women
in Brazil found that HAART users were signiﬁcantly (3.64 times) more likely to use
condoms. Of the 179 HIV-positive women, 83 women reporting recent sexual intercourse, with 63% using condoms and 76% using contraceptive methods. Of the 179
HIV-positive women, 65% reported currently using HAART (Kaida et al., 2008). (Gray
IV) (treatment, condom use, contraception, Uganda, South Africa, Brazil)
A survey of 277 participants attending an HIV care clinic from their initiation to treatment starting in October 2004 until May 2006 in Mozambique found that following
ART, more participants used condoms for sexual intercourse. Interviewer administered
surveys were conducted at ART initiation and one year later. Of 277 participants, 48%
reported sexual activity three months prior to ART initiation, whereas over 63% reported
sexual activity one year later. After one year of ART, more participants reported sexual
activity, however, 77% were more likely to report correct and consistent condom use
compared to 33% prior to ART initiation. Following ART initiation, 77% had disclosed
their HIV-positive serostatus to their sexual partners compared to 58% prior to ART
initiation. Prior to ART initiation, only 22.6% used condoms with HIV-negative or
unknown status partners as compared to over 33.9% following ART initiation (Pearson
et al., 2008). (Gray IV) (treatment, condom use, sex behavior, disclosure, Mozambique)

Promising Strategies:
2. ARV therapy reduces (but does not eliminate) the risk of HIV transmission and may be an
additional prevention strategy.
A review of publications from 1996 to 2009 with 11 cohorts reporting on 5,021 heterosexual couples and 461 HIV transmission events found that studies of heterosexual
discordant couples observed no transmission in patients treated with ART and with
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viral load below 400 copies/ml but data were compatible with one transmission per 79
person-years. In ten studies with HIV-positive people not receiving antiretroviral therapy
with 9,998 person years of follow-up, the overall HIV transmission rate, irrespective
of viral load category and sexually transmitted diseases, the transmission rate was 5.64
per 100 person years. The largest number of serodiscordant couples was reported in
ﬁve studies from sub-Saharan Africa. “There was insufﬁcient data to allow estimation
of summary rates of transmission through sexual intercourse without condoms, or to
separate female-male and male-female transmission” (Attia et al., 2009: 1399). “This
systematic review did not identify any study from which the risk of HIV transmission
per act of unprotected sexual intercourse among persons with suppressed viremia
following ART could be quantiﬁed directly. The available studies found no episodes
of HIV transmission in discordant heterosexual couples If the HIV-infected partner
was treated with ART and had a viral load below 400 copies/ml…The comparison of
overall rates in patients on ART and not on ART nevertheless indicated that heterosexual transmission was reduced by 92%” (Attia et al., 2009: 1401). (Gray V) (treatment,
sex behavior, Sub-Saharan Africa)
“The Commission of Experts of Clinical HIV/AIDS Therapy of the Federal Ofﬁce of
Public Health of Switzerland concluded that an HIV-positive person who does not have
an STI and is on HAART, with undetectable viral load under 40 copies per ml cannot
transmit HIV sexually, as long as the person is completely adherent; viral load is undetectable for at least six months; and has no other STIs. It is estimated that in the case
of complete suppression of viral load, the risk to transmit HIV through sexual intercourse without using condoms is less than 1 in 100,000. The Commission cautioned
that this should apply only to patients who are highly motivated to be adherent, are in a
stable relationship, are regularly followed by a physician, have no STIs, are in a mutually monogamous relationship and the HIV-negative partner is counseled and agrees
to not use condoms. The HIV-negative partner must be the one to decide, since if they
do acquire HIV, the consequences are most signiﬁcant for the HIV-negative partner.
Both partners must be counseled jointly (Vernazza et al., 2008). However, ability to
detect viral load below 40 copies ml, regular physician monitoring and partner counseling as described in Switzerland in Vernazza et al., 2008 has not been described in a
developing country context. Others have argued that treatment alone is not reliable, as
women receiving antiretroviral therapy shed HIV (Cohen et al, 2009). (Gray V) (treatment, condoms, Switzerland)
Data from 3,408 heterosexual HIV serodiscordant couples from seven African countries (Botswana, Kenya, Rwanda, South Africa, Tanzania, Uganda, and Zambia) was
analyzed and found that ART use was associated with substantially lower risk for HIV
transmission. Of 103 couples, only one transmission occurred when the HIV-positive
couple had initiated treatment. Couples were followed for up to 24 months, with HIV
testing of uninfected partners every three months. None of the HIV-positive partners
who initiated treatment met national eligibility criteria for ARV treatment initiation
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(Donnell et al., 2010). (Abstract) (treatment, Botswana, Kenya, Rwanda, South Africa,
Tanzania, Uganda, Zambia)

Gaps in Programming—Reducing Transmission
1. Intensified efforts are needed to increase condom use and reduce multiple partnerships
by people who know their HIV-positive status or who are on ARV treatment, including
young people.

1. Intensiﬁed efforts are needed to increase condom use and reduce multiple partnerships by
people who know their HIV-positive status or who are on ARV treatment, including young
people. Studies found that consistent condom use between discordant couples was low
and, among those on treatment, decreased over time.
Gap noted, for example in South Africa (Almeleh, 2008); Uganda (Birungi et al.,
2009a,b,c, Kirungi et al., 2008b, Bajunirwe et al., 2008, Asiimwe et al., 2008, Bunnell
et al., 2005); Thailand (Tunthanathip et al., 2009); Ethiopia (Deribe et al., 2008); Zambia
and Rwanda (Dunkle et al., 2008); Cameroon (Dia et al., 2008); and Cameroon, Kenya,
Tanzania, Burkina Faso and Ghana (De Walque, 2007).
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Chapter 8.

Meeting the Sexual and Reproductive
Health Needs of Women Living with
HIV

Given that most HIV transmission occurs through sexual intercourse, it is critical to include a
sexual and reproductive health lens in HIV programming. The evidence and interventions in
this chapter focus on the sexual and reproductive health of
women living with HIV. However, because so many women
do not know their HIV status, many of the interventions in
“All women, including those
this chapter are appropriate for all women irrespective of
with HIV, have the right
serostatus.
‘to decide freely and responsibly
Full coverage of sexual and reproductive health (SRH)
on the number and spacing of
interventions for all women is beyond the scope of this
their children and to have access
document, however, “[r]egardless of HIV status, increasing
to the information, education
access to sexual and reproductive health services will not
and means to enable them to
only offer women more control over their reproductive lives
exercise these rights’”
and help them safely achieve their desired fertility, but will
(CEDAW, 1979 cited in Wilcher
also produce major public health beneﬁts on maternal and
and Cates, 2009: 833).
infant morbidity and mortality. Voluntary contraceptive
services, in particular, will beneﬁt the health of women and
infants in a variety of ways by delaying ﬁrst births, lengthening birth intervals, reducing the total number of children born to one women, preventing
high risk and unintended pregnancies and reducing the need for unsafe abortion” (Wilcher and
Cates, 2009: 833). In addition, sexual and reproductive health (SRH) services may provide an
important entry point for HIV prevention information and services—entry points that include
contraception and family planning clinics, antenatal care clinics, STI clinics, and programs for
adolescents (Interact Worldwide et al., 2007).
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The sexual health of women is an important component of SRH services and is often
overlooked, particularly for women living with HIV. Discussions of SRH services for women
living with HIV often revolve around controlling fertility and ignore HIV-positive women’s
needs for services that include attention to safe and healthy sexuality and a desire for children.
Because women living with HIV are more vulnerable to rights abuses, for example forced
contraception or coerced sterilization, ensuring that their sexual and reproductive health needs
are met is critical (Wilcher and Cates, 2009). [See Chapter 13: Structuring Health Services to Meet
Women’s Needs]

Fertility Planning Is Important for All Women, Regardless
of Serostatus
Women living with HIV have similar reproductive patterns as women without HIV (Stanwood
et al., 2007; Hoffman et al., 2008a; Rochat et al., 2006 cited in Reynolds et al., 2008). Some
women living with HIV want to start or continue having children and others do not. Worldwide
more than 215 million women say they would prefer to avoid a pregnancy, but are not using any
form of contraception, or they are using traditional methods, which are less effective means
of contraception (Singh et al., 2009c). Among those 215 million women are women who may
not know their HIV status.
Because many people still do not know their HIV status, and because negotiating condom
use is not always possible, expanding access to contraceptives for all women who need and want
them through rights-based, voluntary services, is an important component of HIV programming and is cost-effective (Adair, 2009; Halperin et al., 2009a). A 2008 modeling study in
the 15 PEPFAR countries estimates that the annual number of unintended HIV-positive births
currently averted by contraception use is over 220,000 (Reynolds et al., 2008). A study by the
U.S. CDC in Uganda found that unwanted pregnancies may account for almost a quarter of all
HIV-positive infants in Uganda (Hladik et al., 2008a; Hladik et al., 2009).
As for all women, a wide range of contraceptive options provided with quality counseling
is required (WHO/RHR and CCP, 2007). “For women who do not currently desire pregnancy,
the dual method approach—combining condoms for HIV/sexually transmitted disease (STD)
prevention with longer-acting, more effective contraceptives for added protection against
pregnancy—simultaneously prevents both heterosexual and perinatal HIV transmission.
Prevention of unplanned pregnancies remains a cost-effective and economically feasible way
to prevent pediatric HIV disease in most of Africa. This approach also reduces the number
of AIDS orphans….” (Mark et al., 2007: 1201). The female condom also offers an important
dual protection option for women (Welbourn, 2006). [See also Chapter 3. Prevention for Women
and Chapter 9. Safe Motherhood and Prevention of Vertical Transmission] Women living with and
without HIV report greater success in negotiating condom use if it is also presented to their
partner as contraception.
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Integrating HIV and Contraceptive Services Can Meet
the SRH Needs of Women
As women are living longer, healthier lives with HIV due to expanded access to treatment,
there is an increased need for access to contraceptive methods suitable for women on antiretroviral therapy. “In studies of women with HIV infection approximately 70% are sexually
active, effective contraceptive use is variable and unplanned pregnancy is frequently reported”
(Desgrées-Du-Loû et al., 2002; Magalhaes et al., 2002 cited in Mitchell and Stephens, 2004:
167). A recent study in seven African countries found that within four years of initiating antiretroviral therapy, one-third of the women who initiated ARV therapy experienced a pregnancy.
The treatment program did not include any contraceptive counseling or provision of contraceptives. “…[T]he design and operation of most HIV treatment services do not explicitly acknowledge the likelihood or the actual occurrence of pregnancy” (Myer et al., 2010). Integrating
SRH, including provision of contraception, with other HIV services can increase contraceptive
use and reduce unintended pregnancies (Duerr et al., 2005). Antiretroviral programs have
regular contact with women living with HIV over long periods of time and as a result are a
particularly important venue for meeting the reproductive health needs of women living with
HIV (Myer et al., 2007a). Most clients would rather access contraceptive services at the same
sites they receive HIV services (Asiimwe et al., 2005; Farrell and Rajani, 2007).
Many positive women do not receive appropriate information from providers about contraceptive options, including dual protection, and lack access to contraceptives and emergency
contraception (WHO, 2004). This applies equally to positive women who wish to avoid pregnancy and to those who discover their HIV status during pregnancy. Providers and clients
need to know that research on hormonal contraceptives has not resulted in any changes to
family planning guidelines for women living with HIV (FHI, 2008). A 2009 systematic review
of hormonal and intrauterine contraception for women living with HIV found that although
one randomized trial raised concerns about enhanced disease progression, the evidence was
“generally reassuring regarding adverse health effects, disease transmission to uninfected
partners, and disease progression” (Curtis et al., 2009). Clients should also know that while
no method of contraception other than male and female condoms has been proven to protect
against STIs including HIV, condoms are not the most effective method to prevent pregnancy
(WHO/RHR and CCP, 2007), so dual protection is warranted. More countries need guidelines
and training regarding antiretroviral treatment and contraceptive options for women of reproductive age (Stevens, 2007) and guidelines on HAART regimens for women of reproductive
age are being developed (Stevens, 2009).
ARV treatment programs should be part of a continuum of care that includes contraceptive
and other integral health services from the onset (Shelton and Peterson, 2004; Farrell, 2007).
Inclusion of contraceptive care in ARV treatment will take effort; in some cases, women living
with HIV are denied information about safer sex because it is believed that they should not
be having sex (Esplen, 2007). In fact, “sexual and reproductive health services need to provide
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[ for women living with HIV]: improved information about, and access to…unbiased, legal, safe
and conﬁdential pregnancy, childbirth, and/or abortion services... [and] better training and
awareness raising for health workers to reduce the frequency of forced abortion and forced
sterilization of HIV-positive women” (ICW, 2008: 2). Based on the human rights underpinning of HIV and AIDS programming, “HIV-positive women should not be pressured not to
have children, but should be given full information and be able to make their own informed
decision” (Paxton et al., 2004a: 15). Health services should afﬁrm a woman’s ability to make
decisions about when and whether she wants children and forbid coercion in making family
planning and reproductive health decisions (Eckman and Hersted, 2006). Women need to
be asked on a regular basis: is pregnancy desired? If the answer is yes, preconception counseling is warranted along with support for a healthy and safe pregnancy. [See Chapter 9B. Safe
Motherhood and Prevention of Vertical Transmission: Pre-Conception] If the answer is no, contraceptive options should be discussed and if an unintended pregnancy occurs, abortion, where
legal, or, if necessary, post-abortion care services should be offered by providers (Wilcher and
Cates, 2009).
Studies assessing the desire for children by women living with HIV rarely stratify results by
time of diagnosis. Understanding how reproductive health choices change for women living
with HIV is warranted. Studies have found that fertility desires of HIV-positive individuals
changes over time (Chen et al., 2001 cited in Myer et al., 2010). The desire to limit births
was higher among recently tested HIV-positive women in Zambia and Zimbabwe (Johnson
et al., 2009). Some studies have found that knowing that one is HIV-positive may increase
contraceptive use to prevent unintended pregnancies. A study of 227 women living with HIV
in Malawi found that prior to receiving their HIV test results, 33 percent reported a desire to
have future children; this declined to 15 percent one week later and remained constant for
the following year. Contraceptive use increased from 38 percent prior to HIV testing to 46
percent after 12 months. The pregnancy incidence among women who reported that they did
not want future children after HIV testing was less than half of the incidence among women
who reported they did want future children (Hoffman et al., 2008b).
A growing amount of evidence exists on integrating
sexual and reproductive health programs and services with
HIV prevention, treatment and care, but more evaluated
“My HIV status does not take
studies to demonstrate what works for women are needed
away my sexuality.”
(Wilcher and Cates, 2009; Spaulding et al., 2009). [See
—Grace Sedio,
Chapter 13. Structuring Health Services to Meet Women’s Needs]
ICW Representative from
Combining family planning information with HIV prevenBotswana, 2008
tion messages may be a good way to prevent HIV among
women but is often a missed opportunity. For example,
in Ethiopia, community health workers have visited more
than 42% of women aged 15–19 years old throughout the country with family planning information, referral and services, but not HIV prevention (Wilson-Clark, 2008). Studies have
shown that health care workers can provide counseling on sexuality, family planning, HIV/
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AIDS, and STIs, if they receive adequate training (IPPF/WHR, 2000). To date, however, in
most settings HIV and family planning services have been offered separately (Delvaux and
Nöstlinger, 2007). Given the frequency of new information on HIV and SRH, it is important
that providers receive ongoing training (Asiimwe et al., 2005; Farrell 2007).
Where HIV and contraceptive services are combined, women report greater use of both
services. An analysis of VCT clients in Ethiopia suggests that various levels of service integration may attract different types of clients, including services provided in the same facility, the
same room and by the same provider. More atypical family planning clients (younger women
and males) were likely to increase use of HIV and SRH services provided in the same room.
Facilities where counselors jointly offered HIV and family planning services and served many
repeat family planning clients were most likely to serve older, married women who still had
signiﬁcant rates of HIV. Integrating VCT with family planning and vise versa is an effective
strategy for expanding both services and reaching a wider range of clients (Bradley et al.,
2008a).

Women Living With HIV Need Screening and Treatment
for Cervical Cancer
Cervical cancer is another sexual and reproductive health issue of particular concern for
HIV-positive women. Cervical cancer is preventable and treatable (WHO, 2009c; Hale, 2009).
Women living with HIV are at a high risk for developing cervical cancer (Agaba et al., 2009;
Chaturvedi et al., 2009; and Singh et al., 2009a). Despite the fact that HIV infection increases
the risk of cervical cancer as well as a range of vaginal and cervical infections (Levine, 2002;
Cejtin, 2003 cited in Myer et al., 2007a; Franceschi and Jaffe, 2007; Banura et al., 2008),
“coverage of cervical cancer screening in developing countries is on average 19%, compared
to 63% in developed countries, and ranges from 1% in Bangladesh to 73% in Brazil (Gakidou
et al., 2008: 0863). “We are getting HAART, but we still die of cervical cancer,” noted Grace
Sedio, ICW representative in Botswana (Sedio, 2009). The impact of antiretroviral therapy on
cervical cancer is unclear (Massad et al., 2009; Massad et al., 2008; Asheber et al., 2007 cited
in Stevens, 2008; de Vuyst et al., 2008; Bernal et al., 2008), but ARV therapy improves immunity and increases lifespan, which increases likelihood of persistent HPV infection developing
into cervical cancer. What works best to detect cervical cancer in HIV-positive women in places
without sophisticated lab equipment is unclear and no test is optimal. PATH is currently testing
different screening options for cervical cancer in HIV-positive women (Jeronimo, 2010).
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Available Guidelines
A number of sexual and reproductive health guidelines are available to program managers
and policymakers. Guidance regarding which contraceptive options are best for women living
with HIV is available from WHO, 2008a: http://www.who.int/reproductivehealth/publications/family_planning/9789241563888/en/A counseling tool is also available at: http://www.
engenderhealth.org/pubs/hiv-aids-sti/srh-hiv-positive-women-girls.php. Strategic considerations on linking family planning and HIV services can be found at http://www.fhi.org/en/
RH/Pubs/booksReports/FP-HIV_Strategic_Considerations.htm. EngenderHealth also has
training guidelines for program managers and health workers to provide comprehensive SRH
care for women and girls living with HIV: http://www.engenderhealth.org/pubs/hiv-aidssti/index.php. Recent Global Fund guidelines have called for integration of the sexual and
reproductive health needs of HIV-positive women into national AIDS plans, with successful
examples of Global Fund proposals (Hardee et al. 2009a, http://www.populationaction.org/
Publications/Reports/A_Practical_Guide_to_IntegratingReproductive_Health_HIV-AIDS/
Summary.shtml).
The following represents recent evidence as to what works in meeting the sexual and reproductive health needs of women living with HIV. [See also Chapter 3D. Prevention for Women:
Treating Sexually Transmitted Infections]
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What Works—Meeting the Sexual and Reproductive Health Needs of Women Living
with HIV
1. Promoting contraceptives and family planning counseling as part of routine HIV
services (and vice versa) can increase condom use, contraceptive use, and dual
method use, thus averting unintended pregnancies among women living with HIV.
2. Hormonal contraception is safe for women living with HIV and does not seem to
affect HIV acquisition or HIV progression.
3. Women with HIV can use IUDs if they have access to medical services in case of IUD
expulsion.
4. Providing information and skills-building support to HIV-positive people can reduce
unprotected sex.
5. Interventions to support disclosure can increase condom use in discordant couples.
6. Providing antiretroviral treatment to people living with HIV can increase HIV
prevention behaviors, including condom use.
Promising Strategies:
7. Cervical cancer screening and treatment can be integrated into HIV care to reduce
morbidity and mortality in women living with HIV.
8. Promoting condom use for contraception may make condom use more acceptable
and easier to negotiate.
9. Early postpartum visits can result in increased condom use, contraceptive use, HIV
testing and treatment.

EVIDENCE
1. Promoting contraceptives and family planning counseling as part of routine HIV services
(and vice versa) may increase condom use, contraceptive use, and dual method use, thus
averting unintended pregnancies among women living with HIV. [See also Chapter 13.
Structuring Health Services to Meet Women’s Needs]
A three-armed randomized controlled trial at a VCT clinic in Lusaka, Zambia with 251
couples found a threefold higher contraceptive initiation rate where family planning
education and offer of contraceptives were available on site rather than by referral to an
outside clinic. All couples received a presentation on family planning methods and the
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advantages of dual method use, along with a free, unlimited supply of condoms. HIV
discordant and concordant couples are advised to use condoms with every act of intercourse, with this information given during initial post-test counseling and repeated
at each subsequent visit. Trained nurses help couples overcome barriers to condom
use. The control group was referred to the Lusaka Planned Parenthood Association of
Zambia for family planning methods, with all fees paid by the research project. Women
in the intervention group who desired Norplant or surgical sterilization were referred to
University Teaching Hospital, with transport and service fees paid. Self-reported condom
use was assessed. Approximately half of the couples eventually wanted to have children.
Self-reported condom use remained consistent at between 58 to 63%. Improving access
to non-barrier contraceptives among couples already using condoms for HIV prevention increased dual-method use. Within three months of the intervention, 156 out of
169 couples had initiated nonbarrier contraception if family planning was provided on
site, but only 27 out of 82 couples initiated nonbarrier contraception if they had to travel
to a different facility for contraception. The majority of couples (92%) were HIV discordant (Mark et al., 2007). (Gray II) (HIV testing, family planning, contraception, condoms,
Zambia)
A three-arm randomized control trial in South Africa with two intervention groups and
one comparison group which integrated routine discussion of HIV risk and prevention, dual method use and increased counseling and testing in family planning services
resulted in a statistically signiﬁcant improvement in dual method use from 5 to 10% at
baseline to 35 to 50% at endline. Pre-intervention data was collected through 369 client
exit interviews and 374 client provider observations in 2004; three day training took
place with 56 providers and four day training was conducted with 73 providers in 2005
and the same data collection methods were repeated in 2005. Six focus group discussions were held with clients and six focus group discussions were held with providers
(Mullick et al., 2008). (Gray II) (counseling, testing, family planning, South Africa)
A study from 1999–2004 in Haiti with GHESKIO analyzed 348 HIV-positive mothers.
Rapid HIV-testing and syphilis screening were performed on all pregnant women. After
testing, all HIV-positive, pregnant women were informed of their status, counseled
and referred to an ANC clinic. GHESKIO integrated VCT, STI screening, family planning services and tuberculosis screening and treatment into one central HIV clinic.
At 18 months, 73.9% of mothers in the study were also using family planning services
compared to 23% of women in the general population using contraceptives. “Although
our clinic staff encouraged women to bring in their partners for testing, 86% were
unable to do so due to power disparities and/or lack of interest or resistance from partners” (Deschamps et al., 2009: 26). The study also found limited participation due to
fear of abandonment, violence and partners’ reaction (Deschamps et al., 2009). (Gray
III) (family planning, treatment, Haiti)
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A pre-post study from 2004 to 2008 of serodiscordant couples in Kenya found that a
multiprong family planning intervention lead to high rates of both condom use and
contraceptive use. Among 213 serodiscordant couples in the intervention group, nonbarrier contraceptive use increased from 31.5% to 64.7% among HIV-positive women and
from 28.6% to 46.7% among HIV-negative women. At the intervention site, approximately 90% of sex acts were reported to be protected by condoms. At other Kenyan
sites which did not have the intervention, which had a total of 1,216 couples, contraceptive use changes from 15.6% to 22.3% for HIV-positive women and decreased from
13.6% to 12.7% among HIV-negative women. Pregnancy incidence among HIV-positive
women in the intervention site, which declined from 21.1 to 11 per 100 woman years
was approximately half that at other Kenyan sites during the intervention period which
increased from 16.8 to 21.9 women years. The intervention consisted of: training clinical and counseling staff on contraceptive methods with job aids to use with clients;
provision of free contraceptive methods; appointment cards; ongoing training for staff;
ongoing contraceptive supplies; discussions with couples on contraceptives; involving
male partners in discussions on contraception; and discussions of unintended pregnancies (Ngure et al., 2009).1 (Gray III) (family planning, contraception, Kenya)
A study in Uganda in 2005 found that clients expressed a desire for a wider range of
services at HIV/AIDS centers. They also noted that FP services are only offered when
requested by the client or as a result of a provider’s assessment of client needs. The
limited range of available family planning options and stockouts increases vulnerability
to unintended pregnancies. Furthermore, reliance on the provider’s assessment or
the client’s initiative to demand family planning services may be unproductive when
the provider fails to make the correct assessment of the family planning needs or the
client does not feel comfortable initiating a discussion about family planning needs to
a provider whose preferred option for the client is abstinence (Asiimwe et al., 2005).
(Gray III) (contraception, family planning, treatment, Uganda)
A cross sectional survey of 484 women who were HIV-positive and attending an HIV
clinic in Uganda, 45% of whom were receiving HAART, found that women receiving
HAART were more than twice as likely to use contraceptive methods and more than
three times as likely to use barrier contraceptive methods than were women not
receiving HAART. Of those 184 women who were sexually active and receiving HAART,
84% used barrier contraceptive methods, primarily the male condom. Almost 30%
used hormonal contraceptive methods, with injections as the most common hormonal
methods and 5% were sterilized. Women on HAART reported a high degree of dual

1

Whether this study was coercive is an issue of concern. The authors state: “Finally, our clinical trial protocol required discontinuation of the study drug for HIV-1-seropositive women who became pregnant, which may have
been an incentive for study staff to focus family planning messages more strongly towards HIV-1-seropositive
women.” (Ngure et al., 2009: S94).
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contraception: 57% used hormonal contraceptive methods and barrier contraceptive
methods. Among sexually active women, contraceptive use was 85%, a much higher
contraceptive prevalence rate than in the general female population (23%). Clinic visits
for those on HAART is monthly and for those HIV-positive patients not on HAART,
every three months. Median HAART use was 15 months (Andia et al., 2009). (Gray IV)
(HAART, contraception, Uganda)
A 2007 study with 493 HIV-positive women in Uganda found that easy access to
family planning services was signiﬁcantly associated with contraceptive use among
HIV-positive women accessing HAART services (Ssewankambo et al., 2009). (Gray V)
(family planning, HAART, Uganda)
A review of family planning records from 2005 until 2007 of 600 HIV-negative women
and 150 HIV-positive women in Malawi found that providing on-site family planning
services to women participating in HIV-related research studies was well accepted with
high uptake: At the initial visit 79% chose Depo-Provera; 17% chose contraceptive pills,
3% chose Norplant and 1% used condom use only. In follow-up visits, 3% were referred
for sterilization and less than 5% changed their initial contraceptive method (Kachipapa
et al., 2008). (Gray V) (family planning, contraception, Malawi)
A study in 2005 of 227 women attending a hospital based antiretroviral program in
South Africa found that one-third reported the combined use of a condom and a nonbarrier contraceptive at last sexual intercourse. Women initiating ART are also counseled
on effective contraception, provided through referral to a nearby primary care clinic.
Of 227 women, 86% discussed condom use with their providers and 89% discussed
contraceptive use However, less than 10% knew of the existence of emergency contraception and only 13% knew that abortion is a legal and free public health service (Myer
et al., 2007a). (Gray V) (condom use, contraception, South Africa)
2. Hormonal contraception is safe for HIV-positive women and does not seem to affect HIV
acquisition or HIV progression.
A systematic review of evidence from 26 studies on the safety of hormonal and intrauterine methods of contraception for women with HIV/AIDS found that hormonal and
intrauterine methods of contraception was generally well tolerated by women with HIV.
Eight observational studies reported no increased risk of HIV disease progression with
hormonal or intrauterine contraceptive use, whereas one randomized controlled trial
found increased risks of declining CD4 cell count and death for hormonal contraceptive
users compared with intrauterine device users. Women with HIV who used hormonal
contraception had increased risk of acquiring STIs compared to women not using
hormonal contraception, similar to the risk reported among HIV-negative women. One
study found no association between hormonal or intrauterine contraceptive use and
increased risk of HIV transmission to uninfected partners, whereas ﬁndings from nine
studies examining contraceptive use and viral shedding from the genital tract (a proxy
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for infectivity) were inconsistent (Curtis et al., 2009). (Gray III) (contraception, family
planning)
A multi-country cohort analysis comparing the incidence of HIV disease progression
among anti-retroviral therapy-naïve women with and without exposure to hormonal
contraception at 13 sites in Africa and Asia found no association between hormonal
contraceptive use and HIV disease progression. Between August 2002 and December
2007, the MTCT-Plus programs enrolled 7846 women. 4109 (52%) women met the
eligibility criteria for this analysis and contributed 5911 person-years of follow-up. At
baseline, 3064 (75%) women reported using either no contraception or a nonhormonal
method, whereas 823 (20%) reported using implants/injectables and 222 (5%) reported
using oral contraceptive pills. The disease progression outcome was met by 944 (29%)
women. Neither implants/injectables nor oral contraceptive pills were associated with
disease progression (Stringer et al., 2009). (Gray III) (contraception, family planning,
PMTCT)
A study of 4,200 HIV-negative women in South Africa ages 35 to 49 years of age found
that during 5,010 person years of follow-up, 111 women acquired HIV. Of the 4,200
women, 21% used hormonal contraception, of which 14% used DMPA and 5% norethindrone enanthate. After adjusting for sexual risk behaviors and STIs, the incidence
of HIV was similar among women using combined oral contraceptives, DMPA and
norethindrone enanthate compared to women not using any hormonal contraceptives.
“The conﬂicting evidence regarding the potential role of hormonal contraception in
increasing women’s risk of HIV infection would appear to demand further epidemiological investigation. However, any true association is likely to be small…In the case
of hormonal contraception and HIV infection, it is unclear whether more deﬁnitive
evidence is likely to emerge from observational epidemiological studies…” (Myer et al.,
2007b: 173.). (Gray III) (contraception, DMPA, South Africa)
A study with 13 years of follow-up in Uganda which assessed the association between
hormonal contraceptive use on time from HIV seroconversion to death from 1994 to
2006 with 625 women found that hormonal contraception was not associated with an
increased risk of death in HIV-positive women and “thus does not support the concern
that hormonal contraception accelerates time-to-death among HIV-infected women”
(Polis et al., 2009). (Gray III) (contraception, Uganda)
An observational prospective cohort study of 498 HIV-positive women in Kenya and
Zimbabwe with CD4 counts equal to or greater than 500 who used a contraceptive
method of their choice and were followed up every six months for four years was not
associated with HIV disease progression. Of the 363 women who used their contraceptive method consistently for a mean of two years, 135 (37%) used DMPA; 85 (23%) used
oral contraceptives and 143 (39%) used non-hormonal methods. DMPA users and oral
contraceptive users had a similar change in CD4 count in comparison to women using
non-hormonal contraception methods; change in HIV viral load was not signiﬁcantly
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different; and progression to WHO clinic stage III or IV was also similar (Mwachari et
al., 2008). (Gray III) (contraception, Kenya, Zimbabwe)
Information on HIV status correlated with DMPA use among women ages 15 to 24
years of age for 874 women in Kenya, 867 women in Lesotho, 931 women in Malawi
and 1,877 women in Zimbabwe found that users of DMPA had consistently higher HIV
seroprevalence, with differences from nonusers signiﬁcant for Lesotho and Zimbabwe
and highly signiﬁcant for the merged data set. However, “even if women shifted from
DMPA to the pill, the net effect on HIV prevalence would be small and unlikely to
change the course of the HIV epidemic” (Leclerc et al., 2008: 375). (Gray III) (DMPA,
Kenya, Lesotho, Malawi)
A study in the United States with 70 women, with 16 women who were not on HAART,
who were followed for 12 weeks, found no signiﬁcant changes in CD4 counts of HIV
RNA levels occurred with DMPA use. No evidence of ovulation was detected and no
pregnancies occurred. “Data suggest that DMPA can be used safely by HIV-positive
women on the ARV studied [nucleoside; nelﬁnavir; efavirenz; nevirapine] (Watts et al.,
2008: 85). (Gray III) (DMPA, contraception, HAART, treatment, United States)
Based on results of ﬁve studies (Kapiga et al., 1998; Kiddugavu et al., 2003; Morrison et al.,
2007; Myer et al., 2007b and Beaten et al., 2007 cited in Heikinheimo and Lahttenmaki et
al., 2009), the use of oral contraceptives may be associated with an increased risk of HIV
acquisition among sex workers; however, among other women, no increased risk of HIV
was observed during use of oral contraceptives (Leclerc et al., 2008 cited in Heikinheimo
and Lahteenmaki et al., 2009). (Gray IV) (contraception, sex workers)
“Among women from the general population, combined oral contraceptives and DMPA
use does not appear to signiﬁcantly increase HIV acquisition risk; evidence from studies
conducted among high risk groups of women is more mixed… Additional research is
urgently needed….” The assessment was based on a review of 13 prospective studies
(Morrison, 2009). (Gray IV) (contraception, DMPA)
A review of peer-reviewed literature for prospective studies published between 1996
and August 2008 found that data suggest that neither oral contraceptives nor DMPA
increase HIV risk among women in the general population. Data are equivocal for sex
workers. Data suggested no increased risk among copper IUD users. Women’s contraceptive preferences would make randomized controlled trials unethical. “Care should
be taken…to avoid inducing unwarranted concern about risks associated with contraceptive use” (Morrison et al., 2009: 280). (Gray V) (contraception, sex workers)
Use of injectable contraception may increase risk of HIV acquisition for sex workers
but not for other women (Ungchusak et al., 1996; Baeten et al., 2007; Kapinga et al.,
1998; Kiddugavu et al., 2003; Morrison et al., 2007; Beaten et al., 2007; Kleinschimdt
et al., 2007 cited in Heikinheimo and Lahteenmaki, 2008). (Gray V) (contraception, sex
workers)
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An open label pharmacokinetic study of drug interactions among 54 HIV-positive women
treated with DMPA in the USA while on different antiretroviral therapies—nelﬁnavir,
efavirenz or nevirapine—found that suppression of ovulation was maintained, contraception was effective and there were no signiﬁcant changes in median CD4 cell count
at week 12 compared to baseline. DMPA, also known as Depo-Provera, is one the more
frequently used contraceptive methods globally and is often used by women living with
HIV (Cohn et al., 2007). (Gray V) (DMPA, contraception, USA)
“Biological and epidemiological studies suggest that hormonal contraceptive use could
inﬂuence susceptibility to HIV-1, as well as infectivity and disease progression for those
who become infected. However, not all studies have shown this relationship and many
questions remain” (Baeten et al., 2007: 360). (Gray V) (contraception)
3. Women with HIV can use IUDs if they have access to medical services in case of IUD
expulsion.
A randomized trial of 599 HIV-positive women to receive either IUD or hormonal
contraception in Zambia (no year given) found that women who received hormonal
contraception were more likely to experience a CD4 count decline to less than 200
cells/UL than were women who received the IUD. Over 642 woman-years of follow-up,
one woman who received the IUD experienced Pelvic Inﬂammatory Disease (PID). Ten
women expelled their IUDs; of these four were partial expulsions that required medical
attention and six were complete expulsions. Only one woman who had experienced
expulsion elected to have the IUD reinserted. Overall 184 patients (31%) discontinued
their originally allocated form of contraception over a 24-month follow-up. Women
assigned to hormonal contraception were more likely to become pregnant than were
women who were assigned to the IUD (4.09 pregnancies per 100 women years vs.
.38 pregnancies per 100 woman years). No cases of PID occurred among participants
who received hormonal contraception. Women who received hormonal contraception
were less likely to discontinue than were women who received the IUD (Stringer et al.,
2007). (Gray II) (contraception, Zambia)
A review performed by an independent expert group using 1,000 references related to
IUDs found that: there are no known drug interactions between IUDs and HAART;
there appears to be no effect of IUDs on HIV-1 viral shedding; there appears to be no
increase in overall complications or infections with IUDs; and there is no increase risk
of transmission to HIV-negative partners by HIV-positive IUD users (Castano, 2007
cited in Martinez and Lopez-Arregui, 2009). (Gray III) (contraception, HAART)
4. Providing information and skills-building support to HIV-positive people can reduce
unprotected sex.
A meta-analytic review based on electronic databases from 1988 to 2004, with twelve
trials in the USA that used randomization, statistical analysis and assessment of
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HIV-related behavioral or biologic outcomes at least three months after the intervention
found that interventions for people living with HIV are effective in reducing unprotected sex and acquisition of sexually transmitted diseases. Only one study was with
HIV-positive women only. All the interventions provided information with nine interventions providing skill building through live demonstrations, role plays or practice,
such as correct use of condoms, coping or interpersonal skills such as communication about safer sex or disclosing serostatus. Interventions were delivered by health
care providers, counselors or trained HIV-positive peers. Effective interventions were
delivered on a one-to-one basis by providers or counselors with at least ten intervention
sessions for at least three months. Reduced rates of unprotected sex were reported at 12
months post-interventions. No studies which met the meta-analytic criteria were found
for developing country contexts. “Although it is unclear the extent to which our metaanalytic ﬁndings (based on the experience in the US) can be generalized to resourcepoor settings and other populations, the lessons learned may provide insights… As
antiretroviral therapy programmes are expanded worldwide, effective prevention strategies should be integrated within routine medical care and services provided for PLWH”
(Crepaz et al., 2006: 154). (Gray I) (STIs, condom use, education, sex behavior, United
States)
A meta-analysis of 14 articles with 3,234 people (the majority in the USA) found that
sexual risk reduction strategies that included HIV-positive participants; used a randomized controlled design; and measured condom use reduced sexual risk by increasing
condom use especially if interventions included skills-building and motivated participants. “Perhaps the most surprising ﬁnding of this work is that more than two decades
into the epidemic, there have been so few intervention randomized controlled trials
that focus on people living with HIV” (Johnson et al., 2006: 28). (Gray I) (sex behavior,
condom use, education, United States)
An intervention of four focus group sessions for 180 women in Zambia with skills
training on HIV prevention and transmission, communication, conﬂict resolution and
sexual negotiation resulted in female participants reporting increased condom use,
with 94% of the women reporting using condoms all of the time. Sexual risk behavior
was assessed at the start of the project and after 12 months. (Jones et al., 2005). (Gray V)
(education, sex behavior, condom use, Zambia)
A review of published research in the United States from 1998 to 2008 of “prevention for positives” found a few studies with interventions that increased condom use
between HIV-positive people and their sexual partners. In one study, providers were
trained to deliver a standardized intervention resulting in a signiﬁcant decline in unprotected anal or vaginal intercourse from 42% to 23% at 12-month follow-up among 767
patients at HIV clinics (Gardner et al., 2008 cited in Gilliam and Straub, 2009). In
another study, 15 ninety-minute individually delivered intervention sessions resulted in
a signiﬁcant 36% reduction in the number of unprotected sex acts among 794 patients,
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68% male, 52% Black (Healthy Living Project Team, 2007 cited in Gilliam and Straub,
2009). Another randomized controlled study with 233 men and 99 women, 48% high
school graduates provided ﬁve group sessions, gender and sexual orientation speciﬁc on
disclosure and reduction in transmission risk behaviors resulted in signiﬁcant reductions in unprotected vaginal and anal intercourse in the previous three months at six
month follow-up (Kalichman et al., 2005 cited in Gilliam and Straub, 2009). Another
study found signiﬁcant reductions in unsafe sex in 214 participants through emphasizing the negative consequences of unsafe sex for the HIV-positive person, such as “if
you don’t use clean syringes, you could get hepatitis” (Richardson et al., 2004 cited in
Gillaim and Straub, 2009). A study with HIV-positive women who received four fourhour interactive group sessions and a social network intervention, compared to a health
promotion intervention had signiﬁcantly lower self-reported vaginal intercourse at
12-month follow-up (Wingood et al., 2004 cited in Gilliam and Straub, 2009). Increased
frequency of counseling about safe sex in several studies was correlated with having
speciﬁc written procedures. Addressing provider attitudes and providing training to
providers is also critical (Gilliam and Straub, 2009). (Gray V) (sexual partners, disclosure,
condom use, providers, United States)
5. Interventions to support disclosure can increase condom use in discordant couples. [See
also Chapter 6. HIV Testing and Counseling for Women]
A 2003 study in South Africa interviewed 215 HIV-positive individuals (192 women)
and found that HIV status disclosure lead to safer sexual behavior and greater social
support. After disclosure 82% asked their partners to get tested, 81% decided to be
monogamous, 64% used condoms every time, 56% reduced their number of sexual
partners and 20% abstained from sex. One-third of HIV-positive individuals did not
disclose their status to their sexual partner. Families provided 25% and doctors provided
20% of social support. The study measured social support by the patients’ perception as
increased, maintained or decreased depending on to whom they disclosed (Wong et al.,
2009). (Gray IV) (disclosure, support programs, sex behavior, sexual partners, South Africa)
A study by TASO in Uganda found that support that resulted in sero-disclosure resulted
in increased condom use. A total of 3,219 counseling records of sexually active clients,
65% female, accessing care in 2007 were analyzed using Epi Info. 3,129 or 40% of
sexually active clients disclosed their HIV-positive serostatus to their sexual partners.
Of these, 1,173 or 90.8% reported consistent condom use. Of those who disclosed
their serostatus, 5% did not use condoms as compared to 19.3% of clients who had not
disclosed their HIV-positive serostatus (Kadando et al., 2008). (Gray V) (sex behavior,
disclosure, condom use, Uganda)
394 participants recruited through the Caribbean regional network of people living with
HIV/AIDS (CRN+) found that 54% of respondents reported that they did not use a
condom at last sex, with no difference by sex. Bivariate analysis showed that condom
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use was positively associated with disclosure of HIV-positive serostatus and partner
being HIV-negative, as well as being married (Allen et al., 2008). (Gray V) (condom use,
Caribbean)
6. Providing antiretroviral treatment to people living with HIV can increase HIV prevention
behaviors, including condom use. [See Chapter 7C. Treatment: Reducing Transmission]

Promising Strategies:
7. Cervical cancer screening and treatment can be integrated into HIV care to reduce morbidity
and mortality in women living with HIV.
A program for cervical cancer for both HIV-positive and negative women in Lusaka,
Zambia has screened over 20,000 women in 15 primary care clinics and has linked
cervical cancer prevention services with HIV care and treatment services. Due to lack of
resources to establish a patient recall system, emphasis was on high population coverage
rather than frequency of exams. Cervical cancer using visual inspection with acetic acid
(VIA) provided on-the-spot results, which was then linked with same visit cryotherapy.
Community randomized trials have documented the safety, acceptability and effectiveness of single visit “see and treat” methodology based on VIA and same visit cryotherapy of eligible lesions (Sankaranarayan et al., 2007; Goldie et al., 2005; Denny et al.,
2005 cited in Mwanahamuntu et al., 2008). Peer educators as health promotion advocates and patient navigators reduced loss to follow-up. Community women were trained
on conducting community-based cervical health promotion talk. Women who wanted
more information were directed to the cervical cancer prevention clinics. Women who
attended cervical cancer prevention clinics who had not been tested for HIV were counseled on HPV and HIV testing. HIV-positive women were escorted to nearby HIV
care treatment clinics for further evaluation. To minimize stigma, screening clinics
were co-located in government-operated public health clinics near to but not directly
within the HIV clinic (Mwanahamuntu et al., 2008). (Gray V) (cervical cancer, treatment,
Zambia)
A 2007 overview states that cervical cancer screening of HIV-positive women in lowresource countries could be integrated with ARV treatments, which have established
the regular observation, infrastructure and services to support cervical cancer screenings. The overview explains that a new, rapid HPV test is underway and may be the best
option considering the difﬁculties associated with Pap smears, visual inspection and
HPV tests in low-resource countries. Pap smears require high standards of implementation, which work in high-resource countries, but may be deﬁcient in low-resource
settings. Visual inspection relies heavily upon the training of the health provider, though
it is a low-cost option giving immediate results (Franceschi and Jaffe, 2007). (Gray V)
(cervical cancer, treatment, Pap smears)
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8. Promoting condom use for contraception may make condom use more acceptable and
easier to negotiate. [See Chapter 3A. Prevention for Women: Male and Female Condom Use]
9. Early postpartum visits can result in increased condom use, contraceptive use, HIV testing
and treatment. [See Chapter 9E. Safe Motherhood and Prevention of Vertical Transmission:
Postpartum]

Gaps in Programming—Meeting the Sexual and Reproductive Health Needs of Women
Living with HIV
1. Additional efforts are needed to provide information on contraceptive method use to
women living with HIV (or whose serostatus is unknown) who do not desire to have
a child or wish to space the next pregnancy.
2. Programs must adhere to the longstanding international agreement to voluntarism,
informed consent, and ensuring the right of individuals and couples to decide freely
and responsibly the number and spacing of their children.
3. Providers need training on contraception, including non-directive counseling and
reducing stigma and discrimination for women living with HIV.
4. Interventions to increase dual protection and dual method use are needed.
5. Women living with HIV need information and access to services for emergency
contraception; safe abortion, where legal; and post-abortion care (PAC) services
where abortion is illegal. Research is also needed on the safest methods of abortion
for HIV-positive women.
6. Efforts are needed to address barriers to ensure that women living with HIV can
access and use contraceptives without the knowledge of their partner, if desired.
7. Potential drug interaction between contraceptive options and treatment for TB and
HIV co-infection must be considered.
8. Efforts are needed to capitalize on opportunities to integrate family planning and HIV
services.
9. Policy guidelines need to specify how family planning should be addressed in HIV
prevention, treatment and care.
10. Additional efforts are needed to reduce the structural barriers, such as gender norms,
that influence the behavior or decisions of people living with HIV to engage in unsafe
sex.
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Gaps in Programming—Meeting the Sexual and Reproductive Health Needs of Women
Living With HIV (continued)
11. Providers need additional skills and resources to provide non-judgmental, confidential
safer sex counseling to people living with HIV.
12. Further interventions providing disclosure support are needed, particularly for women
facing abandonment, violence, or other adverse events.
13. Interventions providing information on sero-sorting as a preventive strategy are
needed.
14. Further interventions are needed to ensure that women, especially women living with
HIV, are screened and treated for cervical cancer.
15. Screening and treating HIV-positive women and their partners for STIs may reduce
HIV transmission and will improve health.
16. Adolescents who acquired HIV through perinatal transmission need information and
treatment services through adolescent-friendly HIV and family planning services.

1. Additional efforts are needed to provide information on contraceptive method use to women
living with HIV (or whose serostatus is unknown) who do not desire to have a child or wish
to space the next pregnancy. Studies found that many women had signiﬁcant numbers of
unintended pregnancies.
Gap noted, for example, in South Africa (Cooper et al., 2009, Laher et al., 2008; Laher
et al., 2009a, Rochat et al., 2008); Uganda (Homsy et al, 2009, Heys et al., 2009,
Nakayiwa et al., 2009, Bunnell et al., 2008, Bajunirwe et al., 2008); Kenya (Okundi,
2009, Imbuki et al., 2009,); Kenya and Malawi (Anand et al., 2009); Argentina (Gogna
et al., 2009); India (Suryavanashi et al., 2009); Benin (Gougounon et al., 2008);
Botswana (ICW, 2006); Côte d’Ivoire (Desgrées-Du-Loû et al., 2002 cited in de Bruyn,
2003); general (Hoffman et al., 2008; Rochat et al., 2006 cited in Reynolds et al., 2008).
2. Programs must adhere to the longstanding international agreement to voluntarism,
informed consent, and ensuring the right of individuals and couples to decide freely and
responsibly the number and spacing of their children. Studies found that women living
with HIV had been sterilized against their will, were pressured by providers to terminate a
pregnancy, or were stigmatized for becoming pregnant.
Gap noted, for example, in Namibia (ICW, 2009); Brazil (Oliveira et al., 2007, Nobrega
et al., 2007 cited in Oliveira et al., 2007, Knauth et al., 2003); India (Batura et al., 2008);
Chile (Araya, 2008); Mexico (Kendall and Perez-Vasquez, 2008); Ukraine (Yaremenko
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et al., 2004); Argentina, Mexico, Peru, Poland, Botswana, Kenya, Lesotho, Namibia,
Nigeria, South Africa and Swaziland (de Bruyn, 2006a).
3. Providers need training on contraception, including non-directive counseling and reducing
stigma and discrimination for women living with HIV. Studies found that HIV-positive
women were required to wait in separate waiting rooms and that because provider bias
limited contraceptive options, providers needed additional training on the full range of
contraceptive options.
Gap noted, for example, in Namibia (ICW, 2009); Brazil (Malta et al., 2009); India
(Batura et al., 2008); South Africa (Hatzell et al., 2008); Argentina (Gogna et al., 2008);
Argentina, Mexico, Poland, Kenya, Lesotho, South Africa and Swaziland (de Bruyn, 2004
cited in Delvaux and Nöstlinger, 2007); Zambia (Mark et al, 2007); Uganda (Asiimwe et
al., 2005); general (Richey and Shelton, 2007).
4. Interventions to increase dual protection and dual method use are needed. Studies found
that couples are reluctant to use dual protection because it may symbolize distrust of a
partner, particularly among adolescents.
Gap noted, for example, Ghana (Goparaju et al., 2003); general (Spieler, 2001 cited in
Goparaju et al., 2003, Delvaux and Nöstlinger, 2007).
5. Women living with HIV need information and access to services for emergency contraception; safe abortion, where legal; and post-abortion care (PAC) services where abortion is
illegal. Research is also needed on the safest methods of abortion for HIV-positive women.
Studies found that women did not have adequate knowledge of emergency contraception,
nor access to services for post-abortion care or abortion, where legal. Abortion services are
safe for HIV-positive women when performed by qualiﬁed professionals in sanitary conditions. However, unsafe abortion carries additional risks for HIV-positive women.
Gap noted, for example, in India (Sellers et al., 2008); Argentina, Mexico, Peru, Poland,
Botswana, Kenya, Lesotho, Namibia, Nigeria, South Africa and Swaziland (de Bruyn,
2006a); global literature review (de Bruyn, 2003); general (Delvaux and Nöstlinger,
2007); globally (Guttmacher Institute, 2006 cited in Esplen, 2007).
6. Efforts are needed to address barriers to ensure that women living with HIV can access
and use contraceptives without the knowledge of their partner, if desired. Studies found
that women would not always tell their partner about contraception use for a number of
reasons, including the desire to avoid pregnancy.
Gap noted, for example, in South Africa (Moodley et al., 2008b).
7. Potential drug interaction between contraceptive options and treatment for TB and HIV
co-infection must be considered. Articles noted a lack of data on potential interactions.
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Interactions between ARVs and oral contraceptives may alter the effectiveness or side
effects of oral contraceptives.
Gap noted, for example, in Delvaux and Nöstlinger, 2007; Stuart, 2009: 412; Anderson
et al, 2005; Chu et al., 2005; Aweeka et al., 2006 cited in Stuart, 2009.
8. Efforts are needed to capitalize on opportunities to integrate family planning and HIV
services. Studies found that both men and women wanted greater integration of services.
Gap noted, for example, in Ethiopia (Wilson-Clark, 2008); South Africa (Mantell et al.,
2008b); Mexico (Gonzalez, 2008).
9. Policy guidelines need to specify how contraception should be addressed in HIV prevention, treatment and care. Studies found that many guidelines did not explicitly address
family planning in VCT and PMTCT guidelines and that providers and policymakers felt
they had insufﬁcient knowledge.
Gap noted, for example, in South Africa (Harries et al., 2007); 16 high-HIV prevalence
countries (Strachan et al., 2004).
10. Additional efforts are needed to reduce the contextual barriers that inﬂuence the behavior
or decisions of people living with HIV to engage in unsafe sex. Studies found that factors
such as difﬁculties negotiating condoms, partner refusal, high unemployment, alcohol
use, ﬁnancial dependency, expectations of childbearing, fear of disclosure, etc., inﬂuenced
protective behavior.
Gap noted, for example, in South Africa (MacDonald et al., 2008, Eisele et al., 2008);
Uganda (King et al., 2009; Bakeera-Kitaka et al., 2008); Cameroon (Abega et al., 2008).
11. Providers need additional skills and resources to provide non-judgmental, conﬁdential safer
sex counseling to people living with HIV. [See also Chapter 13. Structuring Health Services
to Meet Women’s Needs] Studies found that providers faced barriers in providing effective
counseling including too few staff, limited time, discomfort discussing sex, etc.
Gap noted, for example, in South Africa (Cornman et al., 2008); Russian Federation
(Davidson et al., 2008).
12. Further interventions providing disclosure support are needed, particularly for women
facing abandonment, violence, or other adverse events. [See also Chapter 9C-1. Safe
Motherhood and Prevention of Vertical Transmission: Testing and Counseling, Chapter 6. HIV
Testing and Counseling for Women and Chapter 11F. Strengthening the Enabling Environment:
Reducing Stigma and Discrimination] Studies found many women faced abuse and abandonment upon disclosing their status.
Gap noted, for example, in Malawi (Chinkonde et al., 2009); South Africa, Malawi,
Swaziland, Lesotho and Tanzania (Greeff et al., 2008).
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13. Interventions providing information on sero-sorting as a preventive strategy are needed.
Studies found that sero-sorting emerged as a strategy to reduce transmission risk.
Gap noted, for example, in Uganda (Seely et al., 2008).
14. Further interventions are needed to ensure that women, especially women living with HIV,
are screened and treated for cervical cancer. Studies found that women were not aware of
and/or did not receive regular screening and treatment of cervical cancer, despite higher
risk of developing cervical cancer.
Gap noted, for example, in Bahamas (Dames et al., 2009); Nigeria (Dim et al., 2009);
South Africa (Wake et al., 2009, Denny et al., 2008, Myer et al., 2007a, Gaym et al.,
2007); United States (Massad et al., 2008); Kenya (Yamada et al., 2008); Uganda
(Safaeian et al., 2008); Tanzania (Kahesa et al., 2008); France (Heard et al., 2006);
general (Goldie et al., 1999).
15. Screening and treating HIV-positive women and their partners for STIs may reduce HIV
transmission and will improve health. [See Chapter 3D. Prevention for Women: Treating
Sexually Transmitted Infections]
16. Adolescents who acquired HIV through perinatal transmission need information and treatment services through adolescent-friendly HIV and family planning services. [See Chapter
5B. Prevention for Young People: Increasing Access to Services]

W H AT W O R K S F O R W O M E N A N D G I R L S

203

Chapter 9.

Safe Motherhood and Prevention
of Vertical Transmission

A. Preventing Unintended Pregnancies
B. Pre-Conception
C. Antenatal Care:
1. Testing and Counseling
2. Treatment
D. Delivery
E. Postpartum

Two vital components of AIDS programming for women living with HIV are ensuring safe
motherhood through access to health care during pregnancy and childbirth and ensuring access
to services to prevent vertical HIV transmission. In 2008, an estimated 1.4 million pregnant
women living with HIV in low- and middle-income countries gave birth. Sub-Saharan Africa
accounted for 91% of all pregnant women living with HIV
(UNAIDS, 2009d). Globally, of the 136 million women who
gave birth each year between 2005–2010, an estimated 60
“PMTCT is too much about the
million women delivered at home each year without access
baby and not enough about the
to skilled attendants (Berer, 2004) and may not have access
mother.”
to prevention of mother-to-child transmission (PMTCT)
—Woman in a PMTCT program,
services. “….Signiﬁcant increases in PMTCT coverage
Malawi (Bwirire et al., 2008: 1997)
among those at risk can only be achieved by substantially
increasing uptake of general ANC and delivery services….
PMTCT programmes need to be strengthened by investing more generally in maternal health
services…” (Kasenga et al., 2009: 1). For example, less than 70% of women in the Middle
East and North Africa region have at least one antenatal checkup, hindering PMTCT efforts
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(Remien et al., 2009). In Cambodia, 78% of births occur at home or outside medical facilities
in which PMTCT services are available (ITPC, 2009). Programs to prevent vertical transmission, often referred to as prevention of mother-to-child transmission (PMTCT) programs, have
historically focused on infant outcomes, rather than both the mother and infant.1 Improving
health systems and providing evidence-based interventions to ensure safe motherhood is critical for all women, and especially so for women living with HIV.

Vertical Transmission Can Occur at Multiple Points
Vertical HIV transmission can occur in utero, during delivery and during breastfeeding. These
are all points for reducing the probability of transmission while also serving as critical points
for addressing women’s health needs. Recent estimates of maternal mortality for 181 countries
from 1980 to 2008 found that of the 342,900 estimated maternal deaths worldwide in 2008,
61,400 were attributed to HIV (Hogan et al., 2010).
While it is impossible for an HIV-negative woman to give birth to an HIV-positive infant,
it is possible for a woman to seroconvert during her pregnancy; starting her pregnancy as
HIV-negative and becoming HIV-positive through sexual transmission from a sexual partner,
unscreened blood transfusions, injecting drug use or rape during the course of pregnancy. In
some societies, men are encouraged to have multiple partners while their wife/partner is pregnant or breastfeeding which can lead to women seroconverting (Ghanotakis, 2010). Studies also
show that signiﬁcant proportions of women who are pregnant suffer from violence (Dunkle et
al., 2004; Guo et al., 2004 cited in Tang et al., 2008; Cripe et al., 2008; Ellsberg, 2006). [See
also Chapter 11B. Strengthening the Enabling Environment: Addressing Violence Against Women]
Perinatal transmission is usually considered the time between 20 weeks of gestation and 28
days following birth. However, breastfeeding, when transmission can continue to occur, may
be a period of months and even two or three years following birth. A woman can acquire HIV
before or after the birth of her child and vertical transmission of HIV is still possible as long
as breastfeeding continues. If a woman is HIV-positive and breastfeeds, because safe drinking
water and replacement feeding are not available to her, or to avoid HIV stigma, her infant born
HIV-negative can become HIV-positive.

The Four Pillars of PMTCT
Prevention of vertical transmission has been categorized into four pillars, each of which contributes to preventing HIV acquisition and transmission (Glion Call to Action, 2004; UNAIDS,
2006; UNICEF, 2008).
1

206

In fact, PMTCT, itself, is “a name that implies that mothers are the source of the virus, rather than the latest in
a long chain of transmission” (Lewis and Donovan, 2009: iv). This document primarily uses the term vertical
transmission.
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Pillar 1: Preventing Primary HIV Infection in Women
Primary prevention of HIV among adults remains critical to any efforts to reduce vertical
transmission. Women who remain HIV-negative cannot transmit HIV to their infants. Further,
“children whose mothers have died, regardless of the mother’s HIV status, are less likely to
survive to their ﬁfth birthday than are children of HIV-infected women who are still alive” (Zaba
et al., 2005 cited in Heymann et al., 2007a). The programming in Chapter 3. Prevention for
Women, Chapter 4. Prevention for Key Affected Populations, Chapter 5. Prevention for Young People
and Chapter 11. Strengthening the Enabling Environment address this ﬁrst prong of preventing
primary HIV infection in women.

Pillar 2: Preventing Unintended Pregnancy Among Women Living with HIV
Preventing unintended pregnancies can have a signiﬁcant impact on reducing perinatal transmission of HIV and is a fundamental right for women. Once fully informed of her options, a
woman can decide about her reproductive choices and make an informed decision about her
fertility. The beneﬁts of family planning include preventing unintended pregnancies; reducing
maternal and infant deaths; and greater educational and economic opportunities for women
(Halperin et al., 2009a). A 2006 modeling study found that for the same cost as treatment with
antiretroviral drugs to prevent perinatal transmission, contraceptive use can avert nearly 30
percent more unintended HIV-positive births (Reynolds et al., 2006a). It is estimated that 22
percent of unintended HIV-positive births are already being prevented through current levels
of contraceptive use in sub-Saharan Africa (Reynolds et al., 2006a). “One of the neglected areas
in PMTCT globally has been the issue of fertility desires and fertility planning for HIV-positive
women and their partners” (McIntyre and Lallemont, 2008b: 137). Interventions related to this
pillar are included in this chapter as well as in Chapter 8. Meeting the Sexual and Reproductive
Health Needs of Women Living With HIV.

Pillar 3: Preventing Vertical Transmission of HIV During Pregnancy, Delivery and
Postpartum
Well-functioning maternal health programs are essential for all women, but particularly
for pregnant women living with HIV. Access to preconception care, HIV testing and counseling that guarantees conﬁdentiality, HIV treatment options, and evidence-based options in
delivery and for postpartum care are critical to meeting the needs of women living with HIV
and preventing perinatal transmission. Interventions related to this pillar are included in this
chapter.

Pillar 4: Family Treatment—Providing Care, Treatment and Support to HIV-Positive
Women, Their Children and Families
Family treatment (also referred to as PMTCT-Plus) refers to programming that aims to reduce
vertical transmission as well as to provide services before, during and after pregnancy for
women living with HIV and to other family or household members. Globally, maternal-child
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health facilities have traditionally excluded men even though fatherhood is important in almost
all societies and women often want the support of their male partners during pregnancy, labor,
delivery and the postpartum period. Good maternal health can also be highly dependent on
access to HIV prevention, treatment and care for men, as focusing on men in addition to
women protects the health of women and, by extension, their children.
Involving men in PMTCT programs—with the permission of women—is an important
component in increasing women’s uptake of HIV testing, prevention, treatment and care
(Ghanotakis, 2010). Yet in 2007, only 5% of the male partners of women attending antenatal
care were tested for HIV (UNAIDS, 2009e). Involving men in PMTCT programs can also help
address the gender issues that impact women’s acquisition of HIV, as well as access to prevention, testing, treatment and care. [See also Chapter 11. Strengthening the Enabling Environment]
Recent work has focused on men and fatherhood (Barker et al., 2010). Programs such as
Women Fighting AIDS in Kenya is successfully working to increase male involvement in
PMTCT services (Ovaro and Kaduwa, 2008). A number of programs, such as EngenderHealth’s
Men as Partners or Catholic Medical Mission Board’s Men Taking Action in Zambia are working
to increase the positive involvement of men in maternal health care in general, but few evaluated studies were found for PMTCT programs. PMTCT programs may learn from involving
men in safe motherhood programs. Interventions related to this pillar are included in Chapter
7. Treatment, Chapter 10. Preventing, Detecting and Treating Critical Co-Infections, and Chapter 12.
Care and Support.

Most PMTCT Programs Focus On Pillar 3
Despite the importance of pillars one and two in preventing vertical transmission, “for most
programs in the ﬁeld, PMTCT is in fact focused on the program’s third and fourth components”
(Msellati, 2009:808). While this chapter touches on pillar two, additional information on
preventing unintended pregnancies is in Chapter 8. Meeting the Sexual and Reproductive Health
Needs of Women Living With HIV. The majority of this chapter focuses on pillar three—safe
motherhood and prevention of vertical transmission. The other pillars are covered, however, in
additional chapters as noted above.

What Works in Safe Motherhood and Preventing Vertical
Transmission
A number of proven strategies work to reduce the risk of HIV transmission from mother to
child. Conﬁdential HIV testing with counseling during antenatal care that includes women,
and with their permission, their partners, is a critical foundation for reducing vertical trans208
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mission of HIV. HIV testing and counseling allows women to know their serostatus and make
appropriate decisions to prevent vertical transmission. Maternal use of ARV therapy for her
own health saves the lives of both mother and child and reduces orphan death in the long term.
ARV prophylaxis during pregnancy drastically reduces perinatal transmission. Initiating ARV
therapy or prophylaxis in a timely fashion and adherence are also important. [See Chapter 7.
Treatment] A 2008 review on child survival and PMTCT reported that child survival depends
largely upon the mother’s health and survival. HAART for pregnant women dramatically
reduces perinatal transmission; reduces the risk of resistance to antiretroviral drugs related
to monotherapy or duo therapy; and the risk of virological failure of HAART for HIV-positive
children (Russo et al., 2009). In November 2009, WHO released new rapid advice recommending ARV use for treatment or prophylaxis for pregnant women: http://www.who.int/hiv/
pub/mtct/rapid_advice_mtct.pdf.
Improvement of maternal health services globally will be necessary to reach all women
and infants who need services, ensuring safe motherhood and prevention of vertical transmission. Provision of contraception to women who wish to avoid pregnancy is the ﬁrst step
in preventing vertical transmission. In order to best advise a woman living with HIV about
her options for safe motherhood and prevention of HIV transmission to her future child, it is
optimal to reach her prior to pregnancy. However, most women become aware of their positive serostatus once they are pregnant, via HIV testing during antenatal care. Strengthening
access to early antenatal care, services for labor and delivery and postpartum is essential to
providing adequate PMTCT services. During antenatal care, HIV testing, treatment options,
syphilis screening malaria prophylaxis and other essential antenatal care must be fundamental
services for pregnant women living with HIV. Access to basic emergency obstetric care and
emergency obstetric care is also essential for pregnant women living with HIV. All the interventions noted in “What Works, Safe Motherhood” (Gay et al., 2003) take on additional importance
for HIV-positive women [www.policyproject.com/pubs/generalreport/SM_WhatWorksps2.
pdf ]. For recent evidence and information on maternal health, see also WHO, 2010a; WHO,
2009g; WHO, 2006c and the website of the Maternal Health Taskforce: www.maternalhealthtaskforce.org.
The evidence for what works in preventing perinatal transmission in this chapter is organized according to the way women access health services, particularly maternal health services:
prevention of unintended pregnancies, preconception planning; antenatal care (testing and
counseling, treatment); delivery; and postpartum.

Not All of the Science Related to PMTCT Is Resolved
In many respects, programming for PMTCT is quite advanced and yet for some aspects of
PMTCT, current research provides incomplete and complex guidance, adding to the ongoing
challenge of programming to meet the needs of women and to reduce vertical transmission.
Many unknowns remain about HIV in pregnancy and how best to provide appropriate and
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good care to women and their infants. Topics such as perinatal ARV therapy and breastfeeding
continue to raise questions. Some of the scientiﬁc evidence points to contradictory conclusions and further guidance from the WHO is anticipated. “…After more than two decades of
intensive research into HIV, the precise mechanism or even route of the vertical transmission of the virus remains unknown” (de Vries and Peek, 2008: 679). But pregnancy is a time
where many women have multiple contacts with health providers, “creating an opportunity to
assess and address women’s sexual risk and HIV and STI status” (Kershaw et al., 2006: 310).
However, one fact remains clear: it is vital that HIV-positive women are given counseling and
support with the most accurate and comprehensive information available so that they can
make informed decisions about their health and the health of their children.

9A. Safe Motherhood and Prevention of Vertical
Transmission: Preventing Unintended Pregnancies
Reducing unmet need for family planning so that all women who do not want to become
pregnant now or in the future have access to contraception could have a signiﬁcant effect on
preventing perinatal transmission of HIV—in part because many women do not know their
HIV status. “Increasing voluntary contraceptive use had been an underused approach, despite
clear evidence that preventing pregnancies in HIV-infected women who do not wish to become
pregnant is an effective strategy for reducing HIV-positive births…The lack of attention to
contraception as an effective HIV prevention strategy is particularly disconcerting given that
the evidence of contraceptive efﬁcacy is juxtaposed by high levels of unintended pregnancies
among women living with HIV. Unintended pregnancies account for 14–58% of all births
in countries where the burden of HIV is the greatest” (Wilcher et al., 2008: ii54). Additional
information about contraception services for women living with HIV, along with linkages
to HIV services can be found in Chapter 8. Meeting the Sexual and Reproductive Health Needs
of Women Living With HIV and Chapter 13. Structuring Health Services to Meet Women’s Needs.

What Works—Safe Motherhood and Prevention of Vertical Transmission: Preventing
Unintended Pregnancies
1. Preventing unintended pregnancies can reduce perinatal transmission.
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EVIDENCE
1. Preventing unintended pregnancies can reduce perinatal transmission.2 [See also Chapter 8.
Meeting the Sexual and Reproductive Health Needs of Women Living with HIV]
An analysis that modeled the potential beneﬁts of adding family planning to national
strategies to achieve universal access to PMTCT found that focusing on unintended
pregancies as well as preventing vertical transmission is highly cost-effective. Modeling
was based on 14 countries which contain four-ﬁfths of all HIV-positive pregnant women
living in 139 countries: South Africa, Nigeria, Mozambique, Democratic Republic of
Congo, Uganda, United Republic of Tanzania, Kenya, Zambia, Ethiopia, Malawi,
Zimbabwe, India, Cameroon, and Côte D’Ivoire. The average level of unmet need
for contraception is 23% in these 14 countries and 17% globally. Even if all women in
need accessed the most efﬁcacious antiretroviral regimen available, this would prevent
240,000 infant HIV infections in the 14 countries with the highest HIV prevalence
(300,000 globally) at a cost at US$131 million (US$208 globally). However, almost
72,000 infant infections would still occur in the 14 countries (over 90,000 gloablly).
Preventing unintended pregnancies costs only US$26 million in the 14 countries (over
US$33 million globally). Costs of treatment were based on 28 weeks of ARVs, inlcluding
AZT, 3TC, and sdNVP. (Halperin et al., 2009a) (Gray V) (pregnancy, PMTCT, contraception, South Africa, Nigeria, Mozambique, Democratic Republic of Congo, Uganda, Tanzania,
Kenya, Zambia, Ethiopia, Malawi, Zimbabwe, India, Cameroon, Côte d’Ivoire)
In the ﬁfteen PEPFAR countries, Botswana, Mozambique, Namibia, South Africa,
Zambia, Ethiopia, Kenya, Rwanda, Tanzania, Uganda, Côte d’Ivoire, Nigeria, Guyana,
Haiti and Vietnam, the annual number of unintended HIV-positive births currently
averted by contraception use is over 220,000. Unintended births are composed of both
those that were unwanted (i.e. wanted no more children) and those that are mistimed
(i.e. pregnancies that were wanted later). This analysis used estimates of (1) contraceptive and HIV prevalence; (2) the number of women of reproductive age; (3) the number
of annual births to HIV-infected women; (4) the rates of pregnancy and vertical HIV
transmission; and (5) the proportions of unintended and unwanted births. The product
of these estimates is the number of HIV-positive births currently averted by contracep-

2

Although this evidence is based on modeling, it is based on the well-established correlation between contraceptive use and fertility rates using a linear regression of the contraceptive prevalence rate (CPR) on the total
fertility rate (TFR) (Ross and Frankenberg, 1993). Included in the total fertility rate is unintended pregnancy,
including among women who are HIV-positive and may or may not know their status. Therefore expanding
access to contraception among all women will result in a reduction in unintended pregnancy, including among
women who are HIV-positive and do not know their status when they get pregnant. The analysis by Reynolds et
al., 2008 also assessed the cost per HIV-positive birth averted by family planning and PMTCT services. However because the analysis compared the cost of family planning with the cost of nevirapine, which is no longer
recommended for us in PMTCT programs, that part of the analysis is not included here.
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tive use and the number of unwanted and unintended HIV-positive births. (Reynolds et
al., 2008). (Gray V) (pregnancy, contraception, PMTCT, Botswana, Mozambique, Namibia,
South Africa, Zambia, Ethiopia, Kenya, Rwanda, Tanzania, Uganda, Côte d’Ivoire, Nigeria,
Guyana, Haiti and Vietnam)
A study by the US CDC in Uganda found that unwanted pregnancies may account
for almost a quarter of all HIV-positive infants in Uganda. “Satisfying family planning
needs should be seen as an additional key PMTCT strategy. Estimation of the contribution of unmet family planning needs was done through Spectrum, a UNAIDS/WHO
demographics software by entering the ofﬁcial national adult HIV prevalence; ARV
uptake for PMTCT; total fertility rate and the wanted total fertility rate (the total fertility
rate after removing unwanted fertility). In 2006, the authors estimated 100,900 women
with HIV were pregnant with 19,200 vertical transmissions, 44,900 children needing
ART and 16,700 pediatric AIDS deaths. PMTCT averted an estimated 1,200 vertical
infections, 700 children needing ART and 2,000 AIDS deaths. The projected scale
up from 2006 to 2015 of PMTCT based on single dose nevirapine may avert 23,100
deaths, whereas unmet family planning needs may account for a projected 33,800 infections; 4,700 children needing ART in 2015 alone; and 20,500 deaths (Hladik et al.,
2008; Hladik et al., 2009). (Gray V) (pregnancy, contraception, family planning, PMTCT,
Uganda)

212

CHAPTER 9

SAFE MOTHERHOOD AND PREVENTION OF VERTICAL TRANSMISSION

Gaps in Programming—Reducing Unintended Pregnancies
1. Additional efforts are needed to provide information on contraceptive method use to
women living with HIV (or whose serostatus is unknown) who do not desire to have
a child or wish to space the next pregnancy.
2. Programs must adhere to the longstanding international agreement to voluntarism,
informed consent, and ensuring the right of individuals and couples to decide freely
and responsibly the number and spacing of their children.
3. Providers need training on contraception, including non-directive counseling and
reducing stigma and discrimination for HIV-positive women.
4. Interventions to increase dual protection and dual method use are needed.
5. Efforts are needed to capitalize on opportunities to integrate family planning and HIV
services.
6. Policy guidelines need to specify how family planning should be addressed in HIV
prevention, treatment and care.
7. Women living with HIV need information and access to services for emergency
contraception; safe abortion, where legal; and post-abortion care (PAC) services
where abortion is illegal. Research is also needed on the safest methods of abortion
for HIV-positive women.
8. Efforts are needed to address barriers to ensure that women living with HIV can
access and use contraceptives without the knowledge of their partner, if desired.
9. Potential drug interaction between contraceptive options and treatment for TB and
HIV co-infection must be considered.
10. Additional efforts are needed to reduce the structural barriers, such as gender norms,
that influence the behavior or decisions of people living with HIV to engage in unsafe
sex.
11. Providers need additional skills and resources to provide non-judgmental, confidential
safer sex counseling to people living with HIV.

1. Additional efforts are needed to provide information on contraceptive method use to
women living with HIV (or whose serostatus is unknown) who do not desire to have a child
or wish to space the next pregnancy. [See Chapter 8. Meeting the Sexual and Reproductive
Health Needs of Women Living With HIV]
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2. Programs must adhere to the longstanding international agreement to voluntarism,
informed consent, and ensuring the right of individuals and couples to decide freely and
responsibly the number and spacing of their children. [See Chapter 8. Meeting the Sexual
and Reproductive Health Needs of Women Living With HIV]
3. Providers need training on contraception, including non-directive counseling and reducing
stigma and discrimination for HIV-positive women. [See Chapter 8. Meeting the Sexual and
Reproductive Health Needs of Women Living With HIV]
4. Interventions to increase dual protection and dual method use are needed. [See Chapter 8.
Meeting the Sexual and Reproductive Health Needs of Women Living With HIV]
5. Efforts are needed to capitalize on opportunities to integrate family planning and HIV
services. [See Chapter 8. Meeting the Sexual and Reproductive Health Needs of Women Living
With HIV]
6. Policy guidelines need to specify how family planning should be addressed in HIV prevention, treatment and care. [See Chapter 8. Meeting the Sexual and Reproductive Health Needs of
Women Living With HIV]
7. Women living with HIV need information and access to services for emergency contraception; safe abortion, where legal; and post-abortion care (PAC) services where abortion is
illegal. Research is also needed on the safest methods of abortion for HIV-positive women.
[See Chapter 8. Meeting the Sexual and Reproductive Health Needs of Women Living With HIV]
8. Efforts are needed to address barriers to ensure that women living with HIV can access
and use contraceptives without the knowledge of their partner, if desired. [See Chapter 8.
Meeting the Sexual and Reproductive Health Needs of Women Living With HIV]
9. Potential drug interaction between contraceptive options and treatment for TB and HIV
co-infection must be considered. [See Chapter 8. Meeting the Sexual and Reproductive Health
Needs of Women Living With HIV]
10. Additional efforts are needed to reduce the structural barriers, such as gender norms, that
inﬂuence the behavior or decisions of people living with HIV to engage in unsafe sex. [See
Chapter 8. Meeting the Sexual and Reproductive Health Needs of Women Living With HIV]
11. Providers need additional skills and resources to provide non-judgmental, conﬁdential safer
sex counseling to people living with HIV. [See Chapter 8. Meeting the Sexual and Reproductive
Health Needs of Women Living With HIV]
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9B. Safe Motherhood and Prevention
of Vertical Transmission: Pre-Conception
Although many women don’t learn their HIV status until they become pregnant, for those
women who know they are HIV-positive prior to choosing to become pregnant, pre-conception assessments may inform both her and her partner of the safest way to become pregnant
without HIV transmission to the infant or HIV transmission between serodiscordant couples.
Therefore, throughout their reproductive years, women living with HIV need ongoing comprehensive pre-conception care that is incorporated into primary care services so they can make
informed choices about pregnancy prior to conception.
While maternal health services traditionally do not
provide pre-conception care but rather start once a woman
“It is also important to know your
is pregnant with antenatal care, women with HIV can
status even before you become
beneﬁt from pre-conception care. As PMTCT programs are
pregnant so that you can at least
scaled up, including pre-conception care as part of maternal
know the ways of not letting the
health services should be considered.
baby get infected.”
Pre-conception care should include counseling on
—Kenyan woman (Center
barrier methods of family planning to decrease transmisfor Reproductive Rights and
sion of HIV and prevent secondary infection, skills to
Federation of Women Lawyers—
negotiate condom use, assessment of a woman’s nutriKenya, 2007)
tional status, education and counseling on perinatal HIV
transmission and pregnancy risks, and support and counseling for partner disclosure on HIV status before pregnancy. Speciﬁc recommendations include for health care providers to “ask about pregnancy
intentions to every woman, every visit,” and to discuss “the risks and effects of pregnancy
on…[preexisting] medical condition[s], and the effects of the medical condition on pregnancy
outcomes…so that the patient can make an informed decision about becoming pregnant…
Education and counseling for HIV-infected women about perinatal HIV transmission risks,
strategies to reduce those risks, the potential effects of HIV or its treatment on pregnancy, and
the risk of transmission during breastfeeding, allows patients to be fully aware of the issues
concerning HIV infection and pregnancy before conception” (Aaron and Criniti, 2007).
“Because it is important for HIV-positive women receiving HAART to time their pregnancies at a point when their CD4 cell count is high and their viral load is low, women should be
counseled to use contraceptives until laboratory testing can determine that these levels are
optimal for becoming pregnant” (Sable et al., 2008). [See also Chapter 7C. Treatment: Reducing
Transmission] Women should also know that studies conﬂict regarding an increased risk of
HIV acquisition during pregnancy (Morrison et al., 2007 and Gray et al., 2005), but that pregnancy does not increase the risk of early death (Allen et al., 2007a). “For those with access to
fertility centers, longitudinal data show that conception can occur with a very low risk of HIV
transmission… While the experience with assisted reproductive health technologies is encour-
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aging, access to these treatments remains limited even for those individuals in resource-rich
settings… Teaching couples about ovulation and intercourse timed to fertile periods offers a
means for decreasing the number of unprotected sexual encounters” (Mathews and Mukherjee,
2009: S7).
Increasingly, services will be needed to provide counseling and support for perinatally
infected adolescents who will want to know their options for pregnancy, birth and infant
feeding to minimize the probability of transmission to the infant and yet protect their own
health (Birungi, 2009a,b). Maternal health providers often lack the knowledge needed to
guide women living with HIV through a safe pregnancy process and may discriminate against
women living with HIV. Training is needed to ensure that providers will support women’s
choices in reproductive health. [See also Chapter 8. Meeting the Sexual and Reproductive Health
Needs of Women Living With HIV]
Focus groups in South Africa found men and women to be very careful in weighing the
choice to have a child and acutely mindful of the long-term consequences for themselves, their
partners and their future child (London et al., 2008); however studies have found that women
and men living with HIV do not always seek pre-conception counseling due to fear of stigmatization by health care providers. This obstacle must be overcome in order to minimize the risk
of perinatal transmission at the earliest possible point.

What Works—Safe Motherhood and Prevention of Vertical Transmission: Pre-Conception
Promising Strategies:
1. Discussing mother-to-child transmission risk with providers and/or other HIVpositive women with seronegative children can increase women’s confidence about
preventing mother-to-child transmission of HIV.
2. When the woman is HIV-positive, or both male and female partners are HIV-positive
and wish to conceive, having an undetectable viral load due to HAART may result in
the lowest risk of perinatal transmission.
3. Self-insemination can minimize the risk of transmission to partner and infant when a
woman is HIV-positive and her partner is seronegative.
4. Sperm washing may be used for an HIV-negative woman wishing to become pregnant
with an HIV-positive male partner without acquiring HIV herself.
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EVIDENCE
Promising Strategies:
1. Discussing mother-to-child transmission risk with providers and/or other HIV-positive
women with seronegative children can increase women’s conﬁdence about preventing
mother-to-child transmission of HIV.
A 1999–2001 study carried out with 329 HIV-positive women in Thailand found that
some pregnant HIV-positive women (number not speciﬁed) who were originally advised
to abort by providers (number not speciﬁed) but were then counseled on PMTCT subsequently chose to access PMTCT and have a child. One woman said: “A doctor told me
about AZT and its effectiveness, that for every 10 children, only 3 to 5 children would
contract HIV [an erroneous statement]. I wanted to try. I really needed my child so the
information I learned from the doctor made me happier and I decided to keep my pregnancy and wait for the day that I would meet my child” (p. 39). The women were interviewed using a structured questionnaire. In-depth interviews were conducted among
60 HIV-positive women. Four participatory workshops were held on data analysis and
report writing. Women interviewed were selected non-randomly from support groups,
clinics, ANC clinics, NGOs and communities using dimensional sampling method.
The dimensions used were age (15–25, 26–35, 36–49) and number of years from diagnosis. Women who met the criteria for both dimensions were selected based on convenient or snowball sampling techniques. Six focus group discussions were held with six
to eight men (Yoddumnern-Attig et al., 2004). (Gray IV) (PMTCT, Thailand)
Evaluation of the mothers2mothers (m2m) program in South Africa found that the m2m
program provided a strong continuum of care to the women and infants. Compared to
non-participants, m2m participants had greater psychosocial well-being and greater use
of PMTCT services and outcomes. Postpartum program participants were signiﬁcantly
more likely to have disclosed their status to someone than non-participants, and to have
done so prior to delivery. m2m seeks to reduce PMTCT, empower pregnant and postpartum women to improve their health and the health of their babies, ﬁght stigma and
encourage and support disclosure. The program offered education and psychosocial
support to HIV-positive pregnant women and new mothers, assisted women to access
PMTCT services, and followed up to ensure care of mothers and infants after delivery
(Baek et al. 2007). (Gray IV) (PMTCT, support groups, South Africa)
A study in Cuba found 28 of 55 women interviewed who had given birth in Cuba, said
that their worries about transmitting HIV to their child subsided after discussing their
pregnancy with doctors, learning about treatment and meeting HIV-positive women who
had had HIV-negative children (Castro et al., 2007). (Gray V) (PMTCT, treatment, Cuba)
2. When the woman is HIV-positive, or both male and female partners are HIV-positive and
wish to conceive, having an undetectable viral load due to HAART may result in the lowest
risk of perinatal transmission. [See also Chapter 7C. Treatment: Reducing Transmission]
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A 2008 review of the global literature on gynecologic issues for HIV-positive women
found that there is a 4.3% probability of transmission within HIV-positive couples trying
to conceive using timed intercourse (timing sex without condoms when the woman is
most fertile in order to increase the likelihood of pregnancy). Viral load should be undetectable, STIs should be treated and ovulation predictors should be used to accurately
time sexual contact. However, “there are very little data on which to based recommendations to the HIV-positive seroconcordant couple” (Cejtin, 2008: 726). (Gray V) (treatment, pregnancy)
3. Self-insemination can minimize the risk of transmission to partner and infant when a
woman is HIV-positive and her partner is seronegative.
When HIV transmission to the male partner is to be avoided, self-insemination of
ejaculated sperm is advised. “…the data on the safety of unprotected intercourse in
the HIV-infected serodiscordant couples attempting to conceive are rather limited…”
(Semprini et al., 2008: 374). (Gray V) (transmission, self-insemination)
A report in Brazil of three HIV-positive women resulted in two HIV-negative babies and
a pregnancy at the time of the report at the Mexico IAC in 2008. All partners were tested
for STIs. The couples were instructed to have sexual intercourse with a condom without
additives during fertile period. After ejaculation into the condom, they collected semen
in a cup, put the semen in a syringe and injected it slowly into the vagina without air,
near to the cervix. Women then remained with their pelvis elevated for half an hour with
minimal movement. Two of the women were on HAART; the other received HAART for
PMTCT (Andrade et al., 2008). (Abstract) (self-insemination, HAART, Brazil)
4. Sperm washing may be used for an HIV-negative woman wishing to become pregnant with
an HIV-positive male partner without acquiring HIV herself.
A study in Thailand of 73 serodiscordant couples, where the man was HIV-positive and
the woman was HIV-negative, using sperm washing resulted in a pregnancy rate of over
12% with all pregnant women continuing to test HIV-negative (Pankam et al., 2008).
Sperm washing isolates HIV-1 free spermatozoa tested for the presence of HIV and
different assisted reproductive techniques can be used, such as intrauterine insemination. No cases of seroconversion were shown in 4,000 cycles of sperm washing (Bujan
et al., 2007; Barreiro et al., 2006 cited in Coll et al., 2008). (Gray III) (serodiscordant,
sperm washing, pregnancy, Thailand)
A study in Italy from 2001 to 2003 with 43 couples with seropositive male and seronegative females where sperm samples were washed and used for fertilization resulted in
a pregnancy rate of over 51%, with no seroconversion detected (Mencaglia et al., 2005).
(Gray V) (sperm washing, Italy)
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Gaps in Programming—Pre-Conception
1. Women and their sexual partners need access to comprehensive pre-conception care so
they can make informed decisions about pregnancy before conception.
2. Interventions are needed to support the autonomous decision-making of HIV-positive
women who are caught between the contradictory pressures of family, community and
health care providers.
3. Some HIV-positive men and women would consider adoption.
4. Women and their sexual partners need to know and understand how seroconversion
can occur during pregnancy.

1. Women and their sexual partners need access to comprehensive pre-conception care so
they can make informed decisions about pregnancy before conception. Studies found that
HIV-positive women could not access pre-conception advice on safer pregnancy options, as
health providers discouraged pregnancy. Studies found that signiﬁcant numbers of pregnant women did not know any way to prevent vertical transmission.
Gap noted, for example, in South Africa (London et al., 2008); China (Luo and He,
2008); globally (Hirsch, 2007; Delvaux & Nöstlinger, 2007).
2. Interventions are needed to support the autonomous decision-making of HIV-positive
women who are caught between the contradictory pressures of family, community and
health care providers. Studies found that HIV-positive women and men need information
and social support to make decisions that reﬂect their own preferences in the face of pressure to bear children. A review of the published literature from 1990 to 2008 found that
the refusal of health workers to discuss reproductive options in a non-biased way negatively
impacts HIV-positive women. Studies also found that HIV-positive men lacked information
on preconception and felt they could not request this information from health providers.
Gap noted, for example, in Vietnam (Oosterjoff et al., 2008), Brazil (Paiva et al., 2003),
and South Africa (Nduna and Farlane, 2009).
3. Some HIV-positive men and women would consider adoption. A study found that
HIV-positive men and women would consider adopting a child as an alternative to having
a biological child.
Gap noted, for example, in South Africa (Cooper et al., 2009).
4. Women and their sexual partners need to know and understand how seroconversion can
occur during pregnancy. [See 9C-1. Testing and Counseling]
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9C. Safe Motherhood and Prevention
of Vertical Transmission: Antenatal Care
Good antenatal care is essential for safe motherhood. Clinical exams, rapid syphilis tests,
tetanus toxoid, supplementation with iron and folic acid are all considered the standard of care
for pregnant women (Villar et al., 2001). Of critical importance is to inform women, their partners, families and communities of the danger signs during pregnancy and ensure access to
emergency obstetric care. Antenatal care is also an opportunity for HIV counseling and testing.
Women who test HIV-negative still need information and support to remain HIV-negative.
[See Chapter 3. Prevention for Women, Chapter 4. Prevention for Key Affected Populations, and
Chapter 11. Strengthening the Enabling Environment] Women who test HIV-positive need to be
informed of their treatment options, both for their own health and to prevent vertical transmission. Women who test HIV-positive also need information and counseling concerning infant
feeding options. Improving quality of care in maternal health services can increase the likelihood that women will go to health facilities in case of obstetric emergencies, thus increasing
the chances of positive maternal and infant health outcomes (Gay et al., 2003). Women living
with HIV also need sexual and reproductive health services and treatment for critical co-infections. Further efforts are needed to screen and treat pregnant women for co-infections that
potentially increase mortality for women and their infants. [See also Chapter 8. Meeting the
Sexual and Reproductive Health Needs of Women Living With HIV and Chapter 10. Preventing,
Detecting and Treating Critical Co-Infections]
Syphilis co-infection can be especially dangerous in pregnancy, particularly for HIV-positive
pregnant women. There is some evidence that HIV-syphilis co-infection may increase the risk
of perinatal HIV transmission. While numerous countries have policies to provide universal
screening for syphilis for pregnant women, not enough women are actually screened and
treated in practice. In 2007, WHO estimated that syphilis prevalence in pregnant women in
Africa ranges from 4–15% (WHO, 2007d). As a result, infants are dying from syphilis despite
access to ARVs for mothers and infants (Peeling et al., 2004). Universal screening and treatment for syphilis in pregnancy could prevent 492,000 syphilis-related stillbirths and perinatal deaths per year in sub-Saharan Africa (Saloojee et al., 2004). Syphilis testing and treatment in conjunction with HIV testing can prevent congenital syphilis and may reduce HIV
transmission.
Antenatal care is also an opportunity to discuss with pregnant women and their partners
the beneﬁts of infant male circumcision, which may reduce HIV acquisition and transmission
when the infant becomes sexually active. Male circumcision has now been shown in three
randomized clinical trials to reduce the risk of HIV acquisition for men by 50–60% (Auvert
et al., 2005; Bailey et al., 2007; and Gray et al., 2007). Male circumcision at birth as part of
postnatal care could result, upon sexual initiation and for his lifetime, in a reduction in the
risk of HIV acquisition and transmission (Weiss et al., 2009; Nagelkerke et al., 2007). [See also
Chapter 3C. Prevention for Women: Male Circumcision]

220

CHAPTER 9

SAFE MOTHERHOOD AND PREVENTION OF VERTICAL TRANSMISSION

9C-1. Safe Motherhood and Prevention of Vertical Transmission:
Testing and Counseling
In 2007, only an estimated 18% of pregnant women were
offered HIV tests (ITPC, 2009). “The purpose of antenatal
VCT should be to help a woman prepare for a possible positive HIV diagnosis, to provide her with information about
PMTCT options and to enable her to make informed decisions about continuing or ending a pregnancy if safe, legal
abortion is available” (de Bruyn and Paxton, 2005: 145). In
developing country settings, between eight and ten percent
of women report having received PMTCT interventions
(Pai and Klein, 2009).

“PMTCT services provide one of
the few opportunities to identify
women across the spectrum
of HIV disease, including
asymptomatic patients and those
with advanced disease”
(Abrams et al., 2007: S103).

HIV Testing for Pregnant Women Must Respect Their Rights
Until recently, testing and counseling had been offered based on opt-in principles that relied
on women to seek counseling and testing. For the past few years, most programs have been
shifting to routine or “opt-out” testing in which clients are routinely tested in various health
care settings unless they decide not to be tested. [See Chapter 6. HIV Testing and Counseling
for Women] This practice must be carefully evaluated to ensure women’s rights are respected.
“The rationale behind the switch to opt-out testing is that stigmatization will be decreased
(that is, women do not feel they are singled out for HIV testing if everyone undergoes the test)
and higher percentages of women are then tested” (de Bruyn, 2005: 4). Additional rationales
for opt-out testing are that opt-out testing is less resource intensive to scale-up and thus can
be made available to more women (WHO and UNAIDS, 2007) and also that there is a public
health argument for testing as many women and men as possible so that appropriate prevention and care services can be provided with regard to status (de Cock et al., 2003). “A disadvantage of opt-out testing is that it may be routinely imposed and women may not realize they can
refuse the test or dare to do so…” (de Bruyn, 2005: 4).
Women have often received HIV tests as part of PMTCT programs. While women are often
faced with opt-out testing or even mandatory testing during antenatal care, men rarely access
health care in situations where they would be subjected to opt-out or mandatory testing. “The
ethics of routine testing has a conspicuous gender dimension...women and girls are more likely
to present at formal health care services than are men and hence are more likely to come under
a routine testing policy. Women and girls are also the most likely to face stigma, violence and
abuse when their HIV-positive status becomes known….” (Rennie and Behets, 2006: 84). [See
also Chapter 11B. Strengthening the Enabling Environment: Addressing Violence Against Women]
In addition, voluntary consent is called into question when the ﬁrst time women are offered
testing is during labor and delivery (Center for Reproductive Rights, 2005). Yet numerous
research studies conducted in Brazil, Mexico, Cameroon, Russia, Rwanda, Nigeria, Uganda,
Zambia, Peru and India have demonstrated successful implementation of a rapid HIV testing
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program in labor and delivery (Kissin et al., 2008; Rahangdale et al., 2007; Sagay et al., 2006
cited in Pai and Klein, 2009). The impact of rapid testing during labor and delivery for the
HIV-positive woman has yet to be assessed, however (Jurgens et al., 2007a). [See also Chapter
6. HIV Testing and Counseling for Women]
While routine testing is showing some promising signs of being acceptable and feasible, it
is important to ensure that routine testing does not discourage women from seeking needed
medical care or cause unanticipated outcomes for women, such as increased violence. Opt-out
testing, while showing an increase in the number of women who are tested during antenatal
care, raises concerns about whether women living with HIV will avoid antenatal care services
in order not to be tested (Drucell and Nolan, 2007). Some studies have shown that testing in
violation of human rights standards discourages women from accessing services or may lead
to increased violence against women (Turan et al., 2008a; Bwirire et al., 2008; Zabina et al.,
2009; Turan et al., 2008b; PHR, 2007a; Center for Reproductive Rights and Federation of
Women’s Lawyers, Kenya, 2007; HRW, 2003b).
“…Coping with HIV-related stigma…is especially challenging during pregnancy and postpartum, when women may be preoccupied not only with the physical and psychological effects
of having HIV, but also with preventing HIV transmission to their infants and/or avoiding
disclosure of their HIV status to their families and communities” (Brickley et al., 2008).
However, within the context of HIV testing, counseling is “not simply a human rights imperative: it is a medical intervention that is vital to support pregnant women with prevention
efforts, disclosure, living with a life-threatening virus and adherence to treatment” (Gruskin et
al., 2008a: 29). Further evaluation of routine and provider-initiated testing is urgently needed
to assess whether informed consent and conﬁdentiality is adequately protected (Gruskin et al.,
2008a).

HIV Counseling for Both Men and Women Is a Critical Component of Antenatal Care
Counseling on safer sex during pregnancy should be an important part of HIV testing. “…
Parents desire healthy children and are willing to modify their behavior to protect them from
harm” (Tavengwa et al., 2007: 101). Male partners and/or husbands can inﬂuence whether a
woman accesses HIV testing (Ghanotakis, 2010). It is therefore critical to involve the male
partners of pregnant women—with women’s consent. However, many ANC clinics and maternity hospitals have no place (literally) for men; and health workers in maternal health clinics
rarely have received training in addressing male partners. “In addition, many men believe that
their wives’ HIV test results would mirror their own. Mass information campaigns should
address this incorrect belief” (Msellati, 2009: 809).
For HIV-negative pregnant women, avoiding unsterilized needles, avoiding blood transfusions which have not been screened for HIV; and continued condom use and/or mutual
monogamy with one HIV-negative sexual partner are ways remain HIV-negative during the
course of pregnancy and the postpartum period. However, fear of violence and lack of ability to
assert control, such as feeling forced to have sex, may make it even more difﬁcult for pregnant
women to request condom use, as condoms cannot be talked about in the context of contracep-
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tion (Kershaw et al., 2006). “…Healthcare providers need to address the issue of postpartum
sexual activity and contraception early after delivery or even late in the last trimester to provide
women with the appropriate knowledge to allow them to make informed decisions regarding
their reproductive futures” (Balkus et al., 2007: 28). Providers should also not place undue
burdens on women who test positive. For example, in Ethiopia, women who test HIV-positive
are told to inform their husbands to come to health services to get tested for HIV (CHANGE,
2009).

Conﬁdentiality Must Be Maintained
Conﬁdentiality of all test results should be paramount, yet it is not always followed in practice.
Stronger efforts are needed to ensure that provision of HIV test results of pregnant women
to their male partners or anyone else should only be done with women’s expressed permission. Policies should detail the risks of testing and clarity for women who refuse to test. Also,
policies should specify whether parental consent is required to test infants. Pregnant women
must have the opportunity to learn their HIV status but the autonomy to decline HIV testing
without penalty in the health care setting. Conﬁdentiality of test results is critical (Maman
et al., 2008c). Women who test HIV-positive should be able to access PMTCT services, with
follow-up treatment for herself and her child. HIV testing and PMTCT services have been
successfully provided to women in all kinds of setting, including in refugee camps (Rutta et al.,
2008). Using community volunteers to provide HIV testing to pregnant women may increase
the number of women tested, especially where access to clinics is a challenge, as in Zimbabwe
(Shetty et al., 2005).
The following interventions are speciﬁcally related to HIV testing and counseling in the
context of preventing mother to child transmission. Please see also Chapter 6. HIV Testing and
Counseling for Women for additional evidence on what works in HIV testing for all women.
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What Works—Safe Motherhood and Prevention of Vertical Transmission: Testing and
Counseling
1. Routinely offered testing that is voluntary and accompanied by counseling is acceptable
to most women.
2. Informed and appropriate counseling during ANC can lead to increased discussion
between partners and increased protective behaviors such as condom use.
3. Involving partners, with women’s consent, can result in increased testing and
disclosure.
Promising Strategies:
4. Integrating testing and treatment for syphilis with HIV testing for pregnant women
will reduce congenital syphilis and may reduce perinatal transmission of HIV.
5. Where abortions are safe and legal, offering HIV testing to women early in pregnancy
may increase access to safe abortion.
6. Counseling women during antenatal care regarding the circumcision of male infants
at birth may reduce HIV acquisition and transmission when those male infants
become sexually active young men.

EVIDENCE
1. Routinely offered testing that is voluntary and accompanied by counseling is acceptable to
most women.
A survey on acceptance of HIV testing was conducted in Hong Kong’s maternal and
child health centers during a two-month period. The response rate was 98.2% and 2,669
valid questionnaires were analyzed. Seventy per cent (n=1,825) of the respondents indicated their acceptance of the test. A signiﬁcant association was noted between clients’
acceptance and access to HIV information by means of posters, pamphlets, videos and
group talks. Perceived beneﬁts and health care workers’ recommendation were the main
reported reasons for acceptance, whereas no or low perceived susceptibility was the main
reason for refusal. Acceptance was also positively correlated with level of education and
HIV knowledge (Lee et al., 2005). (Gray III) (PMTCT, HIV testing, Hong Kong)
A questionnaire administered to 146 women at 10 PMTCT centers in Zimbabwe who
were interviewed during the period they were waiting for their HIV test result found
that 57% were aware of the routine offer of HIV testing at the health institution they
were using, with more than 94% aware that they were having an HIV test among other
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routine tests. Fifty percent of the women who accepted HIV testing directly after group
education were not aware of the possibility of opting for individual pre-test counseling.
Seven of the nine women who declined HIV testing did not feel that the offer of routine
HIV testing would deter them from seeking ANC services. However, “it cannot be
demonstrated from this study whether or not some women are not attending ANC
services due to the implementation of routine offer of HIV testing, since this study was
conducted among women who were already presenting at the health facilities” (Mugore
et al., 2008:663). (Gray V) (PMTCT, HIV testing, antenatal care, Zimbabwe)
“Routine but not compulsory” testing was instituted in Botswana after a presidential
declaration in 2004. After routine testing started, the percentage of all HIV-infected
women delivering in the regional hospital who knew their HIV status increased from
47% to 78% and the percentage receiving PMTCT interventions increased from 29% to
56%. ANC attendance and the percentage of HIV-positive women who disclosed their
HIV status to others remained stable. Interviews indicated that ANC clients supported
the policy (Creek et al., 2007). (Gray V) A study to evaluate the ﬁrst 2.5 years found that
routine HIV testing (RHT) has been widely accepted by the population. There has been
a rapid scale-up of RHT. A total of 60,846 persons were tested through RHT in 2004
versus 157,894 in 2005 and 88,218 in the ﬁrst half of 2006. Testing rates in the population through RHT were 40 per 1000 persons, 93 per 1000 persons, and 104 per 1000
persons, respectively. In 2005, 89% of those offered testing accepted, with 69% of those
tested being female and 31% male. The proportion of men who tested HIV-positive was
34% versus 30% for women. The main reasons for testing in 2005 were patient’s wish
(50%), pregnancy (25%), medical examination (7%), clinical suspicion (6%), and sexually transmitted infection (2%). Attendance at voluntary counseling and testing centers
has increased parallel to the scale-up of RHT. RHT has been widely accepted by the
population, and no adverse effects or instances have been reported. It has provided
increased access to preventive services and earlier assessment for antiretroviral treatment (Steen et al., 2007). (Gray V) (PMTCT, antenatal care, HIV testing, Botswana)
In May 2004, PMTCT services were established in the antenatal clinic (ANC) of a
200-bed hospital in rural Uganda; in December 2004, ANC PMTCT services became
opt-out, and routine opt-out intrapartum counseling and testing was established in the
maternity ward. This study compared acceptability, feasibility, and uptake of maternity
and ANC PMTCT services between December 2004 and September 2005 and found
that counseling and testing acceptance was 97% (3591/3741) among women and 97%
(104/107) among accompanying men in the ANC and 86% (522/605) among women
and 98% (176/180) among their male partners in the maternity. Thirty-four women
were found to be HIV-positive through intrapartum testing, representing a 12% (34/278)
increase in HIV infection detection. Of these, 14 received their result and nevirapine
before delivery. The percentage of women discharged from the maternity ward with
documented HIV status increased from 39% (480/1235) to 88% (1395/1594) over the
period (Homsy et al., 2006). (Gray V) (PMTCT, HIV testing, antenatal care, Uganda)
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An exploratory cross-sectional survey was conducted in 6 PMTCT sites in rural
Zimbabwe to assess the acceptability of opt-out HIV testing. Of 520 women sampled,
285 (55%) had been HIV tested during their last pregnancy. Among the 235 women not
HIV tested in ANC, 79% would accept HIV testing if opt-out testing was introduced.
Factors associated with accepting the opt-out approach were being less than 20 years
old, having secondary education or more, living with a partner, and the existence of a
PMTCT service where the untested women delivered. Thirty-seven women of 235 (16%)
would decline routine HIV testing, mainly because of their fear of knowing their HIV
status and the need to have their partner’s consent. Among the 285 women already
tested in ANC, 97% would accept the opt-out approach (Perez et al., 2006). (Gray V)
(PMTCT, HIV testing, antenatal care, Zimbabwe)
A study from 2007 to 2008 in Mexico investigated the provision of a validated facilitated consent to pregnant women, which considered the emotional impact of potentially
testing HIV-positive and included counseling before rapid HIV testing, in antenatal
care settings where routine rapid HIV testing is not common. Of the 1,293 HIV tests
given during the study period, 92% of women stated that the facilitated consent was
“clear and sufﬁcient to accept or reject the test” (Ortíz Ibarra et al., 2008). (Abstract)
(antenatal care, HIV testing, Mexico)
2. Informed and appropriate counseling during ANC can lead to increased discussion between
partners and increased protective behaviors such as condom use.
A study in Côte d’Ivoire from 2001 to 2005 with 306 HIV-positive, 352 HIV-negative,
and 52 pregnant women who refused HIV testing, found that prenatal HIV counseling and testing led to increased discussions between partners regarding STIs
and sexual risks, and increased condom use when sexual activity was resumed after
delivery. After prenatal counseling and testing, HIV-positive women were enrolled in
a PMTCT program and were followed for 2 years. Women who tested HIV-negative
and untested women received reproductive health related follow-ups for 2 years. Prior
to prenatal counseling and testing, two-thirds of HIV-negative and untested women
reported having had discussions about STIs with male partners, while afterwards over
90 percent of women reported discussing STIs, suggesting that their partners be tested
for HIV, and encouraging condom use in extramarital sexual relations. For HIV-positive
women, discussions about STIs with partners increased from 28 percent to 65 percent,
72 percent suggested that their partners be tested for HIV, and 58 percent encouraged
condom use in extramarital relations. Additionally, condom use increased from 36 to
59 percent of HIV-negative women, 52 to 57 percent of untested women, and 23 to
49 percent of HIV-positive women when sexual activity was resumed after delivery.
However, data were collected from women only and therefore actual discussions with
partners may be overrepresented (Desgrées-Du-Loû et al., 2009). (Gray III) (pregnancy,
counseling, HIV testing, communication, condom use, Côte d’Ivoire)
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An evaluation of UNICEF-funded PMTCT programs in 11 developing countries in
2002 involving review of progress reports, interviews with PMTCT program managers,
rapid assessments in Rwanda and Zambia and site visits in Honduras and India found
that PMTCT programs did not discourage use of ANC but helped women to disclose
their HIV testing experience and serostatus to their partners and family, thus fostering
discussions and normalizing HIV testing and HIV care (Rutenberg et al., 2003). (Gray
V) (PMTCT, HIV testing, antenatal care, Rwanda, Zambia, Honduras, India)
Six hundred women from ten antenatal clinics in southern Uganda found that women
who received pre-test counseling were more 1.84 times more likely to disclose their HIV
status (Medley et al., 2008c). (Abstract) (counseling, disclosure, Uganda)
3. Involving partners, with women’s consent, can result in increased testing and disclosure.
A pre-test/post-test study in India between 2000 and 2003 in six antenatal care clinics
found that counseling that included male partners of pregnant women had a positive impact on male involvement in maternity care and increased dual protection and
condom knowledge and use. Of the six clinics, three were used as intervention sites and
three as controls. A total of 2,836 women and 1,897 husbands attending the clinics for
antenatal care participated in the pre-test survey, however, only 327 women and their
husbands completed the intervention and post-test survey and 302 women and their
husbands from the control group completed the post-test survey. Women and husbands
at the intervention site were counseled at individual, couple, and same-sex group levels
on a variety of reproductive health issues, including the prevention of STIs and correct
condom use. Pregnant women were screened for syphilis and men identiﬁed as having
urethral discharge and genital ulcers via syndromic management were treated. Twelve
doctors and 12 nurse midwives were trained to provide counseling to both couples and
individuals at the intervention sites. Women and husbands who attended the control
clinics received the standard care for pregnant women, including nutritional information and tetanus vaccination, but no additional counseling was provided. Knowledge
related to dual protection beneﬁts of condom use increased among both males and
females in the intervention group, however, gender disparities continued to pervade as
89% of the males exhibited dual protection knowledge compared to only 48% of the
females. Use of family planning increased signiﬁcantly during the six-to-nine months
postpartum period among intervention participants when compared to controls, 59%
versus 45% among women and 65% compared to 48% among men. Of the methods
employed for family planning purposes, condoms were the most commonly used in
both groups, as 66% of women in both groups and 71% of men in both groups reported
using condoms. Additionally, intent to use condoms in the future was found to be
higher among the intervention group than among controls. Men in general tended to
have more knowledge related to STIs, 66% versus 32% of females, and knowledge and
couple communication related to STIs was not found to have increased after the intervention. Lastly, couples who had attended counseling sessions at the intervention clinics
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were more likely to discuss family planning with their partners than those attending
clinics at the control sites, 84% compared to 64%, and intervention couples were also
more likely to report making reproductive health related decisions together, as a couple,
than were control couples, 91% versus 71% (Varkey et al., 2004). (Gray II) (antenatal
care, counseling, condoms, STIs, India)
A PMTCT program that included active community education and outreach to
encourage couple counseling and testing was implemented in two antenatal clinics in
Lusaka, Zambia. A subset of HIV-positive women was asked to report their experience
of adverse social events 6 months after delivery. Nine percent (868) of 9,409 women
counseled antenatally were counseled with their husband. Couple-counseled women
were more likely to accept HIV testing (96%) than women counseled alone (79%).
However uptake of nevirapine was not improved. Six months after delivery, 28% of
324 HIV-positive women reported at least one adverse social event (including physical
violence, verbal abuse, divorce or separation). There were no signiﬁcant differences
in reported adverse social events between couple- and individual-counseled women
(Semrau et al., 2005). (Gray III) (PMTCT, couples, counseling, Zambia)

Promising Strategies:
4. Integrating testing and treatment for syphilis with HIV testing for pregnant women will
reduce congenital syphilis and may reduce perinatal transmission HIV.3
A study from 2003 to 2005 in the Ukraine with 521 mother infant pairs with known
infant HIV-positive serostatus found an association between maternal syphilis and perinatal transmission. Overall, 3.5% of pregnant women had serological test results that
were positive for syphilis. The overall HIV perinatal transmission rate was 5.8% and
was statistically signiﬁcantly higher among women who were seropositive for syphilis. Having antenatal serological test results that were positive for syphilis was associated with a ﬁve-fold increased risk of MTCT univariably and a nearly 4.5-fold increased
risk adjusting for ARV prophylaxis, premature delivery and elective cesarean delivery
(Thorne et al., 2008). (Gray III) (syphilis, PMTCT, Ukraine)
A study to determine the association between maternal syphilis and HIV motherto-child transmission in a prospective cohort study of pregnant women admitted at
Queen Elizabeth Central Hospital in Malawi found that maternal syphilis was associated with in utero and intrapartum and postpartum perinatal transmission of HIV.
Women admitted in late third trimester were screened for HIV (by HIV rapid tests)

3
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and syphilis (by rapid plasma regain test and Treponema pallidum hemagglutination
assay). HIV-positive women and their infants received nevirapine, according to the
HIVNET 012 protocol. They were followed up at 6 and 12 weeks postpartum. Infant
HIV infection was diagnosed by DNA PCR. Of the 1,155 HIV-positive women enrolled,
1147 had syphilis test results, of whom 92 (8.0%) were infected with syphilis. Only 751
HIV-positive women delivered live singleton infants who were tested for HIV at birth.
Of these, 65 (8.7%) were HIV-infected, suggesting in utero (IU) HIV MTCT. Of the 686
infants who were HIV-negative at birth, 507 were successfully followed up. Of these, 89
(17.6%) became HIV-positive, suggesting intrapartum/postpartum (IP/PP) HIV transmission. Maternal syphilis was associated with in utero HIV MTCT, after adjusting for
maternal HIV-1 viral load and low birth weight (LBW). Furthermore, maternal syphilis
was associated with IP/PP HIV MTCT, after adjusting for recent fever, breast infection, LBW and maternal HIV-1 viral load. Screening and early treatment of maternal
syphilis during pregnancy may reduce pediatric HIV infections (Mwapasa et al., 2006).
(Gray III) (PMTCT, HIV testing, syphilis, Malawi)
Data from 177 VCT centers in 2006 found that in Haiti, 75,122 pregnant women were
tested for both HIV and syphilis. A national scale up of this strategy will reach at least
85% of pregnant women. Routine syphilis testing found syphilis in 3,404 pregnant
women (Severe et al., 2008). (Abstract) (counseling, HIV testing, pregnancy, syphilis,
Haiti)
5. Where abortion is safe and legal, offering HIV testing to women early in pregnancy may
increase access to safe abortion.
A study in Vietnam based on 38 HIV-positive pregnant women and mothers and 53
health workers with routine testing performed at ANC services when women were
seven to eight months pregnant found that all 38 women felt that the timing of the test
at ANC services was too late in the pregnancy. As one HIV-positive woman put it: “I
would not have had a child if I had known that I was positive” (Oosterhoff et al., 2008:
656). Three women who accessed VCT rather than routine testing via ANC tested early
in pregnancy and two opted for abortion when the test was positive (Oosterhoff et al.,
2008). (Gray V) (antenatal care, HIV testing, PMTCT, abortion, Vietnam)
6. Counseling women during antenatal care regarding circumcision of male infants at birth
may reduce HIV acquisition and transmission when those male infants become sexually
active young men. [See also Chapter 3C. Prevention for Women: Male Circumcision]
Randomized, controlled trials have determined the level of protective effect of male
circumcision on HIV for men. Male circumcision at birth as part of postnatal care could
reduce, upon the infant’s sexual initiation and for his lifetime, a reduction in the risk
of HIV acquisition and transmission. Male circumcision has now been shown in three
randomized clinical trials to reduce the risk of HIV acquisition for men by 50 to 60%
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(Auvert et al., 2005; Bailey et al., 2007; and Gray et al., 2007). (Gray I) (male circumcision, transmission)
“…Circumcision prior to sexual debut [of male adolescents] will render the greatest lifetime protection” (Eaton and Kalichman, 2009:191). (Gray V) (male circumcision)

Gaps in Programming—Testing and Counseling
1. Further interventions are needed to incorporate violence prevention, screening and
counseling services into PMTCT testing and counseling.
2. Additional efforts are needed to improve information and counseling about HIV
during ANC to ensure that pregnant woman and their sexual partners have adequate
information.
3. Additional efforts are needed to ensure confidentiality in testing.
4. Increased support is needed for HIV serostatus disclosure, particularly at key times
such as delivery, infant weaning, and at the resumption of sexual activity.
5. Further interventions are needed to provide couples counseling and testing to reduce
seroconversion during pregnancy.
6. Multiple strategies are needed to promote male involvement in ways that meet
pregnant women’s needs.
7. Further interventions are needed to reduce barriers to HIV testing.
8. Improved record keeping on HIV counseling, serostatus, and treatment is needed to
improve referrals and linkages with other health care services.
9. HIV testing must be linked to access to treatment.

1. Further interventions are needed to incorporate violence prevention, screening and counseling services into PMTCT testing and counseling. [See also Chapter 11B. Strengthening
the Enabling Environment: Addressing Violence Against Women] Studies found high rates of
violence, sexual coercion and abuse among HIV-positive pregnant women, particularly
when accessing HIV testing or during disclosure.
Gap noted, for example, in Nigeria (Ezechi et al., 2009); Zimbabwe (Shetty et al.,
2008a); Malawi (Bobrow et al., 2008); Kenya (Kiarie et al., 2006; Gaillard et al., 2002:)
and South Africa (Dunkle et al., 2004).
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2. Additional efforts are needed to improve information and counseling about HIV during
ANC to ensure that pregnant woman and their sexual partners have adequate information.
Studies found signiﬁcant numbers of pregnant women received HIV tests with no counseling and reported that HIV testing was a mandatory part of their antenatal care. Studies
also found that HIV-positive women feared transmitting HIV to their babies through
casual contact. Studies found some providers assured women that treatment guaranteed
that there would be no vertical transmission. In addition, studies found that some couples
erroneously believed that sex during pregnancy causes miscarriages.
Gap noted, for example, in India (Sinha et al., 2008; Van Hollen, 2007; Rogers et al.,
2006); Uganda (Medley et al., 2008a); Vietnam (Nguyen et al., 2008f; Brickley et al.,
2008); Kazakhstan (Sandgren et al., 2008); South Africa (Groves et al., 2008); Kenya
(Delva et al., 2006); Thailand (Teeraratkul et al., 2005); India, Thailand, Philippines and
Indonesia (Paxton et al., 2004a); and Nigeria (Onah et al., 2002).
3. Additional efforts are needed to ensure conﬁdentiality in testing. Studies found that women
were tested without their consent and that providers did not protect women’s conﬁdentiality.
Gap noted, for example, in Vietnam (Oosterhoff et al., 2008) and Turkey (Ersoy and
Akpinar, 2008).
4. Increased support is needed for HIV serostatus disclosure, particularly at key times such as
delivery, infant weaning, and at the resumption of sexual activity. Studies found that disclosure to partners was low and women reported needing additional support to disclose.
Gap noted, for example, in Côte d’Ivoire (Tonwe-Gold et al., 2009; Brou et al., 2007).
5. Further interventions are needed to provide couples counseling and testing to reduce seroconversion during pregnancy. Studies found that inadequate numbers of couples are counseled on safer sex during pregnancy and that despite national guidelines, repeat testing
during pregnancy is not routinely done.
Gap noted, for example, in South Africa (Peltzer et al., 2009, Moodley et al., 2009);
India (Vijayakumari et al., 2008); Swaziland (Keiffer et al., 2008); Zimbabwe (Tavengwa
et al., 2007) and in southern Africa (Rutenberg et al., 2001).
6. Multiple strategies are needed to promote male involvement in ways that meet pregnant
women’s needs. Studies found that some women found their partners’ involvement controlling and/or violent and other women wanted more autonomy in health decision-making.
Studies also found men lacked information on vertical transmission and felt excluded from
PMTCT programs.
Gap noted, for example, in South Africa (Maman et al., 2008b); Tanzania (Theuring et
al., 2008); and Uganda (Medley et al., 2008c; Medley et al., 2008d).
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7. Further interventions are needed to reduce barriers to HIV testing. Studies found that fear
of partner notiﬁcation, risk of domestic violence, the unreliability of rapid HIV tests, long
waiting times at the clinic, costs for transport, lack of childcare and the need for partner
consent were barriers to HIV testing. The impact of rapid testing during labor and delivery
for HIV-positive women has yet to be assessed.
Gap noted, for example, in a global review of PMTCT (Pai and Klein, 2009); and Uganda
(Homsy et al., 2007 cited in Pai and Klein, 2009).
8. Improved record keeping on HIV counseling, serostatus, and treatment is needed to
improve referrals and linkages with other health care services. A study found that record
keeping of HIV staging and CD4 counts was inadequate.
Gap noted, for example, in a review of maternal care practices in Africa (Rollins and
Mphatswe, 2008).
9. HIV testing must be linked to access to treatment.
Gap noted, for example, in Uganda (Dahl et al., 2008).

9C-2. Safe Motherhood and Prevention of Vertical Transmission: Treatment
All women have a right to a safe pregnancy (Freedman et al., 2005), including women living
with HIV. For pregnant women living with HIV there is no therapy or combination of therapies or medical procedures that can guarantee an HIV-negative infant (Anderson, 2005).
However, there are proven strategies that improve the health of the mother during pregnancy
and reduce the risk of mother-to-child transmission of HIV. The most important strategy is
for the woman to access health care services where she can be evaluated for the use of antiretroviral drugs, either for the treatment of her own health or for prophylaxis to reduce the risk
of mother-to-child transmission of HIV during pregnancy. “Antenatal care must include ‘fasttracking’ HIV-infected women into programmes providing holistic care, including treatment
with HAART…[with] HIV care to be integrated into routine antenatal care, and not [maintained] as a separate programme” (Sebitloane and Mhlanga, 2008: 496 and 498). Women who
are on a HAART regimen [ for their own health] have the least risk of perinatal transmission,
estimated at 1% (Stek, 2008). In addition, women on HAART [ for their own health] have a
much greater likelihood of an expanded lifespan, which results in a better quality of life for
the woman herself and reduces the likelihood of an intergenerational effect for orphans and
vulnerable children. [See also Chapter 12B. Care and Support: Orphans and Vulnerable Children]
In 2007, only 12% of pregnant women identiﬁed as being HIV-positive during antenatal
care were assessed to determine whether they were eligible to receive antiretroviral therapy for
their own health, and only 9% of those HIV-positive women who received PMTCT services
received HAART (UNAIDS, 2009e). “The best way to ensure that infants are not born with
HIV or acquire it during breastfeeding is to provide HIV-positive women the care they need
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for their own disease” (ITPC, 2009: 11). The 900 new cases of HIV in babies in developing
countries every day could be prevented (ITPC, 2009).4 “…Each new pediatric HIV infection is
considered a missed opportunity for prevention” (Abrams, 2007: 705).

Providers Should Consult the Most Recent Guidelines Regarding Medications’ Effect
in Pregnancy
Currently, there is no evidence of a signiﬁcant increased risk of birth defects associated
with the appropriate antiretroviral treatment before conception or during the ﬁrst trimester
(Antiretroviral Pregnancy Registry Steering Committee, 2007 cited in Coll et al., 2008).
Concerns remain about the use of efavirenz during the ﬁrst trimester, however, (Panel on
Antiretroviral Guidelines for Adults and Adolescents, 2009) and health care providers should
evaluate the most recent evidence when considering its use. A review of treatment options
found that prophylaxis with co-trimoxazole is still advisable for persons with CD4 counts
under 200, even if they are on HAART. Experts advise that once viral load is undetectable,
co-trimoxazole is no longer required. While co-trimoxazole is potentially teratogenic, WHO
recommends its use throughout pregnancy because the risk of life-threatening infection
among women with low CD4 counts or symptomatic HIV infection may outweigh other risks
(Watts and Mofenson, 2006). However, co-trimoxazole “should not be used as a substitute for
the availability of HAART regimens for pregnant women with advanced disease but rather as
an adjunct” (Watts and Mofenson, 2006: 1480). Health care providers should also check the
most up-to-date literature on nevirapine resistance when using nevirapine for PMTCT (Panel
on Antiretroviral Guidelines for Adults and Adolescents, 2009).

Nevirapine Resistance Is a Concern in Future Treatment Options
The WHO states “if a woman receives AZT during pregnancy, daily nevirapine is recommended for her child from birth until the end of the breastfeeding period” (WHO, 2009b).
While nevirapine may increase the numbers of infants with
HIV-free survival, treatment with nevirapine may preju“At least if they had put me on
dice future treatment for the HIV-positive infant (Lockman
ART I could take care of my baby
et al., 2007; Cofﬁe et al., 2008). For women who have
up to the second year and be sure
received nevirapine already for PMTCT, and then access
by the time I die the baby would
HAART, there are some concerns that prior use of nevibe able to at least live with others
rapine may hinder treatment. A study with 114 women in
easily. I have tried to talk to [the
the U.S. found resistance rates of up to 43% in women who
doctors] but till now I haven’t
had pregnancy-limited antiretroviral treatment (Paredes
started the medicine.”
et al., 2010). A study of 872 women in Zambia found that
—HIV-positive woman in a
HAART was less effective among women who had been
PMTCT program in Malawi
exposed to single dose nevirapine (Kuhn et al., 2009b).
(Bwirire et al., 2008: 1197)
As of November 2009, the WHO no longer recommends
single dose nevirapine for pregnant women living with HIV
4

Note: UNAIDS statistics for 2009 are even higher—about 1,178 per day (UNAIDS, 2009d).
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as a result of the potential to prejudice treatment options for mothers and transmit nevirapine
resistance to their infants (Kiptoo et al., 2008).

Starting ARVs Early in Pregnancy Can Improve Pregnant Women’s Health and
Reduce Vertical Transmission
In November 2009, the WHO released new recommendations for the use of ARVs in pregnant women. These guidelines recommend lifelong antiretroviral drug regimens for women
who need ARVs to protect their own health (based on severe or advanced clinical disease or
with the CD4 count at or below 350 cells/mm3, regardless of symptoms) and short-term prophylactic regimens to decrease the risk of HIV transmission to the baby during pregnancy, labor
and delivery and throughout the breastfeeding period (based on CD4 cell counts above 350 or
for women who do not require ARVs for their own health). Short-term prophylactic regimens
delivered to the baby during delivery and the breastfeeding period (should the mother choose
to breastfeed) are also recommended and will be discussed in the Delivery and Postpartum
sections of this document. Of note, the recommendation for initiating ARV treatment for
pregnant women has been raised from a CD4 count of <200 cells/mm3 to a CD4 count of
<350 cells/mm3, regardless of clinical staging of disease (WHO, 2009b). For women who
do not need ARV treatment for their own health, prophylaxis initiation to prevent mother-tochild transmission is now recommended at 14 weeks gestation instead of 28 weeks gestation
(WHO, 2009b). The planned effect of these recommendations is to start more women on
ARVs sooner, thus improving the health of HIV-positive pregnant women and decreasing the
risk of mother-to-child transmission of HIV (WHO, 2009b).

Questions Remain About ARVs and Pregnancy
As stated above, according to these recent WHO guidelines (WHO, 2009b), women with
CD4 counts below 350 should receive HAART for their own treatment needs. However,
while consensus has been reached with the WHO November, 2009 recommendations that
those with a CD4 count below 350 should initiate HAART, no conclusive studies have been
conducted concerning the optimal time to initiate treatment for those people with HIV whose
CD4 counts are above 350. [See also Chapter 7. Treatment] When a woman is on HAART with
CD4 counts below 350, HAART will improve her own health and drastically reduce vertical
transmission. When a woman has CD4 counts above 350, current recommendations are to
have the woman go on ARVs during pregnancy, at labor and delivery or postpartum for the
duration of breastfeeding. It is unknown at this time whether women who have CD4 counts
above 350 and who go on HAART to prevent perinatal transmission should continue with
HAART following pregnancy or breastfeeding or should stop HAART and resume HAART
when their CD4 counts go below 350.
While it is clear that those who go on ARV therapy for their own treatment needs should
not interrupt treatment (Fauci, 2009a, SMART Study Group, 2006), treatment interruption
for women who are on HAART simply to prevent perinatal transmission rather than for their
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own health needs has never been evaluated. The new WHO guidelines represent the current
consensus on best international practice for the use of ARVs in pregnant women in developing country settings for both the maintenance of the woman’s own health and the prevention of mother-to-child transmission of HIV (WHO, 2009b). Development of these guidelines
proceeded according to the WHO GRADE procedure and included costing analyses of the
different options under review (WHO, 2009b). Of course, many important questions remain
under consideration, including the long-term effects on the health of women who initiate ARV
therapy as prophylaxis to prevent mother-to-child transmission and then stop treatment (Panel
on Antiretroviral Guidelines for Adults and Adolescents, 2009). A study funded by NIH that
started in January 2010 with results expected in 2015 should answer this vital question. The
PROMISE Study (Promoting Maternal-Infant Survival Everywhere) is a multi-national clinical
trial in 18 countries that is being conducted by the International Maternal Pediatric Adolescent
AIDS Clinical Trials Group. It will examine the long-term effects on the health of women who
initiate ARV therapy as prophylaxis to prevent vertical transmission and then stop treatment
in addition to comparing the effectiveness of different drug combinations for the treatment of
PMTCT (NIAID Web Bulletin, January 21, 2010).
WHO recommends pregnant women who access HAART with CD4 counts above 350
(i.e., for PMTCT prophylaxis) should continue “through the end of the breastfeeding period”
(WHO, 2009b: 14); implying that women can stop HAART at the end of breastfeeding if their
CD4 count remains above 350. Until the results from the PROMISE study are available, the
question about what this might mean for the woman’s future treatment options remains.

Treatment Regimens for Preventing Vertical Transmission Vary Globally
It should be noted that the development of ARV regimens to treat pregnant women and prevent
vertical transmission is evolving and implementation varies around the world. For instance,
in Europe, the initiation of ARV therapy in pregnant women proceeds according to the same
CD4 count measurements as are used to initiate therapy within the general population, with
the goal of full suppression of HIV by the third trimester of pregnancy (European AIDS
Clinical Society, 2009). By contrast, in the United States, ARV therapy is now recommended
for all pregnant women, regardless of their CD4 counts (Panel on Antiretroviral Guidelines for
Adults and Adolescents, 2009).
It is important to note that the evidence base in this section does not yet reﬂect implementation of the November 2009 WHO guidelines. At the time of this writing, the ﬁnal WHO
guidelines, slated for publication in June 2010, remain pending (WHO, 2009b). The evidence
presented in this section should thus be considered in light of the new WHO guidelines and
pending research in the ﬁeld.
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What Works—Safe Motherhood and Prevention of Vertical Transmission: Treatment
1. Antiretroviral treatment regimens for pregnant women living with HIV can improve
the health of the mother when used as treatment and can reduce the risk of motherto-child transmission when used as prophylaxis.
2. For women who are pregnant and not eligible for HAART for their own health, shortcourse ARV therapy used for prophylaxis can reduce nevirapine resistance.
3. Extending an HIV-positive woman’s life increases the long-term survival of her infant.
4. National scale-up of HAART in pregnancy improves maternal and infant outcomes.
Promising Strategies:
5. Integrating ARV therapy into antenatal care, rather than referring women separately
for HIV treatment, may reduce time to treatment initiation for pregnant women living
with HIV.
6. PMTCT-Plus (family-focused) HIV care can increase the numbers of women and their
male partners who access testing and treatment.

EVIDENCE
1. Antiretroviral treatment regimens for pregnant women living with HIV can improve the
health of the mother when used as treatment and can reduce the risk of mother-to-child
transmission when used as prophylaxis. [See also 9E. Postpartum]
A systematic review of the literature on the relationship between pregnancy and HIV
disease progression in the context of HAART with six research studies found that “...the
general consensus remains that the potential side effects of HAART use for HIV-positive
women during pregnancy appear to be minimal, but further research is required”
(MacCarthy et al., 2009: S67). However, studies suggest that pregnant HIV-positive
women on HAART have the lowest risk of HIV disease progression, compared with
pregnant HIV-positive women on other forms of treatment (MacCarthy et al., 2009).
(Gray I) (HAART, pregnancy)
A 2007 Cochrane review on antiretrovirals used to prevent perinatal transmission of
HIV found that antiretroviral treatment during the perinatal period (antenatal and peripartum) signiﬁcantly reduced the risk of HIV transmission in comparison with placebo.
For zidovudine, the length of treatment was signiﬁcantly associated with risk of HIV
transmission. Longer treatments during the antenatal period appear to signiﬁcantly
lower infant risk of HIV acquisition. Moreover, for mothers, a short-course of zidovu-
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dine and lamivudine during pregnancy, labor, and postpartum along with a single dose
of nevirapine during labor is especially effective in reducing perinatal transmission. For
infants of HIV-positive mothers who have not received antiretroviral prophylaxis, treatment with a single dose of nevirapine along with one week of zidovudine reduced the
risk of HIV acquisition. No signiﬁcant adverse events were identiﬁed for either mothers
or their infants after antiretroviral use to prevent perinatal transmission (Volmink et al.,
2007). (Gray I) (PMTCT, treatment)
A study from the USA that analyzed data from 2,543 HIV-positive women attending
clinics at various sites correlating HAART use during pregnancy with maternal and
pregnancy outcomes found that the beneﬁts of antiretroviral treatment outweighed the
risks. Maternal outcomes assessed included hematologic, gastrointestinal, neurologic,
renal and dermatologic complications; gestational diabetes; lactic acidosis; and death.
Logistic regression analyses controlling for multiple covariates revealed HAART to be
independently associated with few maternal complications (Tuomala et al., 2005). (Gray
I) (treatment, HAART, PMTCT, United States)
Secondary data analysis from a completed randomized trial assessing nevirapine versus
zidovudine in reducing PMTCT in Uganda found that maternal viral load was the best
predictor of both early and late perinatal transmission. Treatment with HAART lowers
maternal viral load. Of 610 infants who were evaluated for HIV acquisition, 99 were
infected in the early transmission period (ﬁrst positive HIV RNA PCR obtained before
56 days of age) and 23 were infected in the late transmission period (after 56 days of
age). In the multivariate model, six to eight weeks postpartum maternal log10viral
load, with a hazard ratio of 3.66, was the strongest predictor of HIV transmission.
Pre-entry maternal log10 viral load was also signiﬁcantly associated with early transmission, hazard ratio of 2.11. (Mmiro et al., 2009). (Gray III) (treatment, HAART, PMTCT,
Uganda)
A study from Nigeria successfully demonstrated the transition from nevirapine for
PMTCT to HAART for both PPT and improved maternal health. With HAART, rates
following HAART (3.6%) were lower than PPT rates using ZDV plus nevirapine (5.2%)
or nevirapine only (7.1%) in 1,138 HIV-exposed babies. Almost half of the women delivered at home or in peripheral health facilities (Sagay et al., 2008). (Gray III) (PMTCT,
HAART, Nigeria)
A 2004–2007 study in South Africa followed 302 women, who initiated HAART at
an antenatal ARV clinic, and found a perinatal transmission rate of 5%. Women who
received more than seven weeks of HAART during pregnancy had a perinatal transmission rate of 0.3%. The study analyzed 689 women who had not previously received treatment for HIV and began treatment with HAART while pregnant. These women were
followed weekly for eight weeks until stable. HIV status was determined by HIV-1 DNA
testing. The study also routinely screened for syphilis. Women were excluded if they
conceived while initiating HAART. About 300 women were diagnosed with HIV during
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the current pregnancy. The study also found that 23% of women were aware of their
HIV status before conception and did not seek medical care until the third trimester.
Of 455 women providing data on delivery, 56.9% delivered vaginally, 25.7% underwent
cesarean sections for reasons not related to HIV and 17.4% had emergency cesarean
sections. Of 244 women who provided follow-up data, 80% experienced an increase in
CD4 cell count and of 211 women who provided data on viral load, 80.5% experienced a
decrease in viral load over 15 weeks. All infants born HIV-positive were born to women
who received seven or fewer weeks of HAART. “Recent data suggest that pregnancy is
associated with a lower risk of HIV disease progression, and experience with the ANC
ARV cohort supports this ﬁnding” (Tai et al., 2007 as cited in Black et al., 2008: 279).
This study was constrained by a national policy restricting viral load testing to twice a
year. Among women who did have viral load testing, 75.6% had an undetectable viral
load (Black et al., 2008). (Gray III) (treatment, HAART, pregnancy, South Africa)
A study assessing perinatal transmission in Botswana from 2006 to 2007 found an HIV
transmission rate of approximately 3.6% for women receiving antiretrovirals either for
prophylaxis for PMTCT only or as indicated for the mother’s health. Pregnant women
with CD4 counts above 200/μl received zidovudine starting at 28 weeks of gestation
until labor along with a single dose of nevirapine at the onset of labor. Women with CD4
counts below 200/μl initiated HAART before or during pregnancy. Uptake of either
short-term treatment or HAART was 90%. Dried blood spot HIV testing was completed
for 10,516 children born to HIV-positive mothers during the study period. Mothers who
initiated HAART before pregnancy were the least likely to transmit HIV to their infant
as opposed to women who initiated HAART during pregnancy, women who received a
short course of zidovudine and a single dose of nevirapine, women who received only
zidovudine, women who received only single dose nevirapine, and women who received
no treatment. The added beneﬁts of a single dose of nevirapine for mothers who had
received zidovudine for more than four weeks was found to be negligible, although for
mothers receiving no treatment a single dose nevirapine reduced MTCT by 40% (Tlale
et al., 2008). (Gray III) (HAART, PMTCT, Botswana)
A study from 1999 to 2005 of 551 infants born to HIV-positive women seen at GHESKIO,
Haiti, found that prior to HAART availability in 2003, infant mortality was 23 per 100
live births per year. Following the introduction of HAART for HIV-positive women,
infant mortality fell to 7 per 100 live births in 2005. In the cohort of 399 women given
exclusively single drug prophylaxis, the perinatal transmission rate was 10%. In the 60
women who received HAART the perinatal transmission rate was 1.9%. (Noel et al.,
2008). (Gray III) (HAART, PMTCT, Haiti)
A prospective cohort study from 2002 to 2006 enrolling HIV-positive pregnant women
in Latin America and Caribbean countries found that MTCT rates were very low, most
women had viral loads below 1000 copies/mL, almost all women were receiving antiretroviral treatment either for prophylaxis or for the mother’s health, and many women
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chose elective cesarean section to further reduce the risk of MTCT. Of 770 mother-infant
pairs included, 87 percent of women had viral loads below 1000 copies/mL, 99 percent
of women received one or more antiretrovirals during pregnancy, and 41 percent delivered through elective cesarean section. Less than one percent of infants were diagnosed
as HIV-positive at the end of the study period (Read et al., 2007). (Gray III) (treatment,
cesarean section, PMTCT, Latin America, Caribbean)
A study from the United States from 1997 to 2004 with 759 HIV-positive women (139
pregnant women and 620 non-pregnant women) receiving HIV care found that in
comparison to non-pregnant women, pregnant women had a lower risk of HIV disease
progression (deﬁned as an AIDS deﬁning event or death). All pregnant women were
treated with either HAART (86%) or non-HAART ART (14%). In comparison, 68%
of non-pregnant women were treated with HAART, 9% with non-HAART ART and
23% received no treatment. At the end of the study period 5% of pregnant vs. 7% of
non-pregnant women experienced an AIDS-deﬁning event only, 1% of pregnant vs.
11% of non-pregnant women died and 2% of pregnant vs. 7% of non-pregnant women
experienced both an AIDS-deﬁning event and death. Overall 8% of pregnant women
vs. 24% of non-pregnant women experienced an AIDS-deﬁning event or death. Other
predictors of disease progression included a baseline CD4 count of greater than 200
cells/mm3, a baseline HIV-1 RNA level of greater than 10,000 copies/mL, maternal age,
HAART duration, non-HAART ART duration and durable virologic suppression. The
effect of pregnancy on slower disease progression was still signiﬁcant after controlling
for these previously listed clinical variables. Finally, women with more than one pregnancy tended to have a lower risk of disease progression than women with only one
pregnancy; however, this association was not statistically signiﬁcant (Tai et al., 2007).
(Gray III) (pregnancy, HAART, United States)
A study from Côte d’Ivoire that enrolled HIV-positive pregnant women between 2003
and 2005 in an MTCT-Plus program found that antiretroviral treatment for pregnant
women, both indicated for the mother’s health as well as solely for PMTCT purposes,
was effective and safe. Women with CD4 counts below 200 cells/mm3 were considered eligible for HAART for their own health and received a treatment combination of
mainly zidovudine (ZDV), lamivudine (3TC), and nevirapine (NVP). Women not eligible
for HAART for their own health received a short course of ARVs, mainly ZDV and 3TC
from 32 weeks of pregnancy until 3 days postpartum and a single dose of NVP during
labor; ZDV from 28 weeks of pregnancy; single dose NVP; or ZDV and single dose NVP.
All infants in the sample received ZDV syrup for 7 days after birth and a single dose of
NVP 3 days after birth regardless of mother’s ARV regimen. Of the 261 HIV-infected
women identiﬁed and enrolled in the study, 57% (143) received short-course ARVs and
43% (107) received HAART. Overall, the HIV status of 97.4% (225) children was determined with 12 conﬁrmed HIV infections. The probability of peripartum HIV infection
was 2.2% for children born to mothers using HAART and 3.1% for children born to
mothers using short-course ARVs. The only factor found to be signiﬁcant in peripartum
W H AT W O R K S F O R W O M E N A N D G I R L S

239

HIV acquisition was low birth weight, while infant feeding practice, gender, maternal
ARV regimen, CD4 count and age were not signiﬁcant. (Tonwe-Gold et al., 2007). (Gray
III) (PMTCT-Plus, HAART, PMTCT, Côte d’Ivoire)
A 2002 study in Nigeria found that among the 32 women who were given HAART,
transmission of HIV to infants was 9.1%. Among the 22 women who had single dose
nevirapine in labor there was a transmission rate of over 33%. The best outcome was
among those that had HAART, an elective C-section and did not breastfeed; none of the
babies were HIV-positive at 18 months. “It is recommended that the single dose nevirapine be abandoned in favour of combination treatment… The single dose nevirapine
….may lead to the spread of a nevirapine-resistant strain” (Chama et al., 2007: 134 and
136). (Gray III) (HAART, PMTCT, treatment, Nigeria)
A study in Mozambique from 2002 to 2005 of 985 HIV-positive pregnant women found
that HAART was more widely accepted than single-dose nevirapine in earlier studies,
with 80% completing a treatment protocol of HAART until six months postpartum
and beyond. Maternal mortality was 0.8%, with vertical transmission rates of 1.4% at
six months, equivalent to those developed countries (Marazzi et al., 2007). (Gray III)
(HAART, treatment, Mozambique)
A study in Jamaica with over 69,995 pregnant women presenting for antenatal care
between 2005 and 2007 found that the use of HAART decreased perinatal transmission from 6% to 1.6% in 3 urban areas and to 4.75% island-wide (Christie et al., 2008).
(Gray V) (antenatal care, HAART, PMTCT, Jamaica)
2. For women who are pregnant and not eligible for HAART for their own health, shortcourse ARV therapy used for prophylaxis can reduce nevirapine resistance.
A 2009 study from Thailand found that one month of zidovudine (ZDV 300 mg twice
daily) and didanosine (ddI400 mg once daily) following a single dose of nevirapine
(NVP) during labor prevented almost all NNRTI resistance. Two hundred and twenty
ARV-näive HIV-positive pregnant women with CD4 counts greater than 250 cells/mm3
receiving postpartum ZDV treatment during the third trimester, single dose NVP during
labor, and 1 month of ZDV/ddI were matched with women (with similar CD4 counts)
receiving ZDV treatment during the third trimester and single dose NVP during labor
(but no postpartum treatment). Resistance mutations were found in 1.8% of women
who received the 1 month postpartum ZDV/ddI and in 20.7% of the women who did
not receive postpartum treatment (Lallemant et al., 2009). (Gray III) (PMTCT, treatment, Thailand)
A study from Thailand that enrolled 169 HIV-positive pregnant women (28 to 38 weeks
gestation) from 2006 to 2008 found that postpartum antiretroviral treatment for at
least 7 days after a single dose of intrapartum nevirapine (NVP) signiﬁcantly reduced
the development of NVP resistance. Women included in the study had CD4 counts of
greater than 250 cells/mm3, may or may not have received zidovudine (ZDV) during
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their current pregnancy or a past pregnancy, and were not intending to receive ART
within 8 weeks postpartum. Overall, 169 women received either ZDV, didanosine (ddI),
and lopinavir/ritonavir (LPR/r) for 7 days postpartum; ZDV and ddI for 30 days postpartum; or ZDV, ddI, and LPV/r for 30 days postpartum (after receiving intrapartum
single dose NVP). These 3 treatment groups were compared to a historic control group
from a 2001 to 2003 study of 119 women who had received prenatal ZDV treatment and
intrapartum single dose NVP, but no postpartum treatment regimen. In comparison
to the control group, women receiving any of the three postpartum treatments had a
signiﬁcantly lower risk of developing NVP resistance (Van Dyke et al., 2009). (Gray III)
(PMTCT, pregnancy, treatment, Thailand)
A study enrolling HIV-positive pregnant women not requiring HAART for their own
health in Côte D’Ivoire, Cambodia and South Africa from 2006 to 2007 found that a
combination of tenofovir disoproxil fumarate and emtricitabine taken along with singledose nevirapine at delivery and for 7 days postpartum was effective in preventing nevirapine resistance and was well tolerated. All study participants also received antenatal
zidovudine. Of 38 women included in the study no resistance mutations for any antiretroviral were detected one month after delivery and no cases of MTCT were found. Nine
serious adverse events were documented in women and eleven in infants, including
four infant deaths, although these were determined unlikely to be related to antiretroviral exposure (TEmAA ANRS 12109 Study Group et al., 2009). (Gray III) (PMTCT,
HAART, treatment, Côte d’Ivoire, Cambodia, South Africa)
A study in South Africa between 2005 and 2007 showed that prevention of perinatal
transmission of HIV through combined use of ZDV from 34 weeks of pregnancy and a
single dose of NVP during delivery reduced NVP resistance rates reported by previous
studies. Seventy-six pregnant women not yet qualiﬁed for antiretroviral treatment (CD4
count above 200/μl and no AIDS deﬁning illness) were included in this study, with 13
(17.1%) presenting NVP resistance mutations approximately 6 weeks after delivery (van
Zyl et al., 2008). (Gray III) (PMTCT, treatment, South Africa)
3. Extending an HIV-positive woman’s life increases the long-term survival of her infant.
A review of seven randomized MTCT intervention trials looked at the effect of maternal
health, infant HIV infection, feeding practices and age at acquisition of infection on
the rate of child mortality among 3,468 African children born to HIV-positive women.
Child mortality was associated with maternal death, CD4 cell counts <200 and infant
infection and varied by region (east, west and southern Africa), with overall rate of more
than 50% of vertically infected children dying by age 2 (Newell et al., 2004). (Gray II)
(PMTCT, child mortality, feeding practices)
A retrospective cohort study with more than ten years of follow-up in Malawi found
that mortality in children less than ﬁve years was much higher in children born to
HIV-positive mothers than in those born to HIV-negative mothers. Among those with
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HIV-positive mothers, mortality was 27% as infants, 46% for those under ﬁve years, and
49% for those under ten years of age. For those with HIV-negative mothers, mortality
was 11% as infants, 16% under the age of ﬁve, and 17% under the age of ten (Crampin
et al., 2003). (Gray III) (PMTCT, child mortality, Malawi)
Children left motherless are 3 to 10 times more likely to die within two years than children who live with both parents (UNFPA, 2000a). (Gray IV) (orphans, child mortality)
4. National scale-up of HAART in pregnancy improves maternal and infant outcomes.
A retrospective review of clinical records of 571 HIV-positive pregnant women in antenatal care in Jamaica between 2002 and 2006 found that national scale up of HAART
improved maternal and infant outcomes. Acceptance of HAART increased: from 2002–
2004, HAART was used by 2 to 3% of pregnant women; by 2006, 62% of HIV-positive
women accessed HAART during pregnancy. From 2002 to 2005, zidovudine and/or
nevirapine were used. For all four years, 24 maternal deaths occurred. Of these, 23 or
96% occurred in those who took zidovudine/nevirapine, with only one death or 4%
occurring in those who accessed HAART. By bringing viral load to an undetectable level,
HAART has minimized the “chance of perinatal transmission to under 2% in Kingston
and under 5% islandwide” (Johnson et al., 2008: 221). Between 2002 and 2005, only 1%
received HAART despite 8% of patients having been clinically assessed as warranting
HAART. In 2008, “we offer four-drug HAART…. to all HIV-infected women who are
diagnosed early in pregnancy, with island-wide uptake consistently approaching 90%
regardless of the woman’s individual disease stage” (Johnson et al., 2008: 221). Recent
island-wide upgrade of lab facilities allowing wide availability of CD4 counts and viral
loads has “already minimized peripartum deaths in pregnant women with HIV infection” (Johnson et al., 2008:220). (Gray III) (HAART, treatment, PMTCT, Jamaica)
A review of PMTCT programs in Ukraine found substantial improvements in MTCT on
a national level. MTCT rates decreased from 15.2% in 2001 to 7% in 2006. By January
2008, 3,356 mother-child pairs had received PMTCT services. Among women receiving
no ARV prophylaxis, the PPT rate was 26.7%, decreasing to 15.7% for women who
received single dose nevirapine, 7% for women receiving zidovudine; 9.2% for women
who received both zidovudine and single dose nevirapine and 3.9% among women who
accessed HAART. Maternal HIV clinical disease stage (WHO clinical stages 1 and 2) as
compared to WHO clinical stages 3 and 4 were not signiﬁcantly associated with PMTCT.
PMTCT rates more than halved between 2001 and 2006, with a PMTCT rate of one in
14 in 2006. Use of HAART is planned for all HIV-positive women in Ukraine’s next
PMTCT program. Most women received their ﬁrst HIV diagnosis in pregnancy (Thorne
et al., 2009). (Gray III) (PMTCT, treatment, HAART, Ukraine)
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Promising Strategies:
5. Integrating ARV therapy into antenatal care, rather than referring women separately for
HIV treatment, may reduce time to treatment initiation for pregnant women living with
HIV. [See also Chapter 13. Structuring Health Services to Meet Women’s Needs]
An evaluation in Zambia that compared integration of antiretroviral therapy in antenatal
care to referral to ART care found that where antiretroviral therapy was integrated with
antenatal care, women were more than twice as likely to be enrolled while pregnant and
within 60 days of HIV diagnosis and to have initiated ART while pregnant. Between
2007 and 2008, 13,917 women started antenatal care more than 60 days before the
intervention rollout and constituted the control cohort; 17,619 women started antenatal
care after ART was integrated into ANC and constituted the intervention cohort. Of
the 1,566 patients found eligible for ART, 376 out of 846 (44.4%) enrolled while pregnant and within 60 days of HIV diagnosis as compared with 181 of 716 (25.3%) who
were referred for ART. 278 out of 846 (32.9%) of women who accessed ART in integrated services in ANC initiated ART while pregnant compared to 103 of 716 (14.4%) of
those who were referred for ART. Women found to be HIV-positive through antenatal
testing had a specimen routinely sent for a CD4 cell count. Separate ART facilities were
located on the same premises but physically separate and separately staffed (Killam et
al., 2009). (Gray III) (treatment, PMTCT, antenatal care, Zambia)
A study of 872 women in Zambia found that HAART was less effective among women
who had been exposed to single dose nevirapine. HIV-positive women who had received
single dose nevirapine between 2001 and 2005 who could be contacted were evaluated for eligibility for HAART if they had CD4 counts under 200 or viral counts under
35 and evidence of WHO clinical disease stage 3” (Kuhn et al., 2009b). . Mortality in
women who met ART eligibility criteria was high with 23.7% mortality by 24 months
in the era before ART became available. Of 161 single dose nevirapine exposed women
who were still on HAART after six months, 70.8% achieved a viral load less than 400
copies per milliliter and 40.4% achieved a viral load less than 50 copies per milliliter. Of
eight women exposed to single dose nevirapine within six months of starting HAART,
only three achieved a viral load of less than 400 copies per milliliter by six months
after therapy compared with 59.1% of 22 women who started HAART within six to 12
months after single dose nevirapine and, 72.1% of 61 who started HAART within 12 to
24 months, and 77.1% of 70 who started more than 24 months after exposure. “With
HIV treatment programs now in place, women should be screened for ART during pregnancy” (Kuhn et al., 2009b: 135). “If ART is available, pregnant women should be prioritized and started on therapy if eligible as a matter of urgency… These results emphasize
the importance of establishing appropriate referrals and coordination between services
so that pregnant HIV-infected women can be triaged for ART if appropriate” (Kuhn et
al., 2009b: 136). (Gray III) (HAART, PMTCT, Zambia)
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Training a key obstetrician on antiretroviral treatment at a medical center in Tanzania
resulted in 25 women needing HAART gaining timely access to treatment (Ginsburg et
al., 2007). (Gray V) (providers, training programs, HAART, Tanzania)
In a study at Coronation Women and Children Hospital, South Africa, data were gathered from HIV-positive women attending antenatal care from June 2004 to July 2005 to
evaluate linking antenatal with antiretroviral treatment (ARV) services. After a patient
record review, interventions were implemented to strengthen service linkages and integrate ARV treatment within antenatal care. Laboratory investigations were streamlined,
including CD4 cell count testing at the ﬁrst antenatal visit. MTCT risk for women initiating ARV treatment was compared with that of women-infant pairs receiving singledose nevirapine (sd-NVP). In total, 164 pregnant women initiated ARV treatment and
863 received sd-NVP. After changes to service delivery, time-to-treatment initiation was
reduced from a median of 56 days to 37 days. The risk of MTCT for women receiving
ARV treatment was lower than for those given sd-NVP (van der Merwe et al., 2006).
(Gray V) (PMTCT, treatment, antenatal care, South Africa)
6. PMTCT-Plus (family-focused) HIV care can increase the numbers of women and their
male partners who access testing and treatment.
A study from Côte d’Ivoire evaluating an MTCT-plus program from 2003 to 2005 found
a signiﬁcant increase in antiretroviral treatment initiation and high rates of retention in
care for women and their partners. Of the 605 women enrolled during the study period,
fewer than 2% of women and 9% of their partners were receiving antiretroviral treatment prior to enrollment in the program, in comparison to 41.5% of women and 65%
of their partners after enrollment at the close of the study period. Retention rates were
also high: only 2.5% of women and 5.5% of partners initiating ART were lost to followup, while 2% of women and 0% of partners not eligible for ART were lost to follow-up
(Tonwe-Gold et al., 2009). (Gray III) (PMTCT-Plus, treatment, Côte d’Ivoire)
A study in rural Uganda providing PMTCT-Plus resulted in vertical HIV transmission
rate dropping from over 27% to 8%; a HAART adherence rate of more than 95% for
80% of clients and an overall 36-month mortality rate of 8%. The program reached
16,000 pregnant women, 1,454 children and 683 men with VCT and HIV services.
Services consisted of patient monitoring using WHO clinical staging, generic antiretroviral drugs and rapid HIV testing. Social services included nutrition interventions,
loans and home based water chlorination. All services were incorporated into reproductive health services (Lukoda and Gibson, 2008). (Abstract) (PMTCT-plus, HAART,
PMTCT, HIV testing, Uganda)
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Gaps in Programming—Treatment
1. Interventions are needed to increase knowledge of PMTCT-Plus programs among
women and the community and to reduce stigma and discrimination directed toward
HIV-positive mothers.
2. Interventions are needed to inform women IDUs of harm reduction early in pregnancy.
3. Well functioning laboratory systems are needed to measure viral load via PCR to
assess effectiveness of treatment.
4. Interventions are needed to address gender inequity related to uptake and adherence
of ART and ARV prophylaxis.

1. Interventions are needed to increase community knowledge of PMTCT-Plus programs and
to reduce stigma and discrimination directed toward HIV-positive mothers. [See also Chapter
11F. Strengthening the Enabling Environment: Reducing Stigma and Discrimination] Studies
found that single dose nevirapine for HIV-positive mothers to prevent vertical transmission which is currently contraindicated by WHO is still widely used. Studies found that
providers do not expect pregnant women living with HIV to be sexually active and do not
have adequate training or counseling skills. Providers and community members blamed
women for being HIV-positive and for becoming pregnant.
Gap noted, for example, in South Africa (Sprague, 2009), Botswana (Kebaabetswe,
2007) and Zimbabwe (Feldman and Masophere, 2003).
2. Interventions are needed to inform women injection drug users of harm reduction early in
pregnancy. [See also Chapter 4B. Prevention for Key Affected Populations: Women Drug Users
and Female Partners of Male IDUs] A study of PMTCT programs found that women IDUs
were the least likely to receive treatment and only to be tested for HIV during labor. No
linkages were found between PMTCT programs and harm reduction programs. Women
IDUs fear accessing health services for fear of losing custody of their children. Another
study found that continuous methadone treatment for female IDUs during pregnancy is
associated with earlier antenatal care and improved neonatal outcomes.
Gap noted, for example, in Ukraine (Thorne et al., 2009); Australia (Burns et al., 2006);
and for female IDUs in numerous countries (Pinkham and Malinowska-Sempruch,
2008; HRW, 2005 cited in Pinkham and Malinowska-Sempruch, 2008).
3. Well functioning laboratory systems are needed to measure viral load via PCR to assess
effectiveness of treatment. A study noted “In Africa, access to viral load assessment is
extremely limited, and patients must wait until immunologic or clinical deterioration is
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manifested before being switched to new drugs, which reduces future treatment options
and increases the risk of transmission.”
Gap noted generally in Africa (Ford et al., 2009b: 1809).
4. Interventions are needed to address gender inequality related to uptake and adherence of
ART and ARV prophylaxis. [See Chapter 7. Treatment]

9D. Safe Motherhood and Prevention
of Vertical Transmission: Delivery
There is little evaluated evidence available regarding delivery options for HIV-positive women,
though research has shown that by substantially lowering viral load, HAART can diminish the
advantage of a cesarean section in reducing perinatal transmission (Sagay et al., 2008; Sharma
and Spearman, 2008). Cesarean sections are not always available or safe in many developing
country settings. In situations where a safe cesarean section can be provided however, further
research is needed to determine whether HIV-positive women suffer more adverse events due
to the procedure. Further research is also needed on whether elective cesarean sections provide
PMTCT beneﬁts for HIV-positive pregnant women who have viral loads lower than 1,000
copies/mL (Anderson and Cu-Uvin, 2009). While cesarean
sections may not be the best option for the delivery for
HIV-positive women in resource poor settings, they remain
necessary surgical procedures in some cases to reduce the
“I had to clean myself alone.
maternal mortality associated with difﬁcult deliveries.
They did not clean the baby.”
In vaginal deliveries, routine episiotomies have been
—HIV-positive woman,
shown to be particularly risky for HIV-positive women. A
postpartum, Dominican Republic
study in South Africa of 241 HIV-positive women compared
(Human Rights Watch, 2004j: 30)
to 427 HIV-negative women who gave birth and were evaluated at four intervals (within 72 hours post delivery, and at
one, two, and six weeks) for clinical signs of postpartum infection, found that episiotomy was
associated with a two-fold increased risk of postpartum infections among the HIV-positive
women. Among HIV-positive women with low CD4 counts, the risk of postpartum infection
associated with episiotomy was even higher. Because the majority of postpartum infections
were detected at the one-week review, it is important to have a skilled attendant examine the
woman postpartum within the week following delivery (Sebitloane et al., 2009).
The mode of delivery does not seem to affect HIV disease progression. A study from
1990 to 2004 in the United States found no difference in HIV-related disease progression
after delivery for HIV-1-positive women delivering through elective cesarean section (before
membrane rupture), non-elective cesarean section (after membrane rupture), or vaginally. Of
the 1,491 births where mode of delivery was documented, 1,087 were vaginal, 183 were elective
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cesarean, and 221 were non-elective cesarean and the mode of delivery was not associated with
viral load increase or CD4 count decrease within 18 months after delivery or progression to
AIDS or death within an average of 2.7 years after delivery (Navas-Nacher et al., 2006).
Globally many HIV-positive women experience stigma and discrimination during labor and
delivery. Health care providers need training to reduce this stigma and discrimination against
HIV-positive women in the delivery setting. They also need access to appropriate personal
protective equipment (PPE) such as gloves, gowns, needleless systems and eye shields so that
they can protect their own health as they care for their patients (WHO, 2009f). [See Chapter
13. Structuring Health Services to Meet Women’s Needs] Health care providers must ensure
HIV-positive women’s conﬁdentiality regarding HIV serostatus. HIV-positive women, as all
women, need support and information about their choices in childbirth.
As previously mentioned in the introduction to the treatment section above, the WHO
released new guidelines in November 2009 for the use of ARVs in pregnant women that
expands treatment to women with CD4 counts below 350 cells/mm3, rather than below 200
cells/mm3 and provides for earlier ARV prophylaxis at 14 weeks gestation, rather than 28
weeks gestation (WHO 2009b). The consequence, once countries choose and scale up their
medication regimens, is that more women should receive ARV treatment or prophylaxis, which
should result in lower viral loads at delivery. With adequate training and adequate access to
PPE, this should decrease the occupational risk exposure to HIV by health care providers and
minimize the stigma and discrimination directed toward HIV-positive women that is rooted in
health care provider fear of HIV acquisition. At present, research is very limited in this area.
Implementing high quality, non-stigmatizing maternal health services may encourage more
women living with HIV to give birth in safer settings.

What Works—Safe Motherhood and Prevention of Vertical Transmission: Delivery
Promising Strategies:
1. The use of antiretroviral drug regimens for either treatment of the mother’s health or
prophylaxis to prevent mother-to-child transmission of HIV may reduce the advantage
of cesarean over vaginal deliveries.

EVIDENCE
Promising Strategies:
1. The use of antiretroviral drug regimens for either treatment of the mother’s health or
prophylaxis to prevent mother-to-child transmission of HIV may reduce the advantage of
cesarean over vaginal deliveries.
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A study in Nigeria of 1,138 babies exposed to HIV found that with HAART, PMTCT
rates following C-section (3.6%) was not different from vaginal delivery (3.53%) (Sagay
et al., 2008). (Gray IV) (PMTCT, HAART, cesarean section, delivery, Nigeria)
Because the risk of perinatal transmission of HIV is directly proportional to maternal
viral loads, for women who have either very low or undetectable viral loads, there may be
no additional beneﬁt to cesarean section delivery. “For those [women] on highly active
antiretroviral therapy who have undetectable or low viral loads, the added beneﬁt of
cesarean delivery is not established and is probably negligible” (Sharma and Spearman,
2008: 414). (Gray V) (PMTCT, cesarean section, delivery HAART)

Gaps in Programming—Delivery
1. Efforts are needed to ensure HIV-positive women have information on birthing
options and the right to make choices based on that information.
2. Interventions are needed to ensure that stigma from health care workers does not
discourage HIV-positive women from giving birth in safer settings.
3. Efforts are needed to to ensure that health care workers protect the confidentiality of
HIV-positive women’s serostatus.
4. Interventions are needed to provide HIV testing and counseling during labor and
delivery that respects informed consent.
5. Health care providers must have access to personal protective equipment such
as gowns, gloves, needle-less systems and eye protection to decrease the risk of
occupational exposure.

1. Efforts are needed to ensure HIV-positive women have information on birthing options
and the right to make choices based on that information. Studies found that HIV-positive
women were not given information on birthing options.
Gap noted, for example, in Ukraine and Brazil (Yaremenko et al., 2004).
2. Interventions are needed to ensure that stigma from health care workers does not
discourage HIV-positive women from giving birth in safer settings. [See also Chapter 11F.
Strengthening the Enabling Environment: Reducing Stigma and Discrimination] Studies found
that HIV-positive women experienced discrimination by providers in ANC services or did
not attend ANC services due to fear of mistreatment by health providers.
Gap noted, for example, in Thailand (Teeraratkul et al., 2005), Cote d’Ivoire (Painter et
al., 2004) and Vietnam (Hong et al., 2004).
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3. Efforts are needed to ensure that health care workers protect the conﬁdentiality of
HIV-positive women’s serostatus. A study found that health workers violated women’s
conﬁdentiality.
Gap noted, for example, in Ukraine (Yaremenko et al., 2004).
4. Interventions are needed to provide HIV testing and counseling during labor and delivery
that respects informed consent. [See Chapter 6. HIV Testing and Counseling for Women and
9C-1. Testing and Counseling]
5. Health care providers must have access to gowns, gloves, needle-less systems and eye
protection to decrease the risk of occupational exposure to HIV. [See Chapter 13. Structuring
Health Services to Meet Women’s Needs]

9E. Safe Motherhood and Prevention
of Vertical Transmission: Postpartum
Postpartum interventions to prevent vertical transmission of HIV include protecting the health
of the mother with ARV treatment and providing ARV prophylaxis to the mother and/or the
baby to reduce HIV transmission via breastfeeding. Contraception counseling for women in
order to space their next pregnancy or prevent an unintended pregnancy is also a critical—
though often overlooked—component of postpartum
intervention planning in PMTCT for HIV-positive women
(Wilcher et al. 2008).
“Scientiﬁc messages…need to be
The beneﬁts of ARV treatment for women living with
clariﬁed. Women are told both
HIV have been previously discussed. ARV treatment for
that ‘Breastfeeding is a mode of
infants and children can also provide excellent prospects
HIV transmission’ and ‘Exclusive
for survival into adulthood. However, without antiretroviral
breastfeeding is a mode of
treatment, approximately half of children with perinatal
prevention’”
infection die before two years of age (Newell et al., 2004,
(Desclaux and Alﬁeri, 2009: 825).
cited in Abrams, 2007). “International approaches for
preventing MTCT of HIV now focus on child survival, not
just HIV transmission, as the appropriate outcome to measure success of PMTCT programs.
Ultimately, the goal is a live and healthy, HIV-negative child and an alive and healthy mother
to care for that child” (Jackson et al., 2009: 226).

Four Interventions to Reduce Postnatal Transmission
What works best to prevent postnatal transmission via breastfeeding has been the subject of
much scrutiny. A 2009 Cochrane review, based on six randomized control trials and one intervention cohort study (data from 1980–2008) found four interventions effective in reducing
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postnatal HIV transmission. These interventions included: 1) decreasing the duration of
breastfeeding through complete avoidance or early cessation; 2) lowering maternal viral load
in breast milk through the use of maternal antiretrovirals or treating breast milk with heat
or chemicals to deactivate the HIV virus; 3) providing mothers with adequate education and
counseling so that they understand how to breastfeed properly and the importance of exclusive breastfeeding when exclusive replacement feeding is not feasible, and how to treat breast
abnormalities such as mastitis (which increases the risk of transmission); and 4) improving
infant’s defense against HIV transmission through extended antiretroviral prophylaxis during
breastfeeding (Horvath et al., 2009). “Identiﬁed risk factors for transmission during breastfeeding include increased severity of maternal disease, mastitis and breast abscess, mixed
infant feeding, maternal seroconversion during lactation, lower maternal CD4 cell count, and
higher maternal HIV viral load” (Mmiro et al, 2009: 32).

Formula Feeding May Increase Infant Mortality Where There is No Access to Clean
Water
Infant formula feeding may avert transmission of HIV via breastfeeding. However, there are
more than one billion people globally without adequate access to clean water, leading to over
1.8 million child deaths from diarrhea and other diseases caused by unclean water and poor
sanitation. In settings prevalent in most of the developing world where there is no access
to safe, clean drinking water, HIV-positive women who use infant formula may see their
baby, who was born HIV-negative, die from diarrheal diseases if fed formula. “Several studies
conﬁrm that the beneﬁts of shortening breastfeeding are offset by adverse outcomes in those
infants who escape infection” (Kuhn et al., 2009a: 83). Globally, breastfeeding leads to about
300,000 HIV-positive infants every year, while at the same time, UNICEF estimates that not
breastfeeding and having infants formula fed with contaminated water leads to approximately
one and a half million child deaths per year (Fletcher et al., 2008). Additionally, concerns have
been raised that promoting infant formula as a best practice to prevent vertical transmission
may have negative consequences by decreasing breastfeeding of infants.
For women who do not have access to ARVs for either treatment or MTCT prophylaxis and
who do not have access to clean water to make formula feeding safe, health providers have been
advising breastfeeding. Many studies have shown that mixed feeding increases the risk of HIV
transmission from the HIV-positive mother to her infant. Experts thus advise that it is better
for an HIV-positive mother to exclusively breastfeed than to breastfeed and add any additional
nutrition in the way of food or water prior to six months (Kuhn et al., 2009a). After six months,
for HIV-positive mothers who do not have access to clean water, infant survival is increased by
continued breastfeeding and adding additional nutrients for the child. Breastfeeding beyond
six months, however, may increase the risk of HIV infection of the infant to 9.68% by the time
the infant is two years old (Taha et al., 2007). Experts advise that infants who are HIV-positive
should be breastfed. However, in most cases, the choice of feeding is often decided before the
mother knows her infant’s serostatus.
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“There is no doubt that there are small groups in resource-constrained countries with basic
and essential services that allow the hygienic preparation of formula milks. However, for the
child population as a whole, the unrestrained promotion of formula is generally harmful…
exclusive breastfeeding, which is threatened by the HIV epidemic, remains an unfailing anchor
of child survival” (Coutsoudis et al., 2008: 210). Feeding choices can be laden with stigma as
well. HIV-positive women may face heavy stigma from partners, families and communities if
they formula feed their infants, yet if they do not formula feed, they may fear HIV transmission to their infants.

New Guidelines About Infant Feeding Still Leave Unanswered Questions
The WHO rolled out a new policy on infant feeding in November 2009 (WHO, 2009a: http://
whqlibdoc.who.int/publications/2009/9789241598873_eng.pdf), which elaborates on an
earlier WHO policy for infant formula to be used for HIV-positive women when it is “affordable, feasible, acceptable, safe and sustainable” (WHO, 2006a). The newly issued recommendations from WHO now recommend that “mothers known to be HIV-infected (and whose
infants are HIV-uninfected or of unknown HIV status) should exclusively breastfeed their
infants for the ﬁrst six months of life, introducing appropriate complimentary foods thereafter,
and continue breastfeeding for the ﬁrst 12 months of life. Breastfeeding should then only stop
once a nutritionally adequate and safe diet without breastfeeding can be provided” (WHO,
2009a: 15). HIV-positive women should also know that breastfeeding does not harm their own
health (Taha et al., 2006, Allen et al., 2007a, Lockman et al., 2009, Wilfert and Fowler, 2007).
The November 2009 WHO guidelines state that if infant formula is given to prevent perinatal
transmission, the following conditions are needed: safe water and sanitation assured at the
household level and in the community; the mother or other caregiver can reliably provide
sufﬁcient infant formula milk to support normal growth and development of the infant; the
mother or caregiver can prepare it cleanly and frequently enough so that it is safe and carries a
low risk of diarrhea and malnutrition; the mother can, in the ﬁrst six months, exclusively give
infant formula milk; and the family is supportive of this practice; and the mother or caregiver
can access health care that offers comprehensive child health services (WHO, 2009b: 19).
The WHO also recommends that if mothers are started late in pregnancy on ART, or have
not achieved full viral suppression, that infants be given daily AZT or NVP from birth until
six weeks of age (WHO, 2009b). However, the impact on future treatment options should
an infant become HIV-positive while on this regimen are unclear. Studies show that infant
prophylaxis can decrease breast milk transmission. However, “…it is difﬁcult to translate these
research ﬁndings into policy for resource-limited countries. No consensus has been reached yet
about the duration of prophylaxis and the antiretroviral drugs to use” (Mnyani and McIntyre,
2009: 73).
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Infant Feeding Research Offers Complex and Contradictory Advice
In the absence of HAART or safe conditions for infant feeding, questions remain on how long
HIV-positive women should breastfeed to minimize the risk of HIV transmission but reduce
the risk of their infant dying from diarrheal disease.
While WHO recommends breastfeeding to avert infant deaths due to diarrheal disease,
breastfeeding beyond six months increases the risk of HIV transmission to the infant. One
study analyzed the results of a clinical trial from 2001–2003 in Malawi, Tanzania and Zambia
that followed infants born to HIV-positive mothers over 12 months and found that of 1,979
infants, 404 (20.4%) acquired HIV. Breastfeeding longer than six months increased risk of
HIV acquisition by infants. Late postnatal transmission was associated with lower CD4 cell
count and higher viral load at baseline. The analysis used data from the HIV Prevention Trials
Network Protocol, which was a randomized controlled trial. The trial provided counseling on
breastfeeding only with no information related to replacement feeding or other alternative and
all women received nevirapine (Chasela et al., 2008).
Infant feeding studies offer complex and sometimes contradictory advice on the best feeding
practices and the optimal time to wean for both averting HIV transmission and reducing infant
mortality (Palombi et al., 2007; Kagaayi et al., 2008; Kuhn et al., 2009c; Kuhn et al., 2010;
Taha et al., 2007; Becquet et al., 2008; Sarr et al., 2008; Kuhn et al., 2008; Thior et al., 2006;
Leroy et al., 2008 cited in Gray and Saloojee, 2008; Becquet et al., 2007; Rollins et al., 2008).
However, it is clear that for women who lack access to ARVs, the CD4 count is important
in the likelihood of HIV transmission to the infant (Kuhn et al., 2009c, Kuhn et al., 2010).
Ultimately, HAART for the mothers improves the likelihood that infants will not acquire HIV
via breastfeeding (Kuhn et al., 2009c).
Studies show that mixed feeding (when a mother both breastfeeds and provides any other
food, in addition to breast milk), particularly prior to the infant being four to six months of age,
can put the infant at a higher risk of acquiring HIV. Studies describe the increased statistical
risk of the infant acquiring HIV when mixed feeding is used, but do not describe the mechanism. It may be that the immature gut mucosa in an infant can be damaged by the introduction of other foods and nonhuman milk, thus leading to increased permeability enabling HIV
viral entry (Charurat et al., 2009) or it may be that when a mother does not breastfeed regularly she can develop mastitis, a painful inﬂammation of the breast. Mastitis may not always
be severe enough to compel a woman to receive medical care, however, studies have shown
that HIV-positive women with even subclinical cases of mastitis have a higher viral load in the
breast milk of the affected breast (Nussenblatt et al., 2006, Kasonka et al., 2006, Kantarci et
al., 2007). Further research is needed.
“While the international guidelines of exclusive breastfeeding for a six month period seem
to offer the least worst strategy for reducing mother-to-child transmission of HIV during
infancy, while conferring some immunity through breastfeeding post six months….[this]
translates into a complicated painful moral dilemma for HIV-positive mothers….” (Fletcher et
al., 2008: 307). How to reduce transmission postnatally remains challenging, as HIV transmission can occur during breastfeeding by a woman living with HIV to the infant, but infant
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formula feeding increases the risk of the infant dying of diarrheal disease. Women living
with HIV also face pressures from their partners, families and communities to breastfeed. In
many countries, formula feeding is associated with HIV and women who formula feed face
stigma. For example, in Botswana, free ARVs and infant formula are widely available, as is
safe drinking water; yet, more than half of women in a study did not formula feed their babies
due to stigma (Shapiro et al., 2003). PMTCT programs may also inadvertently increase stigma
against women living with HIV by having separate HIV facilities, home visits for HIV-positive
women, or providing infant formula (Thorsen et al., 2008). For women living with HIV who
have infants who are HIV-positive, breastfeeding is best, but women are often unable to know
their infant’s serostatus prior to deciding whether to breastfeed or not.
Further research is urgently needed to clarify what works best in infant feeding to prevent
perinatal transmission. “Prevention of mother-to-child HIV transmission during breastfeeding
remains one of the greatest challenges facing scientists, clinicians and women in the developing world… While awaiting further studies… promoting exclusive breastfeeding with safer
weaning and assuring ART for pregnant and postpartum women with advanced HIV will likely
prevent the majority of needless maternal and infant deaths” (Kuhn et al., 2009a: 90–91).

What Works—Safe Motherhood and Prevention of Vertical Transmission: Postpartum
1. ARVs, when used for treatment or prophylaxis, and can reduce mother-to-child HIV
transmission to infants.
2. Early postpartum visits can result in increased condom use, contraceptive use, HIV
testing and treatment.
Promising Strategies:
3. Provision of clean water, fuel and formula to HIV-positive mothers who wish to practice
exclusive formula feeding can result in low postnatal rates of HIV transmission to
infants.
4. Exclusive breastfeeding results in lower rates of HIV transmission to the infant than
mixed feeding.
5. Postnatal home visits by trained lay counselors may reduce mixed feeding.
6. Conducting HIV testing and counseling for women who bring their children for
immunization can increase the number of women accessing testing and treatment
services.
7. Community support groups can be highly beneficial for HIV-positive pregnant women
and mothers.
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EVIDENCE
1. ARVs, when used for treatment or prophylaxis, and can reduce mother-to-child HIV transmission to infants. [See also 9C-2. Treatment]
A randomized controlled trial from 2005–2008 in Burkina Faso, Kenya and South
Africa assessed both mothers’ health and mother-to-child transmission among
HIV-positive women whose CD4 count was between 200 and 500. The study found
that triple-antiretroviral treatment initiated during pregnancy and continued until six
months postpartum reduced the risk of transmission to infants and improved HIV-free
survival of infants compared to standard short-course antiretroviral therapy. At 12
months, 6.7% of the 402 infants whose mothers received triple-course antiretroviral
treatment had died compared to 10.2% of the 403 infants whose mothers received
short-course antiretroviral treatment. This effect was especially strong in women with
CD4 counts between 200 and 350. At 12 months, the rate of transmission from mother
to infant for triple-antiretroviral therapy was 5.5% compared to 9.5% for those who
received short-course antiretroviral treatment. The infants whose mothers received
triple-course antiretroviral therapy experienced a 42% risk reduction in HIV infections
and a 37% risk reduction of death at 12 months, for a combined 36% risk reduction of
either HIV infection or death. The study also found that triple-antiretroviral therapy had
low toxicity for mothers and infants. All infants received single-dose nevirapine plus
zidovudine in the ﬁrst 72 hours and all mothers received counseling on replacement
feeding or exclusive breastfeeding with weaning by six months. Formula was provided
free of cost (Kesho-Bora Study Group, 2009). (Gray I) (treatment, PMTCT, Burkina Faso,
Kenya, South Africa)
A study in Botswana (no date given) found a positive association between maternal
viral load (in both plasma and breast milk) and mother-to-child transmission after one
month in breastfed infants. 1,200 HIV-positive women at 4 sites were enrolled in the
study and randomized to either exclusively breastfeed for 6 months in combination
with infant zidovudine treatment or to exclusively formula feed. Mothers received antenatal zidovudine starting at 34 weeks of pregnancy along with intrapartum zidovudine
and either single-dose nevirapine or a placebo at delivery. During the study HAART
became available and women with CD4 counts below 200 cells/mm3 or AIDS deﬁning
illnesses were eligible for treatment either antenatally or postnatally. Infants received
single-dose of nevirapine or a placebo at birth along with one month of zidovudine prophylaxis for formula fed infants and six months for breastfed infants. After
17 months the study protocol was changed so that all infants received single-dose
nevirapine at birth. Of 1,116 infants alive and HIV-negative at birth, 1.1% of formula
fed and 1.3% of breastfed infants tested HIV-positive after one month. Of 547 breastfed
infants HIV-negative at one month, 4.4% tested HIV-positive before 2 years of age.
Only 4 formula-fed infants tested HIV-positive after one month but before 2 years
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of age. For breastfed infants, the only predictors of mother-to-child transmission
after one month of age were high maternal viral load and low maternal CD4 count.
Infant prophylaxis with zidovudine was not a signiﬁcant predictor of transmission.
No transmission was observed in breastfeeding mothers who had started treatment
with HAART before delivery. Similarly, no transmission was observed in breastfeeding mothers who had viral loads of less than 3,500 copies/mL. Maternal treatment
with single-dose nevirapine at delivery did not predict mother-to-child transmission
(Shapiro et al., 2009). (Gray II) (PMTCT, breastfeeding, formula feeding, treatment,
Botswana)
The Post-Exposure Prophylaxis of Infants (PEPI) trial in Malawi found that extended
infant prophylaxis with nevirapine or with nevirapine and zidovudine for the ﬁrst
14 weeks of life signiﬁcantly reduced breast-feeding acquired HIV-1 infection in
9-month-old infants. Between 2004 and 2007, 3016 breastfeeding infants were
randomly assigned to one of three different drug regimens. The control group received
single-dose nevirapine plus one week of zidovudine, the second group received the
control regimen plus daily extended prophylaxis with nevirapine (extended nevirapine group) and the third group received the control regime plus nevirapine and
zidovudine (extended dual prophylaxis group). At nine months (the primary end
point in the study), the estimated rate of HIV-1 infection in the control group was
10.6%. The extended nevirapine group had an infection rate of 5.2% and the extended
dual prophylaxis group had a rate of 6.4%. There were no signiﬁcant differences
between the two extended prophylaxis groups although the extended dual prophylaxis
group had a signiﬁcant increase in the number of adverse events which were thought
related to a study drug. This study demonstrated a protective efﬁcacy of more than
60% for the two extended prophylaxis groups at 14 weeks. Cumulative risk of postnatal infection between birth and 14 weeks was 8.4% in the control group and 2.8%
in the extended prophylaxis groups. This net difference of approximately 5% continued
at 24 months. (Kumwenda et al., 2008) (Gray II) (breastfeeding, treatment, PMTCT,
Malawi)
The Six Week Extended-Dose Nevirapine (SWEN) study combined study data from sites
in Ethiopia, India and Uganda to assess whether daily nevirapine given to breastfed
infants through six weeks of age would decrease HIV transmission from breastfeeding.
HIV-positive women who were breastfeeding their infants were randomized to receive
either single-dose nevirapine (during labor for the mother and after birth for the baby),
or six week extended dose nevirapine (during labor for the mother and after birth for the
baby) plus daily nevirapine doses for the baby from day 8 to 42. The primary goal of the
study was to assess HIV-infection rates at six months of age for infants who were HIV
PCR negative at birth. The study concluded that a six week regimen of daily nevirapine
might be associated with a reduction in the risk of HIV transmission at six weeks of
age but the lack of a signiﬁcant reduction of HIV transmission at the study end point
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of six months of age suggests that a longer course of daily infant nevirapine to prevent
HIV transmission via breast milk might be more effective.5 (Six Week Extended-Dose
Nevirapine (SWEN) Study Team, 2008) (Gray II) (breastfeeding, treatment, PMTCT,
Ethiopia, India, Uganda)
A 2001–2003 study in Tanzania assessing 398 infants of HIV-positive women intending
to breastfeed who were treated with zidovudine and lamivudine at antenatal clinics,
found a 3.8% transmission rate of HIV from mother-to-child at week six and a 4.9%
transmission rate after six months. The cumulative rate of HIV infection or death for
infants was 8.5% at six months. Women were treated with zidovudine or lamivudine
from 36 weeks gestation to one week post-delivery. Infants were treated with zidovudine
and lamivudine for the ﬁrst week of life and then lamivudine throughout six months of
breastfeeding. Follow-up appointments included infant feeding counseling and occurred
at weeks 1, 3 and 6 and months 3, 6, 9, 12, 15, 18, 21 and 24. Women were counseled to
breastfeed exclusively and wean by six months. The infants were breastfed for a median
of 18 weeks. Mothers reported 95% breastfeeding at six weeks, 86% after 12 weeks and
18% after 26 weeks. A total of 19 children became HIV-positive, 15 were considered early
transmissions and 4 were considered late transmissions. CD4+ cell count and viral load
were signiﬁcantly associated with mother-to-child transmission. No infants suffered
serious adverse outcomes due to antiretroviral treatment. The comparison group for
this study was a historical study of the same cohort where mothers received the same
antiretroviral regimen but infants were not treated throughout breastfeeding. In this
earlier study, mothers reported 85% breastfeeding at six weeks, 77% at 12 weeks and
64% at 26 weeks. This study revealed a 5.4% transmission rate at six weeks and 11.9%
transmission rate at six months. The cumulative risk for HIV acquisition or death was
8.7% at six weeks and 15.5% at six months, about 50% higher than the current study
(Kilewo et al., 2008). (Gray III) (treatment, PMTCT, breastfeeding, Tanzania)
A study in Mozambique from 2005–2007 followed 313 HIV-positive mothers on HAART,
who were counseled to breastfeed exclusively for six months and found that HAART
reduced the risk of mother-to-child transmission by 93%. There were a total of 8 cases
of HIV transmission, 4 of which were considered late postnatal transmission. Women
with repeat pregnancies, who had previously received antenatal care and HAART
through six months of breastfeeding, did not transmit HIV to their infants. HIV testing
of infants was performed at 1, 6 and 12 months. Antiretroviral treatment began at 15
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Note: The three co-principal investigators of this study from India published a critique of this study write up
in The Lancet in the same publication issue. These investigators disagree with the statistical analyses used
in this study, express concern about the 40% of infants who experienced grade III or IV side effects during
treatment and conclude that the recommendation to continue nevirapine beyond six weeks is “inappropriate.”
The investigators suggest that a more prudent strategy is to “follow WHO/UNICEF guidelines for developed
countries and to make formula feeding safe, sustainable, acceptable, and affordable for mothers in developing
countries.”(Six Week Extended-Dose Nevirapine (SWEN) Study Team, 2008: 287).
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weeks of gestation and continued until six months after delivery. HAART was continued
beyond six months if the mothers had CD4 cell counts that remained below 350. In
combination with HAART, nutritional supplements to mother and infant, patient counseling to increase adherence to breastfeeding and a strong network of support within
the community led to the marked reduction of maternal and infant deaths (Marazzi et
al., 2009). (Gray IV) (HAART, treatment, PMTCT, breastfeeding, Mozambique)
A study enrolling HIV-positive pregnant women receiving a single dose of nevirapine
for preventing perinatal transmission of HIV during labor from 2003–2004 in Uganda
found that nevirapine was detectable in breast milk, maternal plasma, and infant
plasma for 2–3 weeks after a single dose of maternal nevirapine. Overall, 62 women
were included in the study. Sixty-one women received a single dose of nevirapine at
least 1.5 hours before delivery, and 53 women chose to breastfeed. All infants received
a single dose of nevirapine syrup within 72 hours of birth. Samples of breast milk and
plasma from both mothers and infants were taken 1, 2, and 6 weeks after maternal nevirapine treatment. Infant plasma levels of nevirapine at delivery were correlated with the
timing of maternal nevirapine intake. Infant nevirapine levels were the highest approximately 4 hours after maternal nevirapine intake, after which infant treatment with nevirapine only slightly increased infant nevirapine plasma concentrations. Furthermore,
nevirapine transferred from maternal plasma to breast milk rapidly, and nevirapine in
breast milk was detectable before infants initiated breastfeeding. The long-term duration of nevirapine in breast milk was determined to be protective against postnatal
transmission due to the effective suppression of HIV in breast milk for up to 3 weeks
after maternal single dose nevirapine intake. However, the long-term duration of nevirapine also increases the risk for nevirapine resistance mutation development, and the
acquisition of a resistant virus for infants. Because the risk of nevirapine resistance
decreases over time, infants are most at risk for acquiring a resistant virus during the
initial breastfeeding period. Extended antiretroviral treatment with zidovudine/lamivudine should therefore be considered to reduce the risk of nevirapine resistance (Kunz et
al., 2009). (Gray IV) (PMTCT, treatment, breastfeeding, Uganda) [See introduction of 9C-2.
Treatment for discussion of nevirapine resistance]
Lower maternal CD4 count was associated with a signiﬁcantly higher risk of transmission through breastfeeding (Mofeson et al., 1999 cited in Abrams et al., 2007), therefore HAART, by increasing CD4 counts can reduce transmission of HIV during breastfeeding (Abrams et al., 2007). (Gray V) (CD4 counts, breastfeeding, HAART, PMTCT)
The Breastfeeding, Antiretroviral and Nutrition (BAN) Study is a randomized trial in
Malawi that evaluated rates of post-natal HIV-1 transmission among mother infant pairs
who received single dose nevirapine intrapartum and one week of twice-daily zidovudine/lamivudine followed by randomization into three ARV treatment groups. The
dosing above served as the control group. Among 2637 mother-infant pairs, in utero
transmission was estimated at 4.9% (measured at one week). Estimated risk of HIV
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transmission by 28 weeks among those infants who were negative at 1 week was: 6.4%
in the control group, 3% in the second group receiving zidovudine, lamivudine, lopinar
and ritonavir (MHAART) and 1.8% in the third group, in which infants received daily
nevirapine (INVP). The estimated risk of HIV transmission or death at 28 weeks (breastfeeding stopped at 24 weeks) was 7.6% in the control group, 4.7% in the MHAART
group and 2.9% in the INVP group. These results were statistically signiﬁcant although
the study was not powered to compare the two treatment groups. There was a trend
favoring INVP prophylaxis (Chasela, et al., 2009) (Abstract) (breastfeeding, treatment,
PMTCT, Malawi)
2. Early postpartum visits can result in increased condom use, contraceptive use, HIV testing
and treatment.
A quasi-experimental pre-post test study conducted from 2006 through 2007 of
maternal health care interventions in Swaziland that provided care for all pregnant
women, including HIV-positive women at several intervals (within the ﬁrst six hours
after delivery; an exam once per day postpartum while the woman was in the health
facility; providing assessment, care and counseling, along with a speciﬁc appointment
for the ﬁrst postnatal visit upon being discharged from the facility and providing a postnatal visit at one week postpartum and a second visit at four to six weeks postpartum)
increased contraceptive use and counseling on condom use. Over 60% of maternal
deaths occur within 48 hours after childbirth (Lewis, 2004 cited in Mazia et al., 2009),
yet in Swaziland, mothers are usually discharged within 12 hours of delivery. The
conventional recommendation for the ﬁrst postnatal visit is at four to six weeks, by
which time most of the postpartum deaths have already taken place. The study collected
data on 114 HIV-positive women at the start of the study and from 136 HIV-positive
women to evaluate the impact a year later. The intervention increased early postnatal
visits by twenty-fold. Providers increased counseling of HIV-positive women on the
need to regularly monitor CD4 counts for the mother from 41% to 74%. Following the
intervention, 93% of mothers were assured of privacy. While at baseline, the provider
asked the woman her preferred family planning only 32% of the time, by the end of the
intervention, 82% did so. While at baseline, only 28% of clients received their preferred
family planning method, at the end of the intervention, 70% did so. While at baseline,
providers only counseled on condom use 16% of the time, by the end of the intervention, 25% did so. The percent of women on HAART increased from 4% to 15% and the
mother tested for her CD4 count since giving birth increased from 4% to 26%. There
was also a statistically signiﬁcant increase in the proportion of postpartum women (88
to 98%) and their partners (from 28% to 56%) getting tested for HIV. Since the postnatal visit within one week of delivery did not exist anywhere in the country at the preintervention phase, conclusions following the introduction of the new timing of postnatal care could be assessed. Actual condom use was not measured (Mazia et al., 2009).
(Gray III) (PMTCT, family planning, counseling, HIV testing, Swaziland)
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A study in Côte d’Ivoire with 546 HIV-positive women and 393 HIV-negative women
who were tested for HIV prenatally and followed up for two years following delivery and
were provided contraception as desired at each postpartum visit, resulting in high rates
of contraception use after delivery and low pregnancy incidence. HIV-positive women
had fewer unwanted pregnancies than HIV-negative women. At each postpartum visit,
women received family planning counseling and free contraception. Between 6 and
24 months, proportion of women using modern contraception varied from 52 to 65%
among HIV-positive women. Among HIV-positive women, pregnancy incidence for
100 women years at risk was 5.70 and unwanted pregnancy incidence was 1.07 (Brou et
al., 2009). (Gray III) (pregnancy, contraception, Côte d’Ivoire)
A pre-post test design with 356 postpartum women and 53 health care workers that
instituted a one week post-delivery postpartum visit along with provider training in
Swaziland from 2006 to 2007 found that the proportion of HIV-positive postpartum
women not wanting another child increased from 77% to 83%. Provider training
increased the woman being asked about her preferred contraceptive method, from 32%
to 82% and receiving her preferred method, from 28% to 70%. Male partners who
tested for HIV increased from 28% to 56% (Warren et al., 2008). (Gray III) (contraception, HIV testing, Swaziland)
A study of 319 HIV-positive pregnant women who were followed postpartum for one
year in a perinatal HIV transmission study in Kenya and were referred to local clinics for
contraceptive counseling and management resulted in high rates of contraceptive use
and dual method use, with 72% initiating hormonal contraceptive use and 61% of 231
hormonal contraceptive users reporting condom use in additional to hormonal contraceptives. Prior to this project, which had linked antenatal care with family planning, only
50% of the currently using 231 hormonal contraceptive users had a history of previous
hormonal contraceptive use. Prior to this project, only 6 or 3% had used condoms. Of
those using contraception, 44% used DMPA, 31% used oral contraception and 25%
switching methods at follow up. Women were counseled antenatally to initiate contraception postpartum and dual contraception was encouraged. No particular method of
contraception was given priority. Hormonal methods were the most popular contraceptive method, possibly because they are female controlled and available. Women who
opted of formula feed their infants were counseled to initiate contraception four weeks
after delivery, whereas those who opted to breastfeed were counseled to initiate contraception six weeks after delivery. Breastfeeding women who wanted oral contraception
received progesterone only pills and non-breastfeeding women received combined oral
contraceptive pills. DPMA was available for both breastfeeding and non-breastfeeding
women. Median time to initiation of sexual activity was two months following delivery,
ranging between one and 11 months, with 77% of women resuming sexual activity within
three months of delivery. Partner notiﬁcation and condom use were similar between
those using and not using other forms of contraception besides condoms. (Balkus et
al., 2007). Other studies that did not provide contraceptive counseling in antenatal care
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found much lower rates of contraceptive use post partum (Nebrie et al., 2001; DesgréesDu-Loû et al., 2002 cited in Balkus et al., 2007). (Gray III) (pregnancy, contraception,
condom use, Kenya)
Promising Strategies:
3. Provision of clean water, fuel and formula to HIV-positive mothers who wish to practice
exclusive formula feeding can result in low postnatal rates of HIV transmission to infants.
A study from Kenya enrolling HIV-positive mothers and their infants from 2006 to 2007
found that an integrated water safety and PMTCT program was effective in preventing
MTCT in infants after 6 weeks of age. Women enrolled in the PMTCT program received
HAART, either for prophylaxis or for the mother’s health, infant feeding counseling,
safe water education, free infant formula for women choosing not to breastfeed, chlorine-based water disinfectant, a water storage container, and home visits by a community resource person. Of 144 mother-infant pairs included, 133 infants were tested for
HIV at 6 weeks, 3 of whom tested positive. None of the 73 infants tested at 6 months of
age were HIV-positive (Lane et al., 2008). (Gray III) (PMTCT, infant feeding, Kenya)
A review of clinical records from Rwanda enrolling HIV-positive mothers and their
infants between 2005 and 2007 into an integrated PMTCT program combining clean
water and formula provision, HIV and hygiene education, and healthcare services found
low rates of postnatal HIV transmission and infant mortality after one year of followup. Replacement feeding was also monitored. Of 1,360 mother-infant pairs, 133 infants
were enrolled at birth (without prior breastfeeding) and eligible for one year of followup. Two infants tested HIV-positive at birth and 4 died before one year. At one year of
age, 92 infants were tested for HIV all of whom were HIV-negative (Rugira et al., 2008).
(Gray V) (PMTCT, infant feeding, Rwanda)
4. Exclusive breastfeeding results in lower rates of HIV transmission to the infant than mixed
feeding.
A study in Zimbabwe from 1997 to 2000 of 2,060 infants born to HIV-positive mothers
found that solid foods or animal milks given to infants prior to three months of age was
associated with a fourfold greater risk of postnatal transmission of HIV at six months
compared with exclusive breastfeeding. The protective effects of early exclusive breastfeeding were still signiﬁcant at 18 months with a 61% reduction in postnatal transmission compared with mixed breastfeeding. Thus, the more strictly HIV-positive mothers
are able to breastfeed exclusively, the lower the risks of HIV or death for their infants.
More than two-thirds of all postnatal transmission of HIV occurred after six months.
This is consistent with other studies from West Africa, South Africa and Tanzania and
supports early cessation of breastfeeding among HIV-positive women. Lastly, women
with CD4 counts less than 200 cells/ul were ﬁve times more likely to transmit HIV
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during breastfeeding compared with women with CD4 cell counts over 500 cells/ul,
conﬁrming the ﬁndings of other studies that postnatal transmission of HIV is highly
correlated with immune suppression in the mother (Illiff et al., 2005). (Gray II) (breastfeeding, PMTCT, infant feeding, Zimbabwe)
A study in Nigeria, which screened pregnant women for HIV-1 between 2004 and 2006,
found that risk factors for mother-to-child transmission of HIV-1 differed by infant age.
Infants at highest risk of acquiring HIV were those who had mothers with CD4 counts
less than 200 and who received mixed feeding. The study analyzed 391 mothers and
371 infants, using follow-up visits 1 week after delivery and 1, 3, 6, and 12 months after
delivery. A single-dose of nevirapine was given to each mother during delivery and to
her infant within 48 hours of delivery. Women who chose replacement feeding were
provided a 6-month supply of formula free of charge, as well as training and counseling
on formula preparation, sterilization, and storage processes. Mothers who chose exclusive breastfeeding were provided counseling on the importance of weaning before 4–6
months. Exclusive breastfeeding was deﬁned as only breast milk up until 6 months,
with no other liquids or solids; replacement feeding as the use of formula only with no
breast milk; and mixed feeding as a combination of breast milk and nonhuman milk
or other solids before 6 months of age. For infants who were exclusively breastfed,
8.1% tested HIV-positive by 6-months of age compared to 9.5% of infants exclusively
formula fed, and 29.2% of infants who received mixed feeding. After delivery, 71.7%
of mothers chose replacement feeding while 28.3% chose to exclusively breastfeed. At
6-month follow-up, 71.1% of mothers who initially chose to breastfeed reported maintaining exclusive breastfeeding, 80.2% of mothers who initially chose formula feeding
reported exclusive replacement feeding, and 82 mothers reported using mixed feeding.
During the study period, 50 infants became infected with HIV-1, 34% in utero, 30%
intrapartum or early postnatally, and 36% postnatally, with an overall transmission
rate of 13.5%. For infants infected in utero, risk factors included maternal CD4 count
of less than 200 and high maternal viral load. For infants infected during the intrapartum or early postnatal period, risk factors included high maternal viral load, gestational age of less than 37 weeks, and prolonged membrane rupture during delivery.
Infants infected during the intrapartum or early postnatal period were at higher risk
if they received mixed feeding compared to infants who were exclusively formula or
breast-fed (12% compared to 2.2%). For infants infected during the postnatal period,
mixed feeding and low birth weight increased the risk of HIV transmission. The risk
of transmission for infants who were exclusively breastfed increased from 1.4% during
the intrapartum/early postnatal period to 4.2% postnatally. The rate of transmission
during all three infant-age periods for infants who were exclusively formula fed was
similar. For mothers who initially chose to replacement feed but then switch to mixed
feeding, stigma, pressure from family members, and no partner support were reported
as reasons for not maintaining exclusive formula feeding (Charurat et al., 2009). (Gray
III) (PMTCT, breastfeeding, infant feeding, mixed feeding, Nigeria)
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A 2001–2005 South African intervention cohort study of 1,372 women and infants
which examined the effect of breastfeeding by HIV-positive mothers found that exclusive breastfeeding leads to signiﬁcantly lower rates of HIV transmission and higher rates
of survival than does mixed feeding. “Infants who received formula milk in addition to
breast milk, before or after 14 weeks of age, were nearly twice as likely” and “infants who
were breastfed but also received solids were nearly 11 times” as likely to become infected
than infants who were exclusively breastfed (Coovadia et al., 2007: 1113). HIV-positive
women were provided during antenatal care, nevirapine, infant-feeding counseling,
and no cost commercial infant formula. After delivery, clinic nurses and counselors
provided mothers with breastfeeding and replacement feeding support, with infantfeeding counselors visiting mothers three to four times within the ﬁrst two weeks after
birth and once every two weeks until six months after birth. Independent ﬁeld monitors
who visited mothers once a week assessed infant feeding practices. The study deﬁned
“exclusive breastfeeding” as feeding a child with breast milk, providing no solid food,
and not giving non-human milk or water for more than three days total. After delivery,
1,132 mothers began exclusive breastfeeding, and the median duration of breastfeeding
of infants for whom HIV test results were available was 159 days. Of the mothers who
decided to exclusively breastfeed, 82% exclusively breastfed for at least 6 weeks, 67%
exclusively breastfed for at least three months, and 40% exclusively breastfed for 6
months. The study found that 22% of exclusively breastfed infants died or became
HIV-infected, resulting in an overall Kaplan-Meier estimated HIV-free survival rate of
75.4% at six months. The risk of HIV transmission was associated with low maternal
CD4-cell counts. The study found that the health of mothers was strongly correlated
with PMTCT. “Infants exclusively breastfed by women with CD4-cell counts less than
200 μL were twice as likely to become infected and almost four times more likely to die
before 6 months of age than were infants exclusively breastfed by women with CD4-cell
counts above 500 μL” (Coovadia et al., 2007: 1115). (Gray III) (breastfeeding, formula
feeding, mixed feeding, PMTCT, South Africa)
A study from Zambia (2001 to 2004) enrolling HIV-positive pregnant women from
PMTCT programs, found that infants born to HIV-positive mothers who were exclusively breastfed up until at least 4 months were at least 50 percent less likely to acquire
HIV through breastfeeding than infants fed any non-breast milk substances in addition
to breast milk. Furthermore, the study found no difference in the rates of HIV transmission between infants weaned at 4 months and those who continued breastfeeding
past 6 months. Overall, 734 infants who tested HIV-negative at 6 weeks of age and
were still breastfeeding at 6 months of age were included in the study. Mothers were
randomized into an intervention group in which women were counseled to exclusively
breastfeed for 4 months and then wean abruptly, and a control group in which women
were counseled to breastfeed for at least 6 months and then introduce complimentary
foods while maintaining breastfeeding. At 4 months, 83.5 percent of mothers reported
exclusively breastfeeding. The risk of acquiring HIV before 4 months of age was over
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3 times higher for infants who were non-exclusively breastfed compared to those who
received only breast milk. A maternal CD4 count of below 350 was a strong predictor
of HIV transmission before 4 months of age, but a signiﬁcant reduction in HIV transmission related to exclusive breastfeeding remained after controlling for CD4 count.
For exclusively breastfed infants, the risk of acquiring HIV was greatest in the ﬁrst 4
months and then declined thereafter. The rate of HIV transmission for non-exclusively
breastfed infants was 2.4 percent per month compared to less than 1 percent per month
for exclusively breastfed infants (Kuhn et al., 2007). (Gray III) (PMTCT, breastfeeding,
infant feeding, Zambia)
5. Postnatal home visits by trained lay counselors may reduce mixed feeding.
A 2001–2003 study that followed HIV-positive and HIV-negative pregnant women
attending antenatal clinics in South Africa found that postnatal home visits offering
infant feeding counseling signiﬁcantly improved adherence to either exclusive breastfeeding or exclusive replacement feeding. The study followed 1,253 HIV-positive and
1,238 HIV-negative pregnant women who attended nine different clinics. Adherence
was signiﬁcantly associated with the number of antenatal feeding counseling home
visits for both options. A breastfeeding counselor performed one antenatal home visit
for every woman to discuss feeding options and three additional visits were available to
those who chose to breastfeed. For women who chose to replacement feed, a specialist
visited the home to teach methods of safe replacement feeding. The study also collected
data on access to clean water, a refrigerator, fuel for boiling water and regular income for
the mother, and found that only 3% of HIV-positive pregnant women had access to all
four resources and 32.1% had access to all but regular income. “Of those who intended
to replacement feed…few had the necessary resources to prepare infant formula safely”
(Bland et al., 2007: 292). Infant formula became available in 2002 for HIV-positive
pregnant women (Bland et al., 2007). (Gray II) (breastfeeding, formula feeding, counseling,
South Africa)
6. Conducting HIV testing and counseling for women who bring their children for immunization can increase the number of women accessing testing and treatment services. [See
also Chapter 6. HIV Testing and Counseling for Women and Chapter 13. Structuring Health
Services to Meet Women’s Needs]
A study from 1999 to 2000 that provided VCT for women attending maternal and child
health clinics for their ﬁrst postpartum or well-baby visit in Botswana found that 937 or
54% of 1,735 postpartum women accepted VCT. 30% of those who accepted VCT were
HIV-positive (Thior et al. 2007). (Gray III) (HIV testing, health facilities, immunization,
Botswana)
In Ethiopia, while low numbers of women have institutional deliveries, more than
70% of children are immunized. A study found that of 1,430 women who brought
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their children to be immunized, 94% had not had an HIV test during antenatal care
or delivery. When offered HIV testing at the clinic where their child was immunized,
80% accepted, of whom 5% were HIV-positive. All HIV-positive women and their children were enrolled in HIV care to receive antiretroviral treatment (Melaku et al., 2008).
(Gray IV) (HIV testing, health facilities, immunization, Ethiopia)
In a project in South Africa, maternal CD4 cell count was determined every six months
during the infant’s immunization visit, with rapid referral for HAART for mothers with
CD4 cell counts of less than 200/mm3 (Barker et al., 2007a). (Gray V) (treatment, health
facilities, immunization, HAART, South Africa)
7. Community support groups can be highly beneﬁcial for HIV-positive pregnant women and
mothers. [See Chapter 12A. Care and Support: Women and Girls]

Gaps in Programming—Postpartum
1. HIV-positive mothers, fathers, grandmother and the larger community need clear,
consistent, non-contradictory and nonjudgmental counseling on infant feeding
practices. Health care providers need training based on accurate information.
2. Further efforts are needed to identify and treat mastitis in order to reduce HIV
transmission in HIV-positive women who are breastfeeding.
3. Accurate testing techniques for infants may inform infant feeding.
4. Stigma reduction interventions are needed so that HIV-positive women can choose
replacement feeding, breastfeeding and weaning schedules.
5. Additional efforts are needed to provide postpartum women with contraception
information and methods so they may space or prevent their next pregnancy.
6. Further efforts are needed to educate families about HIV transmission so that infants
are not abandoned.
7. WHO/UNICEF recommendations on the meaning of “acceptable, sustainable, safe
and feasible” should be clarified so it can be translated effectively in programmatic
settings.

1. HIV-positive mothers, fathers, grandmothers and the larger community need clear, consistent, non-contradictory and nonjudgmental counseling on infant feeding practices. Health
care providers need training based on accurate information. Studies found that health care
providers gave HIV-positive women conﬂicting information and that simpliﬁed structured
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counseling tools are needed. Studies found that women reported that providers accused
them of killing their infants if they breastfed. Women lack access to infant formula but
have been told by providers that it is the only way for their infant to survive. Women were
told that breastfeeding is a mode of HIV transmission and exclusive breastfeeding is a
mode of prevention. Women fear HIV more than diarrheal disease, even though more
deaths occur from diarrheal disease. Women were not given choices. Women did not give
providers accurate information on how they were feeding their infant for fear of being
denied health care. Women lacked autonomy to decide infant feeding, which was decided
by male partners or grandmothers.
Gap noted, for example, in Burkina Faso, Cambodia and Cameroon (Desclaux and
Alﬁeri, 2009), Malawi, Kenya and Zambia (Chopra et al., 2009), Malawi (Kerr et
al., 2008), Lesotho (Towle and Lende, 2008), Botswana, Kenya, Malawi and Uganda
(Chopra and Rollins, 2008 and Coutosidis et al., 2002 cited in Chopra and Rollins,
2008), and Cameroon (Kakute et al., 2005).
2. Further efforts are needed to identify and treat mastitis in order to reduce HIV transmission in HIV-positive women who are breastfeeding. Studies found that maternal HIV infection was correlated with mastitis and the potential for vertical transmission, but treatment
for mastitis did not reduce the HIV viral load in breastmilk.
Gap noted, for example, in Zambia (Kasonka et al., 2006), Tanzania (Kantarci et al.,
2007) and Malawi (Nussenblatt et al., 2006).
3. Accurate testing techniques for infants may inform infant feeding. Studies note that rapid
scale up of early infant diagnosis is needed in low-resource settings in order to access treatment and care as soon as possible. [For WHO guidance on HIV testing in infants see: http://
www.who.int/hiv/topics/vct/toolkit/additional_resources/children/en]
Gap noted, for example, in Tanzania (Finnegan et al., 2009: 216); Kenya (Inwani et al.,
2009: 492); South Africa (Rollins et al., 2009:1855); Vietnam (Sohn et al., 2009); West
Africa (Msellati, 2009:809).
4. Stigma reduction interventions are needed so that HIV-positive women can choose replacement feeding, breastfeeding and weaning schedules. Studies found that HIV-positive
women feared that if they used infant formula or abruptly weaned, they would be stigmatized for their HIV-positive serostatus.
Gap noted, for example, in Malawi, (Chinkonde et al., 2009), Ethiopia (Gaga et al.,
2008), Malawi (Thorsen et al., 2008 and Banda et al., 2008), and South Africa (Doherty
et al., 2006).
5. Additional efforts are needed to provide postpartum women with contraception information and methods so they may space or prevent their next pregnancy. [See also Chapter
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8. Meeting the Sexual and Reproductive Health Needs of Women Living With HIV]
Studies found that women were not given contraceptive counseling or contraceptives postpartum and that transport costs restricted their ability to gain access to their contraceptive
method of choice. Studies also found an unmet need for postpartum contraception among
HIV-positive women. Studies found that sexuality and condom use need to be addressed
when sexual activity resumes postpartum. Family planning services are most often not
provided postpartum in PMTCT programs.
Gap noted, for example, in South Africa (Moodley et al., 2008a), Kenya (Chersich et al.,
2008b), Côte d’Ivoire (Brou et al., 2008), Kenya and Zambia (Thea et al., 2006).
6. Further efforts are needed to educate families about HIV transmission so that infants are
not abandoned. A study found that families forced HIV-positive women to abandon their
infants due to erroneous fears that the infants could transmit HIV.
Gap noted, for example, in Russia (Zabina et al., 2009).
7. WHO/UNICEF recommendations on the meaning of “acceptable, sustainable, safe and
feasible” should be clariﬁed so it can be translated effectively in programmatic settings.
A study found that confusing and contradictory advice was given by providers on when to
feed with infant formula.
Gap noted, for example, in South Africa, (Doherty et al., 2006).
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Chapter 10.

Preventing, Detecting and Treating
Critical Co-Infections

A. Tuberculosis
B. Malaria
C. Hepatitis

Certain infections, when combined with HIV, can be signiﬁcantly more severe and lead to
early death for HIV-positive people. Tuberculosis has become the leading cause of death for
those living with HIV. Malaria can have serious impacts on pregnant women and hepatitis/
HIV co-infection can limit the effectiveness of both HIV and hepatitis treatments. These three
diseases, when present as co-infections with HIV, warrant further discussion regarding their
prevention, detection and treatment.1

1

As noted in Chapter 2. Methodology, this chapter, particularly the section on malaria, was not as thoroughly
reviewed as other topics in the compendium. Consultation with co-infection experts should complement the
information in this chapter. Some references to groups working on co-infections are provided in this chapter.
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10A. Preventing, Detecting and Treating Critical
Co-Infections: Tuberculosis
Tuberculosis (TB) is the leading cause of death among people with HIV globally, accounting
for almost 25% of all HIV deaths in 2008 (WHO, 2009i). The risk of acquiring TB is 20 to 37
times greater among people living with HIV than in the general population.
In some countries in sub-Saharan Africa, up to 80% of
people living with TB are also living with HIV. Sub-Saharan
“TB continues to be the leading
Africa continues to account for the majority of people living
cause of death among people
with HIV and TB in the world with about 78% of the estiliving with HIV”
mated total people living with HIV and TB in 2008. South
(UNAIDS, 2009e: 3).
East Asia, mainly India, accounts for 13% of the remaining
cases.

HIV Infection Fuels TB Epidemics
Rates of HIV and TB co-infection have increased dramatically in a short span of time. There
has been a doubling of TB cases associated with the HIV epidemic in sub-Saharan Africa
(Heymann et al., 1999). When the HIV epidemic is in an expansive phase, HIV and TB
co-infection rates also increase rapidly. For example, HIV seroprevalence among TB cases
in Chiang Mai, Thailand increased from 5% in 1989 to 40% in 1992, along with the rapidly
growing HIV epidemic (Payanandana et al., 1995 cited in Raviglione et al., 1996; Kharsany
et al. 2006). However, at this time, in countries such as India or China where there is a high
level of TB, there is less TB/HIV co-infection (WHO, 2009i). “The risk of TB increases with
advancing immunodeﬁciency, so as the HIV epidemic in a community matures, the burden of
HIV-associated TB may be expected to increase, even after the prevalence of HIV infection has
stabilized” (Lawn et al., 2006: 1046).

TB Is a Serious Risk for Those Living with HIV
Not everyone exposed to TB has active disease. A person with latent TB infection, or LTBI, has
been infected with the TB bacillus but has an immune system sufﬁciently intact to control the
infection and will not permit the bacillus to cause disease. A person with LTBI is not ill and is not
infectious. TB becomes a much more serious problem for someone with HIV. When a person
infected with the TB bacillus cannot control the infection because of a compromised immune
system, the bacillus is able to multiply so that there are millions of TB bacilli that then cause
disease. A person with active TB disease becomes sick and is considered infectious to others.
HIV-positive individuals who are latently infected with TB are between 2 to 10 times more
likely to progress to active TB disease than their HIV-negative counterparts (Murray, 1990 quoted
in Holmes et al, 1998). People whose immune systems have deteriorated due to advanced HIV
disease are at greatly increased risk of developing active TB disease from a previously contained
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latent infection. Some immunocompromised people may not be able to contain a new TB infection and will immediately progress to active disease upon exposure to TB. Additionally people
with HIV are more likely to develop extrapulmonary TB (TB outside of the lungs) that may
involve multiple organs and is harder to diagnose (Zvandasara et al., 2006).
TB infection also accelerates HIV progression. “HIV-weakened immune systems are at
increased risk of TB disease, while active TB disease elevates HIV RNA and accelerates HIV
progression” (Marco, 2002).

Treatment Adherence Is Critical to Curing TB and Reducing the Spread
of Drug-Resistant Strains
Adherence to the full course of treatment—six months for ﬁrst-line treatment—is essential to
cure TB and avert the development of multidrug-resistant TB (MDR-TB) and extensively drugresistant TB (XDR-TB). MDR-TB (where the disease has developed resistance to the two most
common and powerful ﬁrst-line TB drugs, isoniazid and rifampicin) requires between 18–24
months of often complicated and expensive combination therapy. Of the 9.4 million incident
TB cases in 2008, an estimated half a million were multi-drug resistant TB (WHO, 2009i).
XDR-TB is resistant to ﬁrst and second-line drugs and signiﬁcant efforts are often needed to
identify a therapeutic regimen that works and to manage side effects. By November 2009, 57
countries had reported at least one case of XDR-TB (WHO, 2009i). The WHO has recently
updated the tuberculosis treatment guidelines, conﬁrming its prior recommendation of drug
susceptibility testing (DST) at the start of all therapy for previously treated patients in order to
ﬁnd and treat MDR-TB; it also addresses the prevention of acquired MDR-TB, where new TB
patients have isoniazid-resistant TB when they begin treatment (WHO, 2010b).
For people who are living with HIV, MDR-TB or XDR-TB co-infection results in high levels
of early mortality. A retrospective observational study in Tugela Ferry, South Africa of 272
MDR-TB and 382 XDR-TB cases, of which 90% and 98% respectively were HIV co-infected,
found that mortality at one year was 71% for MDR-TB and 83% for XDR-TB patients. The
majority of deaths occurred within the ﬁrst thirty days of sputum collection, with mortality
rates worsening with greater degrees of drug resistance (Gandhi et al, 2009).
It is important to note that drug-resistant TB can be transmitted. “Overcrowded, poorly
ventilated clinics that bring together large numbers of HIV-infected persons, some with active
TB, will be a recipe for disaster” (IOM, 2005: 107). Therefore in health care facilities where
people with HIV and/or TB access screening, treatment and support, and where TB transmission may be most efﬁcient, measures should be taken to reduce the risk of primary transmission of TB, both drug-resistant and susceptible. Rapid drug susceptibility testing, prompt
initiation of effective TB treatment and implementation of infection control measures such as
separation of TB suspects, improving patient ﬂow and increasing ventilation may reduce the
risk of TB transmission in health care settings.
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There Are Gendered Dynamics in TB Prevalence, Detection
Globally, more men than women are affected by tuberculosis disease. However, the numbers
of women co-infected with TB and HIV are increasing (Adhikari, 2009; Gupta, 2009; Druce
and Nolan, 2007; Nissapatorn et al., 2006). In countries with HIV prevalence higher than 1%,
relatively equal numbers of men and women are diagnosed with TB.
The World Health Organization’s case notiﬁcation rates indicate that eight times as many
men as women were diagnosed with TB in 2007 (WHO, 2009i). The reasons for the higher
global TB notiﬁcation rates in men are not well understood and could result from a variety
of biological or environmental factors such as the likelihood of producing a positive sputum
sample, delays in health-seeking behavior, gendered dynamics within the family, stigma and
access to care: women are less likely to produce positive sputum samples and more likely to
have extrapulmonary TB and/or be co-infected with HIV (Lawson et al., 2008; Karim et al.,
2008; Sreeramareddy et al., 2008).
Preliminary data suggest that the implementation of the revised WHO case deﬁnition of
smear-positive TB was associated with signiﬁcant increases in case detection among women
in Kenya (Ramsey et al., 2009). The revised guidance lowers the number of bacilli in a sample
and reduces the number of smear-positive results from two to one required be classiﬁed as a
TB case. Evidence from a Vietnamese study also suggests that women are slower to progress to
smear-positive disease despite similar time from symptom onset to diagnosis as men (Thorson
et al., 2007). Additionally, some studies have shown that physicians are less likely to conduct
TB exams on women than men (Begun et al., 2001 cited in Theobald et al., 2006). Further
research is needed on differences in testing and disease manifestation in women and men.

Co-Infection is Particularly Deadly for Women During Their Childbearing Years
Women bear the greatest burden of HIV during their childbearing years, and similarly, the
greatest burden of TB during those years as well. It is estimated that 15% of maternal deaths
are among women co-infected with TB and HIV (Adhikari, 2009; Klotz et al., 2007; Mofenson
and Laughton, 2007; Zwang et al., 2007; Ramogale et al., 2007; Gupta, 2009). The development of TB disease is associated with a four-fold increase in AIDS-related deaths among
women co-infected with TB and HIV (Lopez-Gatell et al., 2007). A study in South Africa found
young women to be at particular risk. Epidemiologic changes in TB notiﬁcations and the prevalence of HIV infection from 1996 to 2004 in a peri-urban community in South Africa of
13,000 found that annual TB notiﬁcation rates among adolescents increased from zero cases
between 1996–1997 to 436 cases per 100,000 in 2003–2004, with TB cases predominantly
among female adolescents (Lawn et al, 2006).
The U.S. CDC states that TB treatment for pregnant women should be the same as for
nonpregnant women, but with special considerations for particular medications’ effect on
both the woman and the fetus (CDC, 2009a, http://www.aidsinfo.nih.gov/Guidelines/
GuidelineDetail.aspx?MenuItem=Guidelines&Search=Off&GuidelineID=211&ClassID=4).
“Pregnant women on ART who have a diagnosis of active TB should have their ARV regimens
adjusted as needed to accommodate their TB drugs. For women whose diagnosis includes
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concurrent active TB and HIV infection during pregnancy, TB therapy should be initiated
immediately and ART should be initiated as soon as possible thereafter, usually according to
the principles described for nonpregnant adults” (CDC, 2009a).
Because of the increased risk of maternal and infant mortality associated with TB and
HIV co-infection during pregnancy and postpartum, there is an urgent need to implement TB
screening as part of routine antenatal and postpartum care as well as treatment for latent and
active TB for women (Mofenson and Laughton, 2007). Maternal and child health and HIV/
AIDS prevention programs that include TB education and screening make these services more
accessible to women of childbearing age.

Active Case Finding Is Necessary to Increase TB Detection
Only about half of TB suspects seek out TB screening, and it is estimated that about half of
these cases are misdiagnosed (Ayles, 2009). “Many of the TB control strategies like passive
case ﬁnding [as opposed to active case ﬁnding where health workers actively screen people for
TB symptoms] and directly observed therapy (DOTS), that are used today were developed in
the pre-HIV era, and “[do] not take into account the profound impact of HIV on tuberculosis
incidence” (Reid et al., 2006: 485). This situation is compounded by the fact that TB is more
difﬁcult to diagnose in people with HIV-related immune suppression.
Active case ﬁnding increases TB detection, particularly in sub-Saharan Africa, where HIV
is driving the epidemic. For example, instituting an antiretroviral therapy program in a health
center in a mountainous region of Lesotho resulted in a 10-fold increase in the detection of TB
among patients with and without HIV (Furin et al., 2007). In the Thyolo district in Malawi,
TB/HIV community volunteers screened for TB symptoms and found that households where
someone had a chronic cough had an annual TB incidence rate eight times higher than the
general population (Zachariah et al., 2006b).
However, as noted previously, TB symptoms may be different in people living with HIV,
which can complicate diagnosis. A prospective cohort study with 1,768 HIV-positive patients
from eight clinics in Cambodia, Vietnam and Thailand found that TB screening that includes
questions about a combination of TB symptoms such as fatigue, fever and weight loss was
signiﬁcantly more effective in ruling out TB than asking about cough alone (Cain et al., 2010).

HAART Can Reduce the Incidence of TB
Highly-active antiretroviral therapy has been shown to reduce the incidence of tuberculosis
(Lawn et al., 2005; Wood, 2009). A multi-center cohort study in Spain compared TB incidence
in pre-HAART and HAART eras and found that the risk of developing TB was 70% lower
in the HAART era than in the pre-HAART era (Muga et al., 2007). Since the initiation of
HAART, TB incidence among people on HAART in the Gugulethu township in South Africa
has decreased signiﬁcantly while TB incidence has remained stable among HIV-negative and
HIV-positive individuals not on HAART (Wood, 2009). Likewise, TB mortality rates among
HIV-positive people have been brought down to comparable levels to HIV-negative individuals
(Wood, 2009). A study in Ethiopia that assessed the effect of HAART on patient mortality and
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TB incidence rates under routine clinical care conditions in 2003 found that HAART resulted
in a 65% decline in mortality and the TB incidence rate was lower in the HAART group (Jerene
et al., 2006). A study in Thailand also found that antiretroviral treatment was signiﬁcantly
associated with reduction in deaths among those on HAART prior to initiating TB treatment
(Akksilp et al., 2007).

Isoniazid Preventive Therapy, With or Without HAART, Can Reduce the Incidence of TB
A number of randomized controlled trials have shown that isoniazid preventive therapy (IPT)
can reduce the incidence of active TB disease in people living with HIV (Pape et al., 1993;
Hawken et al., 1997; Whalen et al., 1997; Mwinga et al., 1998; Halsey et al., 1998; Gordin
et al., 2000 cited in Ayles and Muyoyeta, 2006). A Cochrane review of 11 trials involving
8,130 randomized participants showed that IPT reduced the risk of active TB by 33% (Ayles
and Muyoyeta, 2006). A recent randomized, double-blind placebo controlled trial in Botswana
found that IPT taken for 36 months was more effective than a 6-month course in signiﬁcantly
reducing risk of TB incidence in people with HIV (Samandari, 2009). IPT can also signiﬁcantly reduce death among people on antiretroviral therapy, compared to those not on IPT. A
retrospective analysis evaluated the impact of IPT on mortality of 3,258 HIV-positive miners in
South Africa who initiated IPT and found that the mortality rate was signiﬁcantly lower, with
a 53% reduction in mortality among those on IPT than among those who did not receive IPT
(Innes et al., 2010).

HAART and IPT Used in Conjunction Can Be More Effective than HAART Alone in
Reducing the Incidence of TB
HAART used in conjunction with IPT can signiﬁcantly reduce the incidence of TB compared
with HAART alone or IPT alone. A retrospective medical record review of 11,026 HIV-positive
patients who were accessing medical care at 29 public clinics in Rio de Janeiro, Brazil from
September 2003 until September 2005 found that isoniazid preventive therapy offered in
conjunction with expanded access to HAART may improve TB control among people with
HIV in high burden settings. The study was conducted to determine the rates of TB in patients
who received no HAART or IPT; only HAART; only IPT; or both HAART and IPT. The overall
incidence rate of TB incidence was 2.28 cases/100 person-years. The TB incidence among
patients receiving both IPT and HAART was 0.8 cases/100 person years, with a 76% reduction in risk for developing TB in this group (Golub et al., 2007).

Cross-Referral of TB and HIV Screening and More Integrated Treatment and Services
Can Increase Uptake for Both
Links between TB and HIV treatment must be strengthened (Makombe et al., 2006; Harries
et al., 2009a). Efforts are needed to ensure that those with TB know their HIV status and vice
versa. Co-trimoxazole, a broad-spectrum antimicrobial agent that is recommended as primary
prevention against opportunistic infections in people living with HIV, can also reduce the
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mortality of HIV-positive people recently diagnosed with TB (WHO, 2006c). In 2007, only
sixteen percent of people with notiﬁed TB knew their HIV status, resulting in low rates of
access to co-trimoxazole prophylaxis and antiretroviral therapy for people living with HIV and
TB (UNAIDS, 2009e). A pilot cross-referral initiative instituted between VCT centers and
treatment facilities in four districts of Maharashtra, India, found that from 2003 to 2004, 3%
of VCT patients were diagnosed with TB and 24% of TB patients were found to be HIV-positive
(Central TB Division, TB India, 2007 cited in Shetty et al., 2008b). Once a patient has been
diagnosed with TB, HIV testing and counseling should be offered if the HIV status is unknown
or was previously reported as negative (Harries et al., 2009a: 7). A study of three health care
settings in Kinshasa, Democratic Republic of Congo found that provider-initiated HIV counseling and testing among TB patients resulted in greater uptake of HIV testing (Van Rie et al.,
2008). Likewise it is important that people living with HIV be regularly screened for TB and to
have access to timely and accurate diagnosis so that the appropriate treatment is administered
for TB and HIV.
“Because dual infection with HIV and tuberculosis poses a life-threatening diagnostic
and therapeutic dilemma... HIV programs must include capabilities for diagnosis, treatment,
and prophylaxis of tuberculosis. Tuberculosis treatment programs should be supported as an
important point of entry for HIV testing and consideration for HAART. It is critical to overall
treatment success that these coexisting epidemics be addressed in parallel” (IOM, 2005: 6). It
is estimated that half a million people with HIV/AIDS could be reached through existing TB
programs (Kim, 2004 cited in IOM, 2005: 103).
WHO has developed the Interim Policy on Collaborative TB/HIV Activities (WHO, 2004b,
http://whqlibdoc.who.int/hq/2004/who_htm_tb_2004.330.pdf) that recommends twelve
activities that can be taken up by the health sector, civil society and governments to address the
overlapping epidemics. At a minimum, programs must be scaled up that:
Offer HIV testing and counseling to all TB patients;
Screen all people living with HIV for TB disease;
Provide TB treatment or preventive therapy to all co-infected people;
Provide co-trimoxazole and antiretroviral treatment to all TB patients with HIV; and
Ensure TB infection control in all health care facilities and high HIV prevalence settings.
Despite overwhelming evidence, many public sector health programs have failed to implement the activities that address reducing the burden of TB and HIV in populations affected by
both diseases (Dong et al., 2007; WHO, 2009i). In many countries, the national TB program
and the national AIDS control program run as parallel systems without a mechanism to link to
one another (Reid et al., 2006; Williams et al., 2008). HIV programs play a vital role in identifying those with TB and interrupting transmission through active TB case ﬁnding and implementing infection control measures (Reid et al., 2006). Unfortunately, “delays with the scaleup of antiretroviral treatment have exacerbated the tuberculosis epidemic…and thousands of
preventable deaths” (Chopra et al., 2009c: 3).
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There is very little sex-disaggregated data on TB/HIV that is not pregnancy-related. As a
result, there are a number of research and program gaps related to what works for women who
are living with both HIV and TB.

What Works—Preventing, Detecting and Treating Critical Co-Infections: Tuberculosis
1. IPT, as well as HAART, can reduce the incidence of TB.
Promising Strategies:
2. Screening for TB during routine antenatal care in high HIV prevalent settings results
in increased TB detection rates in women and is acceptable to most women, though
stigma may be a barrier.
3. Infection control of TB within health care settings can reduce the incidence of TB
among health care workers, particularly nurses.

EVIDENCE
1. IPT, as well as HAART, can reduce the incidence of TB.
A number of randomized controlled trials have shown that isoniazid preventive therapy
(IPT) to reduce the incidence of active TB disease in people living with HIV (Pape et al.,
1993; Hawken et al., 1997; Whalen et al., 1997; Mwinga et al., 1998; Halsey et al., 1998;
Gordin et al., 2000 cited in Ayles and Muyoyeta, 2006). (Gray I) (TB, treatment)
A Cochrane review of 11 trials involving 8,130 randomized participants showed that
IPT reduced the risk of active TB by 33% (Ayles and Muyoyeta, 2006). (Gray I) (TB,
treatment)
A recent randomized, double-blind placebo controlled trial in Botswana found that isoniazid preventive therapy (IPT) taken for 36 months was more effective than a 6-month
course in signiﬁcantly reducing risk of TB incidence in people with HIV (Samandari,
2009). (Gray II) (TB, treatment, Botswana)
A retrospective analysis evaluated the impact of IPT on mortality of 3,258 HIV-positive
miners in South Africa who initiated IPT and found that the mortality rate was signiﬁcantly lower, with a 53% reduction in mortality among those on IPT than among those
who did not receive IPT (Innes et al., 2010). (Gray III) (TB, treatment, South Africa)
A study in Ethiopia that assessed the effect of HAAART on patient mortality and TB incidence rates under routine clinical care conditions in 2003 found that HAART resulted
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in a 65% decline in mortality and the TB incidence rate was lower in the HAART group.
HAART improved survival and decreased TB incidence to a level similar to that achieved
in developed countries during the early years of HAART. In August 2003, the hospital
started providing HAART to patients. All HIV-positive patients who visited the clinic
since January 2003 were followed and treated for opportunistic infections. Patients who
were followed from January 2003 to August 2003 were the “pre-HAART cohort” and
patients followed from August 2003 to August 2005 were the “HAART cohort.” The last
day of pre-HAART followed was April 1, 2004. After April 1, 2004 all patients of this
hospital who met the Ethiopian HAART treatment guidelines had access to HAART at
this hospital. Pre-HAART patients who joined the HAART group contributed persontime to both cohorts at different periods. A cohort of 90 men and 95 women, or a total
of 185 patients were followed prior to accessing HAART. A cohort of 102 men and 78
women, for a total cohort of 180 patients were followed in the HAART cohort. At the
end of the pre-HAART period, 10 patients (5.4%) were lost to follow-up; 8 (4.3%) were
transferred to another health institution; 47 (25.4%) died and 120 (64.9%) were under
regular follow-up. The pre-HAAART mortality rate was 58.1 per 100 person-years of
observation. TB incidence rate with HAART was reduced by almost 90%. Community
agents visited patients on a monthly basis in the patient’s home. Community agents
received training and had completed secondary school. Community agents reported the
patient’s status to the hospital following each visit to the patient’s home (Jerene et al.,
2006). (Gray III) (TB, treatment, Ethiopia)
A multi-center cohort study in Spain of 2,238 HIV-seroconverters compared TB incidence in pre-HAART and HAART eras and found that the risk of developing TB was
70% lower in the HAART era than in the pre-HAART era (Muga et al., 2007). (Gray IV)
(TB, treatment, Spain)
Among a cohort of 346 patients receiving HAART in Cape Town, South Africa TB incidence was highest among patients with CD4 counts under 100 and those with WHO
clinical stage 3 or 4 disease. Risk for TB was independently associated with CD4 count,
and WHO stage 3 or 4 disease. Incidence of TB continued to decrease during the ﬁrst 5
years of HAART (Lawn et al., 2005). (Gray IV) (TB, treatment, South Africa)
From February 2003 through January 2004, 2,342 patients were registered for TB
treatment in Ubon-ratchathani, Thailand. Of these, 225 (10%) were conﬁrmed as
HIV-positive prior to their TB diagnosis, and of the remaining 2,117 patients, 680 agreed
to be tested for HIV, and 104/680 (15%) were found to be HIV-positive. The 329 (14%)
TB patients with conﬁrmed HIV diagnoses were followed prospectively to assess the
impact of HAART on TB treatment outcomes. Among the 290 TB patients with known
outcomes, 71 were on HAART and 219 were not. Death during TB treatment occurred
in 7% (5 of 71) on HAART and 43% (94 of the 219) not on HAART. Antiretroviral
therapy was associated with a signiﬁcant reduction in deaths among those on HAART
prior to initiating TB treatment (Akksilp et al., 2007). (Gray IV) (TB, HIV testing, treatment, Thailand)
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Promising Strategies:
2. Screening for TB during routine antenatal care in high HIV prevalent settings results in
increased TB detection rates in women and is acceptable to most women, though stigma
may be a barrier.
Pregnant HIV-positive women who have active TB are at higher risk for mortality. “There
is a strong evidence base for screening pregnant HIV-infected women for TB as part
of antenatal care. Intensiﬁed case ﬁnding for TB can reduce morbidity and mortality
and prevent transmission of TB in families, the community, and health care settings.
Delaying the diagnosis of active TB signiﬁcantly increases the proportion of infected
contacts” (DeLuca et al., 2009: 197). “Although there is a wealth of evidence suggesting
that screening for active TB during routine antenatal care would be a beneﬁcial intervention, especially in places with efﬁcient PMTCT program, no country programs have
implemented this strategy as part of best practices” (DeLuca et al., 2009: 198). (Gray III)
(TB, screening, antenatal care)
At two PMTCT program clinics in Soweto, South Africa, 370 HIV-positive pregnant
women were screened for TB symptoms by lay counselors during post-test counseling
sessions. Eight women were found to have previously undiagnosed, smear-negative TB
disease. Active screening for TB symptoms is feasible. (Kali et al., 2006). (Gray IV)
(PMTCT, TB, South Africa)
Clients accessing antenatal clients, TB patients, and medical providers from ﬁve health
facilities in Kasungu District, Malawi were interviewed to assess the acceptability of TB
screening and TB treatment. Most clients found screening acceptable but expressed
concern about HIV stigma. All of the service providers agreed that TB screening was
important but expressed concern about the increased workload (Sangala et al., 2006).
(Gray IV) (TB, screening, treatment, stigma, Malawi)
3. Infection control of TB within health care settings can reduce the incidence of TB among
health care workers, particularly nurses. [See Chapter 13. Structuring Health Services to Meet
Women’s Needs]

Gaps in Programming—Tuberculosis
1. Efforts are needed to reduce TB-related stigma for women.
2. A combination of infection control strategies may significantly reduce the rate of TB
transmission, including drug-resistant TB, in high-risk, low-resourced health care
settings.

276

CHAPTER 10

P R E V E N T I N G , D E T E C T I N G A N D T R E AT I N G C R I T I C A L C O - I N F E C T I O N S

1. Efforts are needed to reduce TB-related stigma for women. A study found that in Malawi,
TB-related stigma was closely linked with HIV; in Colombia women faced work-related
stigma; and in India and Bangladesh, women were concerned about the impact of TB on
marital prospects and social isolation.
Gap noted, for example, in Bangladesh, India, Malawi and Colombia (Somma et al.,
2008).
2. A combination of infection control strategies may signiﬁcantly reduce the rate of TB transmission, including drug-resistant TB, in high-risk, low-resourced health care settings. [See
Chapter 13. Structuring Health Services to Meet Women’s Needs]

10B. Preventing, Detecting and Treating Critical
Co-Infections: Malaria
Malaria and HIV co-infection is a critical public health problem that may fuel the spread of
both diseases in countries where both diseases are endemic.
Malaria seems to be more common and more severe for people living with HIV (Kublin
et al., 2005; Hoffman et al., 1999; Mermin et al., 2006; French et al., 2001; Francesconi et
al., 2001; Grimwade et al., 2004; and Ladner et al., 2003 cited in Mermin et al., 2006). Men
and women living with HIV with CD4 counts below 300
have both a higher risk of experiencing early treatment
failure for malaria and a recurrence of malaria symptoms
“Approximately one million
than HIV-positive people with CD4 counts over 300 or
pregnancies per year are
HIV-negative people (Van geertruyden et al., 2006).
complicated by co-infection
Clinical malaria has also been associated with an increase
of malaria and HIV in
in HIV viral load and a fall in CD4 cell count, potentially
sub-Saharan Africa”
worsening the clinical outlook for people living with HIV.
(WHO, 2004 cited in Uneke
Repeated and transient increases in HIV viral load resulting
and Ogbonna, 2009).
from co-infection can amplify HIV prevalence, suggesting
that malaria may be an important factor in the rapid spread
of HIV infection in sub-Saharan Africa (Abu-Raddad et. al.,
2006 cited in Sepulveda et al., 2007).
In areas where malaria occurs, malaria prevention should be part of basic HIV care
(Whitworth et al., 2005 cited in Mermin et al., 2006).

Malaria and HIV Co-Infection is of Special Concern to Pregnant Women
Malaria during pregnancy can result in maternal death, anemia, miscarriage and premature
birth, as well as other adverse effects for the infant. The ﬁrst pregnancies are the most critical,
as women develop pregnancy-speciﬁc immunity against placental parasites over successive
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pregnancies as a consequence of repeated exposure (Fried et al., 1998 cited in Gamble et al.,
2007).
However, increasing evidence suggests that women who are living with HIV have the same
low immunity to malaria in subsequent pregnancies as they do in their ﬁrst pregnancy and
are twice as susceptible to clinical malaria, which can increase the risk of adverse outcomes
(Van Eijk et al., 2003 cited in Brentlinger et al., 2006). For example, co-infection increases
women’s risk of developing severe anemia. It can also restrict fetal growth, reduce the transfer
of maternal immunities to other infectious diseases from mother to child, and cause pre-term
delivery and low birth weight.
There is recent evidence that shows a link between HIV and malaria co-infection in pregnant women and low birth weight newborns. At the same time, low birth weight infants
have been shown to have signiﬁcantly higher risks of mother-to-child transmission of HIV
compared with infants of normal birth weight. However, studies evaluating the impact of HIV
and malaria co-infection on mother-to-child transmission have revealed mixed results, with
some showing greater risk, and others reporting no change (Ter Kuile et al, 2004; Kublin et
al., 2005 cited in Brentlinger et al., 2006; Desai et al., 2007; WHO, 2005; UNICEF, 2003a;
WHO, 2008c; UNICEF, 2009).
Signiﬁcant gaps remain in how to treat HIV-positive women who are sick with malaria,
especially during pregnancy. “Studies of the synergy or antagonism between antiretrovirals
and antimalarials are …essential to ensure effective and safe malaria case management…and
HIV treatment for pregnant women” (Ward et al., 2008: 141). Further evidence on malaria and
pregnancy is available at: www.mip-consortium.org.

The Interactions Between HIV and Malaria Are Not Well Understood
“Although the consequences of co-infection with HIV and malaria parasites are not fully understood, available evidence suggests that the infections act synergistically and together result in
worse outcomes” (Skinner-Adams et al., 2008: 264). “Despite the wide prevalence of malaria
and HIV in many parts of the tropics, knowledge of how these two important diseases interact
is still hampered by lack of knowledge in many key areas…drug interactions form only a very
small part of the potentially massive number of ways in which HIV and malaria interact to the
detriment of human health” (Khoo et al., 2005).

Countries with Unstable Rates of Malaria Transmission Require Special Attention
In areas where malaria occurs at regular intervals, those who survive repeated malarial infections acquire partial immunity by the age of ﬁve and carry it into their adult lives. Adults
in areas with regular malaria usually experience mild infections. However in areas where
malaria occurs at irregular rates (regions with unstable malaria transmission), immunity is
not acquired and malaria can more easily result in death. Countries with high HIV prevalence
and unstable malaria transmission include: Botswana, Namibia, South Africa, Swaziland and
Zimbabwe (Idemyor, 2007). In a study of an area of South Africa with unstable malaria transmission, HIV-positive adults with malaria were signiﬁcantly more likely to die (Grimwade et
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al., 2004 cited in Slutsker and Marston, 2007). “Unfortunately, the link between the current
prevention and control programs for HIV is weak… All those involved in control activities for
malaria and HIV… should approach the control of these two diseases in a more integrated
way” (Van geertruyden and D’Alessandro, 2007: 467).

Bednets and Indoor Spraying Can Dramatically Reduce Malaria Transmission
Effective interventions exist which can dramatically reduce the prevalence and incidence of
malaria among both women living with HIV and women who are HIV-negative. A critical
intervention is insecticide-treated bednets (ITNs). To be effective, ITNs should be distributed
to whole communities in order to achieve area-wide reductions in malaria transmission. As
of 2006, the number of ITNs produced was sufﬁcient to protect just 26% of the population at
risk in Africa (WHO, 2008b). Long-lasting insecticidal nets have been developed in response
to low re-treatment rates of conventional ITNs. These are pre-treated nets that require no
further re-treatment during their expected lifespan of three to ﬁve years. Use of long-lasting
insecticidal nets reduces both human exposure—most of the insecticide is hidden in the net
and not bioavailable—and the risk of environmental contamination (Yartey, 2006).
The method and timing of providing bednets should be considered. ITNs distributed
through outpatient HIV care programs can result in greater use. A rural community-based
outpatient HIV care program in Uganda found that among 131 people who stated they received
at least one net, 98% stated they still had the program-provided net and 91% reported having
slept under the ITN the night prior to the survey and 88% reported sleeping under the ITN
seven days a week (Cohee et al., 2008). However, ITNs distributed only to people living with
HIV may become stigmatizing. In addition, because approximately 65% of African women do
not present for antenatal care until the second or third trimester, distributing ITNs through
antenatal care programs may not be effective, as malaria parasites may be well established by
the time the woman presents for antenatal care (Brentlinger et al., 2006).
Indoor residual spraying is another vector control option that involves the application of
a liquid insecticide. Insects absorb a lethal dose when they come in contact with the sprayed
surfaces. The effectiveness of indoor residual spraying depends on coverage in the community
and the level of acceptance. The World Health Organization recommends 12 insecticides for
the use of indoor residual spraying, including DDT. DDT is one of the most widely used pesticides as it is the most affordable (Robson, 2009). However, resistance is developing to DDT
and new pesticides are needed for indoor residual spraying (Feacham, 2009; Robson, 2009).
In addition, a review of 494 peer reviewed studies from 2005 to 2008 on the health impacts
of DDT found that “…exposure to DDT and its breakdown product DDE may be associated
with adverse health outcomes such as breast cancer, diabetes, decreased semen quality, spontaneous abortion and impaired neurodevelopment in children” (Eskenazi et al., 2009). A recent
study of DDT and breast cancer found that pre-pubertal and pubertal years are critical periods
of exposure to DDT that may result in increased risk for breast cancer, requiring longitudinal
studies of many years (Cohn et al., 2007 cited in Eskanazi et al, 2009). Studies found that
indoor residual spraying results in high DDT exposure in humans, including pregnant women
and fetuses (Eskanazi et al., 2009). However, no data were found on use of indoor residual
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spraying for HIV-positive women who are at risk for malaria and on the impact of DDT on
immunocompromised women. “Additional research is needed to understand the effects of
DDT/E on the immune system and associated diseases, especially since DDT is used in areas
where there are often high rates of HIV” (Eskanzi et al., 2009: 25). ITNs are as effective as
indoor residual spraying (Yartey, 2006), as long as ITNs are used consistently and appropriately (Robson, 2009).

Intermittent Preventive Treatment (IPT) Is an Important Strategy in Reducing
Malaria in Pregnant Women
A Cochrane review of six trials involving 2,495 pregnant women having their ﬁrst or second
babies found that antimalarial medications given routinely to women in their ﬁrst or second
pregnancy reduced parasite prevalence and placental malaria. The treatment also had positive
effects on birth weight and possibly on perinatal death. Treatment must be balanced, however,
against drug adverse effects, and against risks of the malaria parasite developing resistance to
these drugs (Garner and Gülmezoglu, 2006). More research is also needed on the potential
interactions of IPT and antiretroviral medications, particularly during pregnancy (Uneke and
Ogbonna, 2009).

What Works—Preventing, Detecting and Treating Critical Co-Infections: Malaria
1. Co-trimoxazole prophylaxis, antiretroviral therapy and ITNs can reduce the incidence
of malaria in women living with HIV by 95%.
2. Monthly doses of Intermittent Preventive Treatment (IPT) of malaria with sulfadoxinepyrimethamine (SP) is effective in preventing malaria among pregnant HIV-positive
women (but should not be combined with co-trimoxazole).
Promising Strategies:
3. PCR has a higher sensitivity to detect malaria co-infection in HIV-positive and HIVnegative pregnant women.

EVIDENCE
1. Co-trimoxazole prophylaxis, antiretroviral therapy and ITNs can substantially reduce the
incidence of malaria in women living with HIV.
A meta-analysis of studies assessing the impact of use of insecticide treated bednets
(ITNs) on pregnant women found that use of ITNs compared to no use reduced
placental parasitemia (malaria parasites in the placenta) by 23% and miscarriages and
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stillbirths by 33%. Three cluster-randomized and two individually randomized trials,
four from Africa with 6,418 pregnant women and one from Thailand with 223 pregnant women, were included in the meta-analysis. Some women in the cluster-randomized trials became pregnant after ITNs were distributed and were therefore protected
throughout pregnancy, when the risk of malaria parasitemia is greatest. ITNs used by
the whole community results in area-wide reductions in malaria transmission (Gamble
et al., 2007). (Gray I) (bednets, malaria, Africa, Thailand)
A prospective cohort study in Uganda funded by PEPFAR found that co-trimoxazole
prophylaxis, antiretroviral therapy and insecticide treated bednets substantially reduced
the frequency of malaria in adults with HIV. Of 466 people living with HIV aged 18 and
over, 75% were women, of whom 56 died and 11 were lost to follow-up and none received
an intervention. Of the 399 remaining who started co-trimoxazole, 138 survived and
were clinically eligible for antiretroviral therapy and received both co-trimoxazole and
antiretroviral therapy. In addition to these 138 who received both co-trimoxazole and
antiretroviral therapy, an additional 897 additional people also received both co-trimoxazole and antiretroviral therapy. Of these 1,035 people who received co-trimoxazole and
antiretroviral therapy, 45 died and ﬁve moved or were lost to follow-up. The remaining
985 people also received insecticide treated bednets, including four people who started
co-trimoxazole, antiretroviral therapy and received ITNs simultaneously. CD4 counts
were taken when ﬁrst enrolled and at regular intervals. Antiretroviral therapy was delivered to homes in prepackaged pillboxes and pills were counted at each visit. According
to pill counts, 98% took at least 95% of the prescribed antiretroviral therapy. Two insecticide treated bednets were given to all households with instructions for use. Median
follow up before co-trimoxazole was 154 days; during co-trimoxazole and antiretroviral
therapy 126 days; and during co-trimoxazole, antiretroviral therapy and ITNs, 560 days.
120,750 home visits were done. Compared with no intervention, co-trimoxazole prophylaxis was associated with a 76% lower malaria rate (9.0 versus 50.8 episodes per 100
person-years); antiretroviral therapy and co-trimoxazole with a 92% lower malaria rate;
and co-trimoxazole, antiretroviral therapy and ITNs with a 95% lower malaria rate (50.8
episodes per 100 person years to 2.1 episodes per 100 person years among people living
with HIV) than during the time with no intervention of co-trimoxazole (Mermin et al.,
2006). (Gray III) (treatment, bednets, malaria, Uganda)
Starting in 2006, the government of Rwanda scaled up preventive and curative malaria
interventions, increasing access to Artemisinin Combination Therapies (ACT) and
delivering 1.6 million ITNs in one week with an additional 1.6 million ITNs distributed
by April 2009 through ANC and community health workers, reducing deaths from
malaria by 60%. Because everyone in the household received an ITN, pregnant women
were ensured access to ITNs. Approximately 60% of pregnant women in 2007 slept
under ITNs. Nine of ten private pharmacies now carry ACT. Between 2001 and 2005
only a few hundred thousand ITNs were distributed with negligible impact (Karema,
2009). (Gray V) (malaria, bednets, Rwanda)
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A study that analyzed medical records for three years, from 2005 to 2007, in Uganda,
found that HIV-positive patients who were on antiretroviral therapy had lower malaria
prevalence. Prevalence of malaria for HIV-positive patients on antiretroviral therapy
during the three-year period was 12% (12,929) as compared to 44% prevalence among
HIV-positive patients not on antiretroviral therapy (47,109). The average number of
times a patient on antiretroviral therapy presented with malaria signiﬁcantly reduced by
23 times compared to the number of times HIV-positive patients not on antiretroviral
therapy (Taslima and Mulongo, 2008). (Gray V) (treatment, malaria, Uganda)
2. Monthly doses of Intermittent Preventive Treatment (IPT) of malaria with sulfadoxine-pyrimethamine (SP) is effective in preventing malaria among pregnant HIV-positive women
(but should not be combined with co-trimoxazole).
A study in Malawi from 2002 to 2005 compared monthly doses of SulfadoxinePyrimethamine (SP) Intermittent Preventive Treatment (IPTp) from initiation to delivery
with a 2-dose treatment of SP, at initiation and 28 weeks, to prevent placental malaria
in 195 HIV-positive and in 303 HIV-negative pregnant women. The study found that
monthly dosage proved more effective for HIV-positive women with only 7.8% having
placental malaria at delivery compared to 21.5% of women who underwent the 2-dose
regimen. Reduction in relative risk was similar for HIV-positive and HIV-negative
women: for HIV-negative women, 2.3% receiving monthly SP and 6.3% receiving
2-dose SP had placental malaria, though the difference was not signiﬁcant. Adverse
drug reactions were reported in less than 1% of women. During the study combination
antiretroviral therapy was not routinely available in Malawi (Filler et al., 2006). (Gray
III) (treatment, malaria, Malawi)

Promising Strategies:
3. PCR has a higher sensitivity to detect malaria co-infection in HIV-positive and HIV-negative
pregnant women.
A hospital-based study in Kenya followed 157 women ages 15-40 with vaginal deliveries
and found placental malaria in 17.2% of infants and congenital malaria in 0% of infants
by microscopy, while PCR detected 33.1% and 10.8%, respectively (Perrault et al., 2009).
(Gray IV) (PCR, malaria, pregnancy, Kenya)
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Gaps in Programming—Malaria
1. Further studies are needed to determine whether standard intermittent preventive
treatment (IPT) and antiretroviral therapy regimens are medically and operationally
compatible in pregnancy and to determine safe and effective protocols for management
of concurrent HIV and malarial infections in pregnant and non-pregnant HIV-positive
women.
2. Alternate efficacious drugs for intermittent preventive treatment are needed due to
resistance to SP.
3. Additional efforts are needed to offer VCT to women presenting at health care settings
with malaria symptoms to identify HIV disease before the development of more
serious complications.
4. Further research is needed on infant transmission risks of malaria and/or HIV in
pregnant women who have malaria-HIV co-infection.
5. Young women, in particular, need access to services and treatment for HIV and
malaria during the perinatal period because they are more likely to be pregnant for
the first time.

1. Further studies are needed to determine whether standard intermittent preventive treatment (IPT) and antiretroviral therapy regimens are medically and operationally compatible
in pregnancy and to determine safe and effective protocols for management of concurrent
HIV and malarial infections in pregnant and non-pregnant HIV-positive women.
Gap noted generally (Ter Kuile email, July 2, 2009, Uneke and Ogbonna, 2009,
Meshnick et al., 2006 cited in Uneke and Ogbonna, 2009, Brentlinger et al., 2007,
Ward et al., 2008, Slutsker and Marston, 2007, Brentlinger et al., 2006).
2. Alternate efﬁcacious drugs for intermittent preventive treatment are needed due to resistance to SP.
Gap noted generally (Newman et al., 2003 and EANMAT, 2003 cited in Brentlinger et
al., 2006, Ter Kuile, email, July 2, 2009, Slutsker, email, July 2, 2009).
3. Additional efforts are needed to offer VCT to women presenting at health care settings
with malaria symptoms to identify HIV disease before the development of more serious
complications.
Gap noted, for example, in Uganda (Kamya et al., 2006).
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4. Further research is needed on infant transmission risks of malaria and/or HIV in pregnant
women who have malaria-HIV co-infection.
Gap noted, for example, in Kenya (Perrault et al., 2009, van Eijk et al., 2007, Ayisi et al.,
2004); Malawi, Tanzania and Zambia (Msamanga et al., 2009); Uganda (Brahmbhatt
et al., 2008a, Brahmbatt et al., 2008b); and generally (Ayisi et al., 2003 cited in Uneke
and Ogbonna, 2009, Naniche et al., 2008).
5. Young women, in particular, need access to services and treatment for HIV and malaria
during the perinatal period because they are more likely to be pregnant for the ﬁrst time.
Gap noted, for example, in Kenya (Ter Kuile et al., 2003 cited in Brabin and Brabin,
2005; Brabin and Brabin, 2005).

10C. Preventing, Detecting and Treating Critical
Co-Infections: Hepatitis
“Hepatitis” is an inﬂammation of the liver, most often caused by a virus. The most common
types of viruses are hepatitis A, hepatitis B, hepatitis C, hepatitis D and hepatitis E. “Hepatitis
A and E are typically caused by ingestion of contaminated food or water and are not known
to cause chronic liver disease. A vaccine exists for hepatitis
A and a meta-analysis of eight studies from 1994 to 2004
shows that the vaccine can be effective in HIV-positive people
“Co-infection with the hepatitis
(Shire et al., 2006 cited in Vergidis et al., 2009). Hepatitis
viruses and HIV is likely to
B, C, and D usually occur as a result of parenteral contact
become a major health care
with infected body ﬂuids (e.g. from blood transfusions or
catastrophe in the coming years”
invasive medical procedures using contaminated equip(Kottilil et al., 2005: 424).
ment). Hepatitis B is also transmitted by sexual contact”
(WHO, 2010c). Hepatitis B and hepatitis C are important
co-infections for HIV and D is a co-infection with hepatitis B. Approximately a million deaths
per year are due to hepatitis B and hepatitis C viruses. Hepatitis E should be studied in HIV
co-infected people but no studies have been done to date (Kottilil et al., 2005; Kottilil, 2009).
Almost no research focusing speciﬁcally on HIV and hepatitis co-infection among women in
developing countries has been done.

HIV Can Reduce the Body’s Response to Hepatitis B Vaccination
Hepatitis B can be prevented through timely vaccination, ideally within 24 hours after birth.
WHO recommends that all infants should receive the ﬁrst dose of hepatitis B vaccine less than
24 hours after birth, followed by two to three doses to complete the series. Since 2007, more
than 88% of member states have introduced hepatitis B vaccine. However, hepatitis B birth-
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dose global coverage was just 27% in 2007 (Wiersma, 2009). Key countries where infants are
not vaccinated are India, Nigeria, China, Indonesia, Ethiopia and Pakistan.
HIV-positive infants, children and adults can also be vaccinated for hepatitis B, but
HIV-positive individuals are less likely to respond to vaccination against hepatitis B (Kottilil et
al., 2005). A study from 2003 to 2005 in Thailand with 1,535 IDUs (90% male), of whom 24
were HIV-positive found that IDUs with HIV were more than six times as likely to not respond
to the hepatitis B vaccine, with only 14 responding to the three dose vaccine (Sunthornchart et
al., 2008).
It is also critical that all blood is screened for hepatitis B as well as HIV. Once a person has
the chronic form of hepatitis B, they can be treated but not cured. Treatment for both HIV and
hepatitis B reduces the risk of transmission of both hepatitis B and HIV. Importantly, treatment for hepatitis B is less effective in those who are co-infected with HIV (Kottilil, 2009).
Hepatitis B can be transmitted through sharing needles or sexual contact with a person with
hepatitis B. Hepatitis B can also be transmitted through perinatal transmission, with these
infants being particularly hard to treat.

Hepatitis C and HIV Co-Infection can Limit Treatment Options
Infection with hepatitis C virus causes liver inﬂammation and scarring. HIV co-infection
leads to worsening of liver disease associated with hepatitis C. Many medications used in ARV
therapy are cleared through the liver. Thus, co-infection with hepatitis C can complicate ARV
therapy for people living with HIV.
Hepatitis C can be averted by using condoms, by never sharing needles and by safe injection practices, including both in illicit drug use as well as injections in medical settings such as
when infants are immunized. No preventive vaccine exists for hepatitis C. Globally, more than
90% of new hepatitis C infections are attributed to injection drug use, but few IDUs receive
treatment (Hoover, 2009). Many people with hepatitis C, particularly IDUs, who are traditionally marginalized and underserved, are unaware that they are infected. Hepatitis C can be sexually transmitted, although transmission between heterosexual couples is rare. Hepatitis C can
also be transmitted through unsterilized medical, dental, tattoo equipment and the sharing
of razors (Hoover, 2009). The mother-to-infant transmission of hepatitis C is about 4–7%.
Maternal co-infection with HIV increases the rate of hepatitis C transmission 4–5 fold, but the
actual time and mode of transmission are not known (Roberts and Yeung, 2002). An elective
C-section is only recommended for women with hepatitis C/HIV co-infection (Kottilil, 2010).
Treatment literacy on hepatitis C and hepatitis C/HIV co-infection is needed both for those
at high risk and health providers (Hoover, 2009). A 2000 to 2002 pilot study in China of
needle exchange programs indicated that scaling up needle exchange programs can lower
rates of hepatitis C and HIV. Participants in the intervention communities were almost three
times less likely to have shared needles in the past month than those in the control communities, with signiﬁcantly lower rates of infection both for HIV and hepatitis C. The results of the
trials were used to develop national policy guidelines in 2002 and needle exchange programs
were included in the second ﬁve-year action plan. The needle exchange program was scaled up
in 2006 from 93 sites to 729 by the end of the year (Wu et al., 2007c).
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PCR tests are used to detect hepatitis C but the disease is diagnosed when positive antibody
test results are conﬁrmed by HCV RNA (viral load) testing. PCR tests require high-quality
laboratory facilities and trained technicians. Where PCR tests are not available, TMA tests
may be used (Hoover, 2009). Liver biopsies may be used to assess liver damage but they are
expensive, can be painful, and there is a risk for complications which, on rare occasions, can
be life-threatening. Recent advances in technology for non-invasive testing include FibroScan,
which uses sound waves to assess liver damage.
Much more research is needed regarding women, speciﬁcally, and hepatitis and HIV
co-infection. For more in-depth coverage of hepatitis infections, please refer to Treatment
Action Group (Swan and Raymond, 2004) at http://www.treatmentactiongroup.org/publication.aspx?id=3306&terms=hepatitis+c+hiv.

Gaps in Programming—Hepatitis
1. More effective diagnostics, treatment and treatment literacy programs are needed for
hepatitis C.

1. More effective diagnostics, treatment and treatment literacy programs are needed for
hepatitis C.
Gap noted generally (Swan and Raymond, 2004: 340 and Hoover, 2009).
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Chapter 11.

Strengthening the Enabling
Environment

A. Transforming Gender Norms
B. Addressing Violence Against Women
C. Transforming Legal Norms to Empower Women, including Marriage, Inheritance
and Property Rights
D. Promoting Women’s Employment, Income and Livelihood Opportunities
E. Advancing Education
F. Reducing Stigma and Discrimination
G. Promoting Women’s Leadership

For HIV/AIDS interventions for women and girls to succeed, factors outside the health
services need to be addressed. These environmental factors—gender norms that guide how
girls and boys grow to be women and men, legal norms that confer or withhold rights for
women and girls, access to education, income, levels of
toleration for violence against women, experience of HIV/
AIDS and gender stigma and discrimination—determine
“The choice between food or
whether any HIV intervention will truly help women and
shelter and safer sex is not a free
girls. Creating a supportive and enabling environment for
one, since almost everyone will
females and males to live in equity and for women and girls
choose daily survival over the
to be supported by equitable gender norms and legal rights
comparatively abstract risk of
is critical to reduce vulnerability to HIV infection and to
HIV”
ensure interventions to prevent, treat or care for those with
(Pinkham et al., 2008: 169).
HIV will have their intended effect.
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Strengthening the enabling environment must be done at a structural level (Rao Gupta et
al., 2008). Structural interventions need a multi-pronged strategy, as well as political will and
commitment at all levels, as evident, for example, in Uganda in the 1990s where “an array of
preventive policies and strategies, mounted by different agencies, with strong partnerships
between the media, government, NGOs, sex workers, people living with HIV/AIDS and international and local public health agencies, endorsed at the highest political level...the need for
broader, integrated programmes in which all components are mutually reinforcing” (Wellings
et al., 2006: 39).
Yet, structural interventions are challenging to evaluate. [See Chapter 2. Methodology] Given
the discussion in the methodology section about determinants of HIV infection and the pathways through which interventions must work, it is clear that enhancing the enabling environment is important but that structural interventions, as described in this chapter, are more difﬁcult to correlate with HIV infection. Proving “what works,” is challenging. For example, the
pathway from changing gender norms to women being able to refuse sex or insist on condom
use is indirect and can be inﬂuenced by many other factors. In the case of the enabling environment, it would not be possible to conduct a study using randomized control trial methodology,
therefore the level of evidence, as measured by the Gray Scale, tends to be lower. Studies tend
to be cross sectional, without control groups. Nevertheless, the environment in which women
and girls live and work plays an enormous role in women’s vulnerability to HIV. Strengthening
a supportive environment for women and girls is integral to their ability to overcome the challenges women face in prevention, treatment and care of HIV.

Building Social Capital is Central to Strengthening the
Enabling Environment
Much has been written on the relationship between HIV/AIDS and social capital, characterized by Putnam (1993: 167) as “features of social organization, such as trust, norms and
networks that can improve the efﬁciency of society by facilitating co-ordinated actions.” The
notion that networks, relationships and a sense of belonging matter is at the core of work on
social capital and HIV. Building social capital is central to strengthening the enabling environment. A review of the importance of NGO involvement in responding to the AIDS epidemic in
Uganda concluded that “well-developed social capital leads to social inclusion, it helps in information ﬂow, [and] reduces stress” (Jamil and Murhsa, 2004: 26). Through fostering support
systems of groups of people living with HIV and AIDS, NGOs in Uganda and other countries
have helped build social capital. In the United States, increased social capital has been found
to be associated with lower HIV rates (Holtgrave and Crosby, 2003). Research in Namibia on
the effect of involvement in social support on prevention behavior found “support for the link
between social capital and greater HIV-related efﬁcacies,” or the notion that one could act
to protect against HIV (Smith and Rimal, 2008: 142). The IMAGE program in South Africa
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combining microﬁnance and training on gender and HIV, which is discussed in more detail
in this chapter, provides an example of an intervention to strengthen social capital by creating
a support network among the women involved (Pronyk et al., 2006).
The following interventions and supporting evidence demonstrate a number of ways to
strengthen the enabling environment for women and girls and tackle the underlying roots of
women’s greater vulnerabilities to HIV and AIDS. Each topic is introduced in more detail in
the sections outlined below. Although many of the interventions in this chapter are “promising;” a number could be scaled up to achieve a larger effect.

11A. Strengthening the Enabling Environment:
Transforming Gender Norms
“The global HIV pandemic in its current form cannot be effectively arrested without fundamental transformation of gender norms” (Dunkle and Jewkes, 2007: 173). The social issues
women face that make them particularly vulnerable to HIV are related to gender norms that
privilege men over women in most societies. Women are particularly harmed by discriminatory gender norms, although evidence is mounting that gender norms harm both women’s and
men’s health (WHO, 2007a). For both women and men, gender norms are codiﬁed through
public policy in a range of issues (Barker et al., 2010). Gender norms, including those that
inﬂuence sexual and power relations, inﬂuence all program areas related to HIV/AIDS, from
prevention of HIV for girls, to treatment, care and support.

Traditional Gender Norms Lead to Behaviors That Put Women at Risk for HIV
Women are less likely to have access to resources and more likely to depend on men for ﬁnancial survival for themselves and their children. Such dependence makes it difﬁcult for women
to negotiate sex or safer sex with their partners. Women’s mobility is often curtailed. For many
women, a central survival strategy for themselves and their children involves having more
than one partner. For example, a study in Haiti showed that to balance the multiple demands
of family and economic survival, single mothers enter into a series of sexual relationships in
order to obtain food and housing for themselves and their children (Fitzgerald et al., 2000). A
study in Tanzania found that 70 percent of sexually active girls reported granting sexual favors
to meet their basic daily needs (Maganja et al., 2007).
In sexual relationships, women often lack power to protect themselves. A survey of 812
young women in Vientiane, Lao People’s Democratic Republic, along with 18 focus group
discussions and 13 in-depth interviews found that young women lacked power to negotiate
both sexual activity and condom use, with 25% reporting coerced sex and 30% of sexually
active women having multiple partners in 2007 (Songbandith et al., 2008). Cross-sectional
data from 135 sexually active female students at a university in South Africa found that the
women’s perceptions of HIV risk were related to a feeling of lack of control over risk due
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to partner’s behavior, rather than the woman’s behavior.
Women who had ever had a violent partner were more than
“Reﬂections on men and HIV/
two times as likely to report being at risk for HIV; women
AIDS are usually limited to
who were coerced to have sex and/or felt that their current
their culpability as drivers of
partners would react negatively if she refused sex without a
the epidemic. Addressing these
condom were more than three times as likely report being
issues effectively means moving
at risk for HIV (Kelvin et al., 2008). A survey of 126 people
beyond laying blame, and starting
in South Africa found that women felt at risk of contracting
to develop interventions to
HIV because of the multiple partnerships of their current
encourage uptake of prevention,
male partner, but felt disempowered to do anything to
testing and treatment for men
change their risk of acquiring HIV (Ngema et al., 2008). A
—for everyone’s sake”
study of 50 low-income Chilean women found that “women
(Mills et al., 2009: 276).
who are vulnerable to HIV do not perceive themselves at
risk. They believe that HIV is something that happens to
homosexually active men or to [sex workers], not something that happens to women in a stable
relationship” (Cianelli et al., 2008: 298).

Traditional Gender Norms Also Hurt Men
Men are also affected by gender norms that deﬁne masculinity as including early, risky sex
with multiple partners (WHO, 2007a; Barker et al., 2007b). A survey of 1,268 respondents
in Botswana who held three or more gender discriminatory beliefs had nearly three times the
odds of having unprotected sex in the past year with a non-primary partner as those who held
fewer gender discriminatory beliefs (PHR, 2007a). Homophobia makes men who have sex
with men more likely to marry a woman to diminish stigma and legal or other consequences,
where homosexuality is illegal (White and Carr, 2005. [See also Chapter 3B. Prevention for
Women: Partner Reduction] In many settings, men also tend to be socialized to be less inclined
than women to engage in health seeking behavior. Furthermore, the sexual health concerns of
men living with HIV and AIDS are frequently neglected in program efforts and men often lack
information on how to lead a healthy sex life (Esplen, 2007). A study in China with ten AIDS
health professionals and 21 adults living with HIV found that “power differentials between
men and women, men’s dominant role in sexual life and their ignorance about HIV/AIDS
and its prevention contribute to the increasing HIV risk faced by women (Zhou, 2008). A
survey of 185 young men and women in India found that young men were more likely to have
higher AIDS knowledge, to perceive themselves to be at risk for contracting HIV, have higher
self-efﬁcacy of using condoms correctly, buying condoms, having a condom when needed, and
believe that it is acceptable to have multiple partners (Seth et al., 2008). In Papua New Guinea,
in-depth interviews with 86 people, half female, found that women reported that a woman’s
refusal of sex would drive the husband to seek sex elsewhere (Dover and Levy, 2008).
Ideas that equate masculinity with sexual risk-taking and being in control of women have
been shown to be associated with less condom use, more partners, more casual partners and
more transactional sex (Greig et al., 2008). A qualitative study of six groups of 5 to 10 partici-
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pants meeting once per week for three weeks in rural South Africa with sexually experienced
young people ages 14 to 19 found that young men universally felt that female virginity was a
desirable characteristic. However, once in a relationship, boyfriends often insisted on sexual
intercourse to establish that their girlfriend was a virgin. Young women acquiesced as young
women believed that their virginity should be saved for the right partner. Young women then
lost their valued status as a virgin in the process of proving virginity, with some young women
claiming coercion: “…he forces you to have sex to prove to him that you are still a virgin”
(Harrison, 2008: 185).

Changing Gender Norms Requires Programming for Both Men and Women...
Together
While numerous programs have shown results in addressing gender norms with men to
reduce HIV risks (Colvin, 2009; Pulerwitz et al., 2006), these programs reach a tiny fraction
of the population in need (Barker, 2009). Some programming reinforces traditional gender
norms. PAHO analyzed gender roles in 200 HIV-related public service announcement TV
spots from Latin America and found that TV spots reinforced the traditional gender roles that
are partly responsible for the HIV epidemic, with women bearing the sole responsibility of HIV
prevention and men as more interested in sex than women (Parodi and Lyra, 2008). Changing
prevailing gender norms dictating multiple sexual partners for men and sexual ignorance and
submissiveness for women and girls, that can lead to increased HIV rates, is critical. Research
suggests that “relational gender programming” that works with both women and men together
may be most successful in changing gender norms (Levack and Greene, 2010).
The role of gender norms in fueling the AIDS pandemic is clear but insufﬁciently addressed
in programs (UNIFEM, 2008). For example, AIDS programs face a gender-related paradox that
in most countries, women are more vulnerable to HIV transmission—in Africa, 61 percent
of new HIV cases are in women—yet statistics on treatment show that more women than
men access ARV services. Both statistics are related to gender norms that discourage women
from obtaining knowledge about sex and protection and discourage men from seeking health
care. “Addressing gender norms—the societal messages that dictate appropriate or expected
behavior for males and females—is increasingly recognized as an important strategy to prevent
the spread of HIV infection” (Pulerwitz et al., 2006: 1).
While this particular section addresses transforming gender norms, several other interventions regarding gender norms permeate the rest of the chapter as they relate to violence
against women, women’s legal rights, employment, education, etc. Changing gender norms
requires political will and leadership at every level, from national policymakers to community
leaders. A multi-pronged approach is needed to work with men directly to support safer male
sexual behavior, as well as with the media, community, religious leaders and others who can
impact gender norms. Some of the most effective interventions involve working with young
boys to promote gender equitable attitudes and behaviors. At the same time, attention to public
policies that reinforce or transform gender norms for both women and men is critical (Barker
et al., 2010).
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What Works—Strengthening the Enabling Environment: Transforming Gender Norms
1. Training, peer and partner discussions, and community-based education about
changing gender norms can increase HIV protective behaviors.
2. Mass media campaigns concerning gender equality as part of comprehensive and
integrated services can increase HIV protective behaviors.
Promising Strategies:
3. Changing norms regarding the acceptability of concurrent partnerships can be
successful.

EVIDENCE
1. Training, peer and partner discussions, and community-based education about changing
gender norms can increase HIV protective behaviors.
A campaign in South Africa, One Man Can, by Sonke Gender Justice Network, which
provided training over the period of one year to engage men in gender awareness, implemented a range of communication strategies to shift social norms about men’s roles and
responsibility, engaged in advocacy and worked with local government, and resulted in
men’s increased utilization of VCT and increased use of condoms. Phone surveys with
a randomly selected pool of previous One Man Can Campaign workshop participants
were conducted with 2,000 men and boys. Focus group discussion, in-depth interviews
and key informant interviews were also conducted. Following the training workshops,
25% of the men and boys had accessed VCT, 61% increased condom use and 50%
reported acts of gender-based violence that the men had witnessed so that appropriate
action could be taken to protect women. Workshops included 20 to 30 participants
and took place over four to ﬁve days, using interactive and experiential activities. The
One Man Can Campaign used community events, workshops and peer education to
create positive models of masculinity around PPT, VCT, HIV prevention, home-based
care, violence, multiple concurrent partnerships and alcohol abuse. Pre- and post-test
surveys showed positive changes toward gender equitable attitudes that would assist
HIV prevention: prior to the workshop, all the men thought they had the right to decide,
as men, when to have sex with their partners; after the workshop, this decreased to 75%;
prior to the workshop, 67% of the men thought they could get HIV from kissing that
involved the exchange of saliva; after the workshop this decreased to none; prior to the
workshop, 63% of the men believed that it is acceptable for men to beat their partners;
after the workshop, 83% disagreed with the statement; prior to the workshop, 96% of
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the men believed that they should not interfere in other people’s relationships, even if
there is violence; after the workshop, all believed they should interfere (Colvin, 2009).
(Gray III) (men, gender norms, condom use, gender relations, violence, South Africa)
An impact evaluation of Program H, undertaken by PROMUNDO, was conducted
in Brazil to test the hypothesis that young men in slum areas of Rio de Janeiro can
change their behavior and attitudes through participation in group education activities that encourage reﬂection on what it means to be a man. The program resulted in
signiﬁcantly smaller percentages of young men supporting inequitable gender norms
over time. Improvements in gender norm scale scores were associated with changes in
at least one key HIV/STI risk outcome. In two of the three intervention sites, positive
changes in attitudes toward inequitable gender norms over one year were signiﬁcantly
associated with decreased reports of STI symptoms. In two of the three intervention
sites young men were approximately four times and eight times less likely to report
STI symptoms over time, respectively. No signiﬁcant change was found in condom use.
Those boys who reported that they had more equitable gender norms as measured by
the GEM scale also reported a decrease in STI symptoms. Program H was developed on
the premise that gender norms, which are passed on by families, peers, and institutions,
among others, and are interpreted and internalized by individuals, can be changed.
Furthermore, reinforcing these messages on the community level will have additional
positive impacts. The quasi-experimental study, which followed three groups of young
men ages over time, compared the impact of different combinations of program activities, including interactive education for young men led by adult male facilitators and a
community-wide social marketing campaign to promote condom use as a lifestyle that
used gender-equitable messages that reinforced the messages promoted in the education sessions (Pulerwitz et al. 2006). (Gray III) (gender norms, STIs, condoms, violence,
Brazil)
Based on Program H in Brazil, a study of 1,138 young men in Mumbai and rural Uttar
Pradesh, India who were exposed under the Yaari Dosti program to either a peer led
group education activities alone, combined with a community-based behavior change
communication or a delayed intervention which promoted gender equity found that
in all intervention sites there was a signiﬁcant increase in report of condom use at
last sex, decreased partner violence and increased support for gender equitable norms.
The sample of young men included married and unmarried young men ages 16–29 in
the urban areas and ages 15–24 in the rural settings. Logistic regression showed that
men in the intervention sites in Mumbai were 1.9 times more likely and in rural Uttar
Pradesh 2.8 times more likely to have used condoms with all types of partners than in
the comparison sites in each place. Furthermore, self-reported violence against partners
declined in the intervention sites. (Verma et al., 2008). (Gray III) (men, peer education,
behavior change communication, condom use, sexual partners, violence, gender equity, India)
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An evaluation of the Stepping Stones program for young people in the Eastern Cape
Province of South Africa found that the program was effective in reducing sexual risk
taking and violence perpetuation among young, rural African men. The evaluation was
designed using the gold standard of evaluation, a random controlled trial. Women in the
intervention arm had 15% fewer new HIV infections than those in the control arm and
31% fewer HSV 2 infections, although neither was signiﬁcant at the 5% level (Jewkes
et al., 2008). Findings also showed that men reporting fewer partners, higher condom
use, and less transactional sex, perpetration of intimate partner violence, and substance
use. Among the women, there was an increase in transactional sex. Stepping Stones,
originally designed for use in Uganda in the mid-1990s, is among the most widely
used prevention interventions around the world, having been used in over 40 countries
(Jewkes et al. 2007). Stepping Stones is a gender transformative approach designed to
improve sexual health through building stronger and more gender-equitable relationships among partners, including better communication. Stepping Stones uses participatory learning approaches to increase knowledge of sexual health, and build awareness
of risks and the consequences of risk taking. The program included a 50 hour program
(with a comparison group receiving a 3-hour intervention on HIV and safer sex) (Jewkes
et al., 2006b). (Gray II) (violence, condoms, sex behavior, South Africa)
An evaluation of a curriculum-based intervention for youth to address gender norms
and HIV ﬁeld tested with 130 young men in 2006 and 145 young women in 2007
in Tanzania found that there was a signiﬁcant positive change in decision making
concerning safer sex practices, with a 30% increase in young men seeking HIV testing.
Among the young women, condom use with partners increased by 10% and an increase
of 20% in HIV testing (Magige et al., 2008). (Gray III) (youth, HIV testing, condom use,
Tanzania)
A participatory group education intervention to address gender norms and HIV with
pre-post intervention survey among young women ages 16 to 28 in India found that
the young women signiﬁcantly shifted to more gender equitable attitudes and reported
using condoms at last sex (50% following the intervention as compared to 15% prior
to the intervention (Khandekar et al., 2008). (Gray III) (education, gender norms, youth,
gender equity, condom use, India)
In Tanzania, evaluation of Tuelimishane (Let’s Educate One Another), a communitybased HIV and violence program for young men in Dar es Salaam that combined
community-based drama and peer education, found that the project resulted in signiﬁcant changes in attitudes and norms related to gender roles and partner violence and
some risk behaviors, including condom use. Two of the six variables measuring HIV risk
behaviors were found to be signiﬁcant. Men in the intervention community were significantly more likely to have used a condom during their last sexual experience, and they
were less likely to report using condoms less than half the time in the past six months.
There were no signiﬁcant differences regarding reported use of violence, however men
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in the intervention village were signiﬁcantly less likely to report that violence against
women is justiﬁed under various scenarios. The program was designed based on formative research among young men and women regarding the context of sexual relationships among youth at risk for HIV, including gender norms and roles, partner violence,
and sexual behavior. The theme of transactional sex and the active roles of young men
and women in the practice also emerged in the formative research as is described by
Maganja et al. (2007). The interventions for young men were designed around three
themes that emerged from the formative research, namely, inﬁdelity, sexual communication and conﬂict (Maganja et al., 2007). (Gray III) (gender norms, peer education,
violence, condoms, Tanzania)
A peer group HIV prevention intervention that compared matched workplaces between
an intervention group that addressed issues of gender inequality with a delayed control
group for 300 urban employed women in Botswana found that the intervention group
had signiﬁcantly higher post-intervention HIV prevention behaviors consisting of
personal safer sex behaviors; positive condom attitudes and conﬁdence in condom use;
higher levels of knowledge of HIV transmission, sexually transmitted diseases and
positive attitudes towards persons living with HIV/AIDS. After the intervention, 76%
of the intervention group felt conﬁdent about using condoms correctly, compared to
44% in the delayed control group. Almost half of the intervention group reported practicing safer sex compared to 34% of the delayed intervention group. The intervention
group also had increased community HIV-related activities, with a mean of 6.1 activities
compared to 4.7 activities for the delayed control group. The intervention group had
an 83% positive response towards persons living with HIV/AIDS compared to 68% in
the delayed intervention group, with stigma being “an important aspect of prevention
that needs direct attention” (Norr et al., 2004: 222). The intervention consisted of six
ninety-minute weekly or bi-weekly sessions with hands-on condom skills and partner
negotiation skills. The peer group leaders sustained the program for more than ﬁve
years after the end of research funding. As a preliminary phase of the study, 56 in-depth
interviews were conducted with urban women in Gaborone, Botswana regarding their
HIV prevention needs. A concern that mixed-gender groups might expose women to
partner violence led to a decision to have women-only groups. The peer group sessions
occurred in workplaces during lunch or after work (Norr et al., 2004). (Gray III) (gender
norms, condoms, workplace, Botswana)
2. Mass media campaigns concerning gender equality as part of comprehensive and integrated interventions can increase HIV protective behaviors. [See also Chapter 5A. Prevention
for Young People: Encouraging Behavior Change—many of the media interventions promote
equitable gender norms]
An evaluation of Somos Differentes, Somos Iguales that included a cohort of 4,800 young
people ages randomly selected in three cities in Nicaragua who were interviewed at
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three times, 200 young people in focus group discussions and in-depth interviews with
participants and non-participants of social action activities found that at baseline young
people had good knowledge about HIV/AIDS and that AIDS-related stigma was prevalent and safer sex was not regularly practiced. The ﬁnal survey found widespread exposure to the project, particularly the TV series Sexto Sentido, and that greater exposure to
project activities led to a signiﬁcant reduction in stigmatizing and gender-inequitable
attitudes; an increase in knowledge and use of HIV-related services and a signiﬁcant
increase in interpersonal communication about HIV prevention and sexual behavior.
Participants with greater exposure to the intervention had a 44 percent greater probability of having used a condom during last sex with a casual partner and that men with
greater exposure had a 56 percent greater probability of condom use with casual partners during the past six months. Somos Differentes, Somos Iguales (We’re Different, We’re
Equal) project (2002–2005), using a communication for social change strategy aiming
to promote the empowerment of young men and women and prevent HIV infection. The
project considered machismo (sexism) as a risk factor for HIV/AIDS. Somos Differentes,
Somos Iguales used the weekly drama TV series Sexto Sentido (Sixth Sense), which was
also broadcast in Costa Rica, Guatemala, Honduras, Mexico and the US, and the call
in radio program Sexto Sentido Radio to promote the gender transformative and HIV
prevention messages and worked with more than 80 local service providers to increase
access to SRH services for young people. The project also worked with about 200 collaborating organizations. Interventions included a weekly national educational program
(telenovela); a daily call-in radio show; community-based activities; visits by the case
to schools; youth training camps and informational materials (Solarzano et al., 2008).
(Gray III) (gender norms, youth, communication, condoms, self-perception, Nicaragua)
An impact evaluation of Program H, undertaken by PROMUNDO, was conducted
in Brazil to test the hypothesis that young men in slum areas of Rio de Janeiro can
change their behavior and attitudes through participation in group education activities that encourage reﬂection on what it means to be a man. The program resulted in
signiﬁcantly smaller percentages of young men supporting inequitable gender norms
over time. Improvements in gender norm scale scores were associated with changes in
at least one key HIV/STI risk outcome. In two of the three intervention sites, positive
changes in attitudes toward inequitable gender norms over one year were signiﬁcantly
associated with decreased reports of STI symptoms. In two of the three intervention
sites young men were approximately four times and eight times less likely to report
STI symptoms over time, respectively. No signiﬁcant change was found in condom use.
Those boys who reported that they had more equitable gender norms as measured by
the GEM scale also reported a decrease in STI symptoms. Program H was developed on
the premise that gender norms, which are passed on by families, peers, and institutions,
among others, and are interpreted and internalized by individuals, can be changed.
Furthermore, reinforcing these messages on the community level will have additional
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positive impacts. The quasi-experimental study, which followed three groups of young
men ages over time, compared the impact of different combinations of program activities, including interactive education for young men led by adult male facilitators and a
community-wide social marketing campaign to promote condom use as a lifestyle that
used gender-equitable messages that reinforced the messages promoted in the education sessions (Pulerwitz et al. 2006). (Gray III) (gender norms, STIs, condoms, violence,
Brazil)

Promising Strategies:
3. Changing norms regarding the acceptability of concurrent partnerships can be successful.
Focus group discussions with women and men in Zimbabwe to discuss underlying
factors and programs in 1992, 1999 and 2006–2007 mirrored epidemiologic survey
ﬁndings from 2000 to 2005: social norms changed to reduce acceptability of casual sex
and payment for sex. “Men reported that having an STI or being seen with a partner
other than one’s wife was no longer a sign of manhood. Behavior changes in terms of
partner reduction were consistently reported in focus group discussions among men.”
Men also could no longer afford multiple partners and participants mentioned messages
concerning ﬁdelity and increased availability of condoms (Muchini et al., 2008). (Gray
IV) (sex behavior, sexual partners, Zimbabwe)

Gaps in Programming—Transforming Gender Norms
1. Changing prevailing gender norms dictating multiple sexual partners for men and
sexual ignorance and submissiveness for women and girls that can lead to increased
HIV rates is a current challenge. Further well-evaluated interventions are needed.
2. Programs to transform gender norms should address homophobia as part of the
definition of masculinity.

1. Changing prevailing gender norms dictating multiple sexual partners for men and sexual
ignorance and submissiveness for women and girls that can lead to increased HIV rates
is a current challenge. Further well-evaluated interventions are needed. Studies found that
women felt at risk for HIV yet without power to negotiate sex or condom use. Studies found
that both men and women thought multiple sexual partners for men to be an accepted
norm in many countries. Media reinforced these gender stereotypes.
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Gap noted, for example, in Lao People’s Democratic Republic (Songbandith et al., 2008);
South Africa (Kelvin et al., 2008, Ngema et al., 2008, Harrison, 2008); India (Seth et
al., 2008); Chile (Cianelli et al., 2008); Papua New Guinea (Dover and Levy, 2008);
China (Zhou, 2008); Latin America (Parodi and Lyra, 2008); and Zimbabwe (Feldman
and Masophere, 2003).
2. Programs to transform gender norms should address homophobia as part of the deﬁnition
of masculinity. [See Chapter 3B. Prevention for Women: Partner Reduction]

11B. Strengthening the Enabling Environment:
Addressing Violence Against Women
Violence, in addition to being a human rights violation, has been clearly demonstrated as a
risk factor for HIV (Stephenson, 2007; Jewkes et al., 2006a; Manfrin-Ledet and Porche, 2003;
Dunkle et al., 2004; Quigley et al., 2000b; Silverman et al., 2008). Analysis of DHS data in
Rwanda showed that women with few, if any, sexual risk
factors for HIV but who have experienced sexual, physical
or emotional abuse within their marriages were between
“Men never allow us
1.61 and 3.46 times more likely to test HIV-positive (Dude,
to use condoms. If we suggest
2009).
they beat us.”
Acts that would be punished if directed at an employer,
—Ugandan woman
a neighbor, or an acquaintance often go unchallenged when
(Karamagi et al., 2006: 7)
men direct them at women, especially within the family
(Heise et al., 2002: S5). Violence against women (VAW),
is a more speciﬁc form of the category of Gender-Based
Violence (GBV), and is considered acceptable behavior in
many countries (Andersson et al., 2008). Women are “blamed” for bringing HIV into the
family; women are kicked out of their homes and denied property, leading to further vulnerability to infection.

Violence Against Women Is Widespread
A report that analyzed DHS Surveys in Bangladesh, Bolivia, the Dominican Republic, Haiti,
Kenya, Malawi, Moldova, Rwanda, Zambia and Zimbabwe found that women experienced a
wide variation across countries in the prevalence of physical or sexual violence by their current
husband or partner, from 16% in the Dominican Republic to 75% in Bangladesh (USAID,
2008a). Inequitable gender norms may be related to increased violence: in ﬁve of the 10 countries studied (listed above), women who believe that wife beating is justiﬁed were more likely
to report experiencing physical or sexual violence (USAID, 2008a). A study between 2000 and
2003 with 24,097 women ages 15 to 49 in Bangladesh, Brazil, Ethiopia, Japan, Namibia, Peru,
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Samoa, Serbia and Montenegro, Thailand, and Tanzania found that of the 19,568 women who
had ever had a partner, 15–71% reported they had experienced physical or sexual violence or
both at some point in their lives by a current or former partner (Ellsberg et al., 2008). A survey
in Vietnam with 465 women found that 37% said they had been beaten by their husbands (Luke
et al., 2007). A study in India with 459 women, 216 of whom were living with HIV, found that
40% of HIV-positive women and 30% of HIV-negative women reported being forced to have
unwanted sex with their husbands and one in three of all 459 women reported being hit by
their in-laws (Gupta et al., 2008b).
Both males and females often justify violence as an acceptable gender norm. For example,
a study in Ghana found that 56% of boys and 60% of girls argued that it was acceptable
for a boy to beat his girlfriend in some circumstances (Glover et al., 2003 cited in Jejeebhoy
and Bott, 2003). Studies in Nigeria and Uganda found that rape was accepted as inevitable
among victims because males were uncontrollable, that rape was accepted as a “way to teach
a haughty girl a lesson” and the misperception that women enjoy coercive sex (Ajuwon et al.,
2001; Hulton et al., 2000 cited in Jejeebhoy and Bott, 2003). Other studies also report the
misperception that men’s sexual needs are beyond their control (Sodhi and Verma, 2003 cited
in Jejeebhoy and Bott, 2003).
Women threatened by violence and rape, including married women and adolescents,
cannot negotiate condom use. A 2006 to 2007 study in Thailand with 205 women living with
HIV and 86 women who had experienced violence found that 12% of HIV-positive women
had forced ﬁrst sexual intercourse and 34% had partners who refused condom use. Women
who had suffered violence before testing HIV-positive were beaten more after disclosing their
serostatus (Grisurapong, 2009). A repeat survey from 2002 in Botswana, Lesotho, Malawi,
Mozambique, Namibia, Swaziland, Zambia and Zimbabwe found that 40% of women said
they would have sex if their partner refused to use a condom, and 40% said that they did not
think women have the right to refuse sex with their partner (Andersson et al., 2008). A sample
of 575 sexually experienced young women ages 15–19 interviewed in 2001–2002 in Rakai,
Uganda, found that 14% reported that their ﬁrst sexual intercourse had been coerced. Coercion
at ﬁrst intercourse was negatively correlated with subsequent condom use: 24% of unmarried
women who reported coerced ﬁrst sex had used a condom at last sex, compared with 62%
of those who reported no coercion at ﬁrst sex. Respondents who reported coerced ﬁrst intercourse were less likely than those who did not to say they had used a condom at last intercourse
(13% as compared to 33%) (Koenig et al., 2004). Linkages between the justice system and the
health system in many sub-Saharan countries is weak, making women more reluctant to seek
judicial justice for crimes of rape (Kilonzo et al., 2009b).

Violence Can Increase Women’s Risk for HIV
“There are three mechanisms through which violence is hypothesized to increase women’s risk
for HIV infection: (1) through forced or coercive sexual intercourse with an infected partner, (2)
by limiting women’s ability to negotiate safe sexual behaviors, and (3) by establishing a pattern
of sexual risk taking among individuals assaulted in childhood and adolescence” (Maman et

W H AT W O R K S F O R W O M E N A N D G I R L S

299

al., 2000: 466). For example, a study in Uganda with 3,422 women ages 15 to 24 found that
women who always used condoms were less likely than those who never used condoms or used
them inconsistently to report physical violence and sexual coercion (Zablotska et al., 2009).
A study in the Central African Republic found that among both men and women ages 15–50,
those whose sexual initiation was forced were between 1.77 and 2.47 times more likely to report
multiple partners in adulthood, compared to those whose ﬁrst sex was consensual (Sonse et
al., 1993 cited in Jejeebhoy and Bott, 2003). Intimate partner violence tends to be consistently
associated with inconsistent condom use, having an unplanned pregnancy or induced abortion, and having an STI, including HIV (Coker, 2007).
A review for the U.S. Institute of Medicine based on studies between 1998 and 2007
found that “violence or fear of violence from an intimate partner is an impediment (to) or a
consequence of HIV testing” (Campbell et al., 2008b: 2). Many women do not disclose status
based of fear of violence and abandonment. While some studies have shown that only a small
percentage of women experienced negative responses after disclosure of their HIV status,
there is some evidence that women are subjected to violence from their sexual partners as a
consequence of HIV testing and disclosure of results (Maman, 2001b). Women who disclose
are more likely to be in secure relationships. [See also Chapter 6. HIV Testing and Counseling
for Women] Violence is also a barrier to adherence to treatment as spouses may require that
women share treatment if their partners do not want to be tested. Women may take HAART in
secret. [See also Chapter 7. Treatment]
Some evidence exists that violence prevention is effective, particularly by developing
nurturing relationships between parents and children, by developing life skills in children
and adolescents and by changing gender norms (WHO, 2009d). Programs and evaluations to
work with men to reduce violence have been limited (Ricardo and Barker, 2008). More recent
literature indicates that abusive men are more likely to have other sexual partners unknown to
their wives (Campbell et al., 2008a). A 2003 study in Uganda found that those women whose
husband had another partner were more than twice as likely to have a higher risk of intimate
partner violence. The women expressed reluctance to test for HIV, disclose HIV results and
request to use condoms because of fear of intimate partner violence (Karamagi et al., 2006).

Sexual Abuse Puts Children at Risk for HIV
Children who are sexually abused are more at risk as adults of acquiring HIV (Slonim-Nevo
and Mukuka, 2007). Pilot programs are beginning to successfully address the needs for postexposure prophylaxis by children who suffer from rape (Speight et al., 2006). “There is a
growing recognition that children in sub-Saharan Africa are vulnerable to HIV transmission
through sexual abuse and exploitation including incest, child rape, early (coerced) coitus,
‘sugar daddies’ and transactional sex” (Lalor, 2008). Family, non-family, acquaintance, and
non-acquaintance perpetrators abuse young girls. Interventions are needed to reduce the incidence of sexual abuse, as well as to address the consequences of abuse. Furthermore, education-related exposure to violence needs to be addressed. Research conducted by Human Rights
Watch in Zambia in 2002 found that long commute times to and from school was a signiﬁcant
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factor associated with sexual assault among young girls. Approximately 100 girls under the age
of 18 were interviewed in a largely open-ended format that covered a variety of topics and 36
NGOs and a number of government ofﬁcials were contacted and visited. “The length of the
girls’ commute to school is an important factor here, since they risk sexual abuse by minibus
drivers or conductors, if they take transportation, or abuse by others along the road, if they
walk, can be signiﬁcant” (Chimuka, 2002 cited in Fleischman, 2002: 49).

Eliminating Violence Against Women Requires a Comprehensive Approach
A comprehensive response, based on principles of human rights and ensuring survivorcentered and empowering approaches, is needed to address violence against women; including
political commitment and resource mobilization, legal and judicial reform, health sector
responses, response from the education sector, use of mass media and community mobilization (UNIFEM, 2010; Global AIDS Alliance, 2008). Campaigns and public education can
challenge the acceptance of violence against women and raise awareness of the adverse impact
of violence on women’s health. Comprehensive gender-based violence policies are needed
that “include primary prevention targeting men and boys; policies to engage men and boys
in making public spaces free of violence for women and girls; programs for male perpetrators that are integrated with [the] judicial sector; implementation of gun control; control over
alcohol sales; and legal, ﬁnancial and psychological supports for survivors of violence, both
women and men” (Barker et al., 2010). Efforts to stop violence against women will not succeed
unless male attitudes and behavior are addressed. Innovative programs such as One Man Can
in South Africa are good examples of working with men to reduce violence (Colvin, 2009).
Political, religious and community leaders, along with the media can play a signiﬁcant role in
changing social norms. Improved awareness and attitudes need to be supported by the enforcement of laws that prohibit violence against women and punish the perpetrators. Women’s
advocacy organizations have been key in raising awareness and working with governments
to strengthen legal solutions. Women who experience violence, including from intimate partners, need counseling, health services and support.

Health Services Can Play a Critical Role to Assist Women Who Suffer From Violence
It is vital that health providers do not further compound the suffering of a woman or girl
who has been raped by blaming her for the rape (Caretta, 2008). A study in the Dominican
Republic conducted in 2006 with 31 women living with HIV who were victims of violence
and 39 providers for either HIV or violence services, including HIV physicians, counselors,
social workers, etc. found that few HIV providers had training on services for women who
suffered from violence; and few providers for violence services had training on HIV. Almost
all the providers did not know the pertinent legislation related to violence and more than a
third believed that women provoke violence. Protocols are needed for to establish linkages
between HIV and violence services (Betances and Alba, 2009). A randomized survey among
100 obstetricians-gynecologists in Pakistan in 2002 found that “the signiﬁcant mismatch
between perceptions of prevalence of domestic violence in Pakistani society (>30%) and in
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clinical practice (<10%) suggests that obstetricians are socially aware of the enormous public
health burden but cannot associate an equivalent magnitude among their clientele...” (Fikree et
al., 2004: 64). Only 8% of the survey participants had ever received domestic violence training
related to case identiﬁcation and management, however, 83% reported that it was important
to receive such training (Fikree et al., 2004). Changes are needed in health care organizations
to address violence using a systems approach, which includes awareness of laws, ongoing
training and support for staff, referral networks, protocols and education for clients. [See also
Chapter 13. Structuring Health Services to Meet Women’s Needs]

Ensuring Rape Vicitims Have Access to PEP Is Essential
In many countries, there are few services for women who are subjected to violence—and
fewer for girls. Rape victims need timely access to post-exposure prophylaxis (PEP). A review
of barriers to PEP in 13 PEPFAR countries found that requiring HIV testing to access PEP,
reporting rape to police to access PEP and the need for no-cost services and quality counseling
were gender-related barriers to accessing PEP (Herstad, 2009). A record review of 390 clients
of a rape crisis center in South Africa that saw, on average, 26 women per month over 15
months from 2003 to 2004 found that up to 36% of women were HIV-positive at the time of
presentation. Acceptance of HIV testing and provision of PEP was high; however, adherence to
antiretroviral therapy and return for testing were low. Only 57% of clients ﬁlled the four weekly
PEP prescriptions, possibly because of travel costs and distance. Making services more userfriendly may increase uptake of completion of PEP (Carries et al., 2007). Children also need
access to PEP. “Although the South African government has developed national guidelines for
PEP treatment of individuals 14 and older, there are no corresponding guidelines for children
under fourteen. As a result, many health care providers lack basic information about how—
and even in what circumstances—to provide PEP to children under fourteen,” despite reports
of rape of children under the age of 14, including infants (HRW, 2003a: 70).
A qualitative study was conducted in Kenya to better understand the reasons for the low
uptake of post-rape care services in health facilities and to establish perceptions of sexual
violence in Kenya. Thirty-four key informants were interviewed and 16 focus group discussions with women and men were held in three districts in Kenya. Blurred boundaries between
forced and consensual sex emerged. Important implications for the delivery of HIV post
exposure prophylaxis (PEP) after sexual violence include the need for gender-aware patientcentered training for health providers and for HIV PEP interventions to strengthen on-going
HIV prevention counseling efforts (Kilonzo et al., 2008a).
The need to address post-conﬂict violence in relationship to HIV has been the subject
of some controversy, but few evaluated interventions were found. Additional evidence and
resources for working with all sectors—health, police, justice, education, and in conﬂict
settings are available at www.endvawnow.org (UNIFEM, 2010).
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What Works—Strengthening the Enabling Environment: Addressing Violence Against
Women
1. Community-based participatory learning approaches involving men and women can
create more gender-equitable relationships, thereby decreasing violence.
2. Establishing comprehensive post-rape care protocols, which include PEP, can improve
services for women.
3. Microfinance programs can lead to reduction in gender-based violence when
integrated with participatory training on HIV, gender, and violence.
Promising Strategies:
4. Training teachers about gender-based violence can change norms about acceptance
of gender-based violence.
5. Multi-media health promotion can increase awareness of violence against women.
6. Integrating HIV prevention into services for abused women may increase condom
use.

EVIDENCE
1. Community-based participatory learning approaches involving men and women can create
more gender-equitable relationships, thereby decreasing violence. [See also 11A. Transforming
Gender Norms]
An evaluation of the Stepping Stones program for young people in the Eastern Cape
Province of South Africa found that the program was effective in reducing sexual risk
taking and violence perpetuation among young, rural African men. The evaluation was
a random controlled trial. Men reporting fewer partners, higher condom use, and less
transactional sex, perpetration of intimate partner violence and substance use (Jewkes
et al., 2008). Stepping Stones is a gender transformative approach designed to improve
sexual health through building stronger and more gender-equitable relationships among
partners, including better communication. Stepping Stones uses participatory learning
approaches to increase knowledge of sexual health, and build awareness of risks and the
consequences of risk taking. The program included a 50-hour intervention/workshop
(with a comparison group receiving a 3-hour intervention on HIV and safer sex) (Jewkes
et al., 2006b). (Gray II) (violence, condom use, sex behavior, South Africa)
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A campaign in South Africa, One Man Can, by Sonke Gender Justice Network, which
provided training over the period of one year to engage men in gender awareness, implemented a range of communication strategies to shift social norms about men’s roles and
responsibility, engaged in advocacy and worked with local government, and resulted in
men’s positive attitude shifts regarding gender based violence. Phone surveys with a
randomly selected pool of previous One Man Can Campaign workshop participants
were conducted with 2,000 men and boys. Focus group discussion, in-depth interviews
and key informant interviews were also conducted. Following the training workshops,
50% reported acts of gender-based violence that the men had witnessed so that appropriate action could be taken to protect women. Workshops included 20 to 30 participants and took place over four to ﬁve days, using interactive and experiential activities.
The One Man Can Campaign used community events, workshops and peer education
to create positive models of masculinity around PPT, VCT, HIV prevention, home-based
care, violence, multiple concurrent partnerships and alcohol abuse. Pre- and post-test
surveys showed positive changes toward gender equitable attitudes that would assist
HIV prevention: prior to the workshop, 63% of the men believed that it is acceptable
for men to beat their partners; after the workshop, 83% disagreed with the statement;
prior to the workshop, 96% of the men believed that they should not interfere in other
people’s relationships, even if there is violence; after the workshop, all believed they
should interfere (Colvin, 2009). (Gray III) (men, gender norms, condom use, gender relations, violence, South Africa)
2. Establishing comprehensive post-rape care protocols, which include PEP, can improve
services for women.
Implementation of an intervention between 2003 and 2006 consisting of establishing
a sexual violence advisory committee, instituting a hospital rape management policy,
training for providers, centralizing and coordinating post-rape care in a designated
room and community awareness campaigns in South Africa resulted in utilization
of services from 8 to 13 cases per month. Rape survivors who reported seeing six or
more providers on the ﬁrst visit decreased from 86% to 54%. Chart reviews and patient
interview suggested improved quality of history, exam, provision of pregnancy testing,
emergency contraception, STI treatment, VCT, PEP, following counseling and referrals.
Following the intervention, patients were more likely to report having received PEP,
to have received a full 28 day course on their ﬁrst visit and to have completed the full
28 day regimen. Providing anti-emetics for control of nausea, a common side effect of
PEP, may have increased completion of PEP as well. There was a reduction from 28
hours to 18 hours between the assault and receiving the ﬁrst dose of PEP and 49% of
survivors knew that PEP was given to prevent HIV infection, as compared to 13% prior
to the intervention. Post-intervention, survivors were 27% more likely to have been
given a pregnancy test and 37% more likely to have received any VCT. Project nurses
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worked with women’s groups, radio and others to distribute information pamphlets to
over 14,000 and trained nurses at 15 primary health care clinics to include information
on sexual violence and services during health talks for patients waiting for services. The
project took place in a rural hospital with a 450-bed district hospital that functions as
a referral site for post-rape care. Interviews were conducted with 109 rape survivors,
50 providers and 334 hospital charts were reviewed. Two day training for healthcare
workers and other service providers was implemented in 2005. A designated room
for treating patients who have been sexually assaulted can reduce delays and increase
privacy (Kim et al., 2007a; Kim et al., 2009a). (Gray III) (violence, rape, pregnancy, counseling, providers, South Africa)
Between 2002 and 2007, a standard of care and a simple post-rape care system was
developed in Kenya, resulting in 784 survivors of rape accessing services. Client exit
interviews conducted with survivors or their guardians in 2005 indicated a high level
of satisfaction with post-rape services. In 2002, a situation analysis was conducted. In
2003, there was no policy, no coordination, no conﬁdential spaces for treatment, no
service delivery mechanisms for post-rape services in Kenya and PEP was not offered.
Formal counseling for sexual trauma did not include HIV testing. Starting in 2003,
a standard of care, post-rape algorithms and counseling protocols were developed.
Training that included knowledge, skills and values clariﬁcation was conducted with
clinicians, lab personnel and trauma counselors. Post-rape kits were developed to facilitate the collection of evidence. Services were provided through VCT and casualty department. Services were advertised within public health services. A universal data form
became acceptable for legal presentation in Kenyan courts. Since 2006, indicators for
post-rape care have been incorporated into national planning. By June 2007, 13 postrape facilities in Kenya delivered services to over 2,000 adults and children with 96%
of those eligible initiating PEP at presentation. The cost of providing post-rape care was
estimated at US$27 per patient, similar to costs for VCT (Kilonzo et al., 2009a). (Gray
III) (violence, rape, pregnancy, counseling, providers, Kenya)
A project in Kenya with AMPATH instituted provision of occupational PEP and nonoccupational PEP between 2001 and 2006, during which 446 patients sought PEP. Of
these 446 patients, 91 sought PEP for occupational exposure. Of the 72 patients who
presented for occupational exposure and tested HIV-negative, 69 completed PEP. Of
the 296 patients who presented for non-occupational exposure and tested HIV-negative,
only 104 completed PEP. Numerous reasons were advanced as contributing to high loss
to follow-up in non-occupational cases, such as multiple stops, fees, and conﬁdentiality
concerns (Siika et al., 2009). (Gray III) (post-exposure prophylaxis, Kenya)
Following the introduction of comprehensive post-rape care services, the reporting of
rape was ten times higher in the following three months at Thika District Hospital in
Kenya (Taegtmeyer et al., 2006). (Gray V) (violence, rape, providers, Kenya)
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3. Microﬁnance programs can lead to reduction in gender-based violence when integrated
with participatory training on HIV, gender, and violence.
Using a cluster-randomized trial in rural South Africa, the Intervention with Microﬁnance
for AIDS and Gender Equity (IMAGE) intervention combined a microﬁnance program
with participatory training on understanding HIV infection, gender norms, domestic
violence, and sexuality, which resulted in a reduction in experience of physical or sexual
violence by an intimate partner. After 2 years, the risk of past-year physical or sexual
violence by an intimate partner was reduced by more than half. Women in the intervention group experienced a substantial reduction in intimate partner violence in the
previous 12 months and experienced less controlling behaviors by their partners. At
baseline, 11% of the intervention group—22 out of 193 experienced intimate partner
violence; at follow-up, only 6%—17 out of 290 participants experienced intimate partner
violence. In the comparison group, 9% or 16 out of 177 experienced intimate partner
violence in the last twelve months; at follow up, 12% or 30 out of 248 participants experienced intimate partner violence, for an adjusted risk ratio of .45. Fewer individuals
in the intervention group reported more than one partner in the past year than did
individuals in the comparison group; however, there was no difference in HIV incidence between intervention and comparison groups and there was little evidence that
unprotected sexual intercourse at last occurrence with a non-spousal partner in the past
12 months was less common in the intervention group than it was in the comparison
groups. The study could not demonstrate in the short term an impact on HIV risk
(Pronyk et al., 2006). However, the ﬁndings indicate that economic and social empowerment of women can contribute to reductions in intimate partner violence. The study
also showed that it is possible to target, even in the short term, the structural determinants of HIV and intimate partner violence in Africa. (Kim et al., 2007b; Croce-Galis,
2008). (Gray II) (gender norms, microﬁnance, violence, self-perception, South Africa)

Promising Strategies:
4. Training teachers about gender-based violence can change norms about acceptance of
gender-based violence.
A project in South Africa found that training teachers resulted in less teacher sanctioning of gender-based violence and more conﬁdence to raise the issue of gender-based
violence in the classroom. Of the teachers who received the training, 47% were women
who had previously experienced physical abuse from a partner, while 25% were male
teachers who previously reported that they had been physically abusive to a partner.
The project trained two representatives from each selected school who in turn trained
others. The project also trained all school employees, including administration and the
cleaning staff, leading to signiﬁcant changes in teachers’ perceptions about the roles
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of school in addressing gender-based violence and greater commitment from school
management (Dreyer, 2001 cited in James-Traore et al., 2004). (Gray III) (violence,
teachers, training programs, South Africa)
A Safe Schools project that trained 185 supervisors in Ghana and 221 in Malawi, along
with 359 teachers and 80 students, to recognize, prevent and respond to school-related
gender-based violence increased recognition by teachers of sexual harassment from
30% to 80%. In Malawi, at baseline, 70% of girls disagreed with the statement that it
was okay for a teacher to get a girl pregnant as long as he married her; post-intervention 90% disagreed with the statement (USAID, 2008a). (Gray III) (teachers, pregnancy,
violence, training programs, Ghana, Malawi)
5. Multi-media health promotion can increase awareness of violence against women.
In South Africa, a multi-media health promotion project working with the National
Network on Violence against Women, showed an impact on attitudes, help-seeking
behaviors, and participation in community action, but not incidence of GBV (possibly
because reporting of violence increased as a result of the intervention). The project, Soul
City, used edutainment, integrating social issues into entertainment formats such as
television or radio. Shows in domestic violence were coupled with advocacy for implementation of the 1998 Domestic Violence Act. Evaluation includes national level prepost surveys and 29 focus group discussions and 32 in-depth interviews. There was a
shift in knowledge regarding domestic violence, including 41% of respondents hearing
about the project’s helpline. Attitudinal shifts following the intervention include a 10%
increase in respondents disagreeing that GBV is a private affair and a 22% shift in
perceptions of social norms regarding GBV (Usdin et al., 2005, cited in Rottach et al.,
2010). (Gray IV) (violence, mass media, South Africa)
6. Integrating HIV prevention into services for abused women may increase condom use.
A study that evaluated a six-session HIV prevention workshop with 97 abused women in
South Africa increased reported condom use. The session was delivered in 90-minute
weekly session s for a total of nine intervention hours. The intervention focused on
understanding abuse and links to HIV; condom use; negotiation skills; and economic
independence, and included role-playing. The workshops explicitly addressed the
possibility that implementing risk reduction strategies such as condom use may place
women at greater risk for violence. Following the workshop sessions, the proportion of
women reporting unprotected sex decreased from 20 % to 14% (Sikkema et al., 2009).
(Gray III) (sexual abuse, violence, condom use, South Africa)
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Gaps in Programming—Addressing Violence Against Women
1. Interventions that reduce commute times and/or ensure easy and safe access to safe
public transportation may lessen the risk of sexual violence among adolescent girls.
2. Strategies are needed to ensure that women are able to complete their PEP regimen.
3. Programs are needed that link interventions addressing HIV/AIDS and child abuse.
4. Interventions are needed to combat gender-based violence of sex workers and IDUs.

1. Interventions that reduce commute times and/or ensure easy and safe access to safe public
transportation may lessen the risk of sexual violence among adolescent girls. A study found
that long commutes for girls increased the risk of sexual violence.
Gap noted, for example, in Zambia (Chimuka, 2002).
2. Strategies are needed to ensure that women are able to complete their PEP regimen. One
study found that travel costs and distance were factors in women not completing their PEP
regimen.
Gap noted, for example, in South Africa (Carries et al., 2007).
3. Programs are needed that link interventions addressing HIV/AIDS and child abuse. One
report found that no PEP access guidelines exist for children who were raped and were
under the age of 14.
Gap noted, for example, in South Africa (HRW, 2003a).
4. Interventions are needed to combat gender-based violence of sex workers and IDUs. [See
Chapter 4A. Prevention for Key Affected Populations: Female Sex Workers and 4B. Women Drug
Users and Female Partners of Male IDUs]
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11C. Strengthening the Enabling Environment:
Transforming Legal Norms to Empower Women,
including Marriage, Inheritance and Property Rights1
In many of the countries where women are most at risk for acquiring HIV, laws to protect
women are weak (Mukasa and Gathumbi, 2008; Ezer et al., 2006; Ezer et al., 2007). Laws
which reinforce the subordinate status of women by denying women the right to divorce, the
right to own property, the ability to enter into contracts, to sue and testify in court, to consent
to medical treatment and to open a bank account are critical
legal rights for women. For example, in Swaziland, fathers
are automatically granted custody of children (Ezer et al.,
“Without legal rights, a woman
2007), which may make a woman less likely to leave an
can do little to prevent her
abusive situation that may place her at risk of HIV acquisihusband’s relatives from seizing
tion. In Tanzania, the legal age of marriage is 15 years of age
property and land” (Swaminathan
for girls, with increased risk for HIV acquisition, as both
et al., 2007).
age and marital status tend to impact condom negotiation
(Ezer et al., 2006). Some countries, such as Ethiopia, have
reformed their laws to make child marriage under age 18
illegal and established 18 years of age as the legal minimum (Ezer et al., 2006). Now the challenge in Ethiopia is to enforce this new legal minimum (CHANGE, 2009). Women also need
the basic right to mobility, i.e., women are not prohibited from accessing transport to services
or need permission of male relatives in order to do so. These legal norms directly impact
women’s risk for HIV. For example, if a woman has no right to divorce, she must stay with a
man who may put her at risk for HIV. If a woman cannot own property, she is more likely to
have to engage in transactional sex to survive. While being a woman alone denies women their
rights in certain countries, these limited rights can be restricted even further if a woman is
infected with HIV. In some countries, people living with HIV have little access to the formal
legal system (Kalla and Cohen, 2007).
Laws often reﬂect unequal gender norms that discriminate against women. Legal rights
and gender norms must be addressed together because in order to change gender norms, laws
must be transformed to empower women with basic legal rights and in order to transform
laws in countries where women are disempowered, gender norms must be addressed. Women
need knowledge of the legal rights that are in place and women living with HIV particularly
need knowledge of their rights. Protecting the legal rights of people living with HIV as well
as others at high risk of HIV acquisition, such as same sex partners, sex workers and IDUs,

1

As noted in Chapter 2. Methodology, the topic of legal reform related to HIV/AIDS did not receive the same
systematic review of the legal literature that health-related topics received in the public health and HIV/AIDS
literature. Stakeholders wishing to work on legal reform should consult with legal experts. Some references to
groups working on legal issues are provided in this section.
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is also critical to addressing the AIDS pandemic. [See also Chapter 4. Prevention for Key Affected
Populations]

Criminalization of HIV Can Hinder Prevention, Treatment and Care Efforts
Recent attempts to criminalize transmission of HIV can also have adverse impacts on women
and girls. No evidence exists that HIV-speciﬁc criminal laws are effective in preventing transmission and in fact, may be harmful. “[…] Women, who are more likely to be tested for HIV
than men...may be disproportionally exposed to the risk of criminalization…when it is precisely
because women too often lack autonomy in their sexual relations…that they may be unable
to disclose or negotiate safer sex” (Jurgens, 2007b: 53). Criminal liability may be assigned
even when safer sex was practiced, HIV status disclosed, or even when the threat of violence
precluded disclosure (Clayton et al., 2008). Criminal penalties may create an incentive not to
be tested for HIV (Kalla and Cohen, 2007).
Studies have documented discrimination based on HIV status; violations of medical privacy;
forced HIV testing; HIV status as a barrier to employment and/or education and/or housing
(Mukasa and Gathumbi, 2008); and discrimination in health care settings. [See also 11F. Reducing
Stigma and Discrimination] A 2007 review of data from 128 country reports on progress towards
fulﬁlling the 2001 Declaration of Commitment on HIV/AIDS found that 59% of countries report
laws that cause obstacles for the provision of HIV prevention programs to vulnerable groups,
with 42% of countries reporting barriers to accessing services for sex workers, 37% of countries
reporting barriers to accessing services for IDUs, 30% for prison inmates and 25% of countries reporting legal barriers for young people to access services. Legal reform to ensure proper
support for vulnerable groups is necessary (Gruskin and Ferguson, 2008b).

Understanding Legal Systems is Necessary to Determine Entry Points
Legal frameworks can empower women—for example through laws that ensure nondiscrimination on the basis of sex—but unfortunately laws often do not support women. “In many countries, national laws restrict women’s ability to own, inherit, or dispose of property. Women suffer
inequality in access to education, credit, employment and divorce. Legal and social inequality
renders women economically dependent on their husbands, leaving them little choice but to
remain in relationships where they cannot refuse sex or insist on condom use. Women often
sink into poverty upon the death of their husband or the dissolution of their marriage, ﬁnding
their choices and possibilities so diminished that they have to trade sex for survival or rely on
situations of lodging or work that expose them to sexual abuse or violence. Each of these factors
places women at a heightened risk of HIV infection” (Jurgens and Cohen, 2007: 2).
It is important to understand the range of legal systems operating around the world when
considering promoting legal changes to protect women. Countries, or “political entities,” which
can include political subdivisions of countries, operate under a range of legal systems, categorized in various ways, but broadly as Civil Law, Common Law, Customary Law, Religious Law,
and Socialist Law (JuriGlobe, 2009). Among these, civil law is the most prevalent system of law
in the world, and relies on written law that is codiﬁed in statutes or a constitution. Common law,
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also widely used worldwide and particularly in countries previously under British colonial rule,
gives precedence to case-law, or decisions made by judges, over legislation (JuriGlobe, 2009).
Many countries use mixed systems in which customary and religious laws often exist as
components of legal civil or common legal systems. These mixed domains can incorporate
discriminatory views against women. Nigeria, for example, has three legal systems with three
rivaling jurisdictions: common law, customary law, and Sharia (Muslim) law (JuriGlobe, 2009).
A study by UNIFEM found that the three systems make it difﬁcult to protect women’s rights.
Customary courts were found particularly problematic because they “administer ‘justice’ based
on local social norms, beliefs and practices, resulting in signiﬁcant variation in customary law
and its implementation from one locality to another… to the disadvantage of women” (UNIFEM,
2006). These sorts of nuances should be taken into account in any legal reform process.
Marriage and divorce laws and inheritance and property rights are areas of particular
importance for women and require speciﬁc action to change the legal norms that keep women
unequal to men in the eyes of the law.

Marriage and Divorce Laws Need to Protect Women
Marriage is not a protective factor for reducing risk of HIV transmission. [See Chapter 3.
Prevention for Women] Marriage laws, including those related to forced marriages, child
marriages, polygamy, and divorce, are needed to protect women. Laws protecting wives from
violence and non-consensual sex, for example, can help protect women from HIV transmission. For example, in Sierra Leone, “only rape of a virgin is seen as a serious crime. Rape of
a married woman or a non-virgin is often not considered a crime at all…” (HRW, 2003a: 65).
“With the exception of South Africa, sexual violence laws around the continent fail to recognize
rape in marriage as a crime. In countries such as Ghana and Kenya, consent to sex is considered to be implied by marriage, so a husband cannot rape his wife by deﬁnition” (HRW, 2003a:
80). The 1999 Federal Constitution of Nigeria discriminates against women. “It encourages
child marriage when it proclaims ‘every woman who is married shall be regarded as an adult,’
while it also encourages spousal abuse when it says that ‘wives may be corrected provided
grevious harm is not committed’” (UNIFEM 2006: 11). Women’s inability or difﬁculty in
obtaining divorce, often coupled with men’s ease with divorce, has serious implications for
protection of women from HIV transmission. Women’s lack of legal rights within marriage is
often compounded with custody and maintenance arrangements and lack of property rights
upon divorce.

Women’s Inheritance and Property Rights Must Be Secured
“Research and intervention strategies are just beginning to consider the role that women’s
property ownership and inheritance rights might play in potentially breaking the cycle of AIDS
and poverty. There is growing evidence to suggest that where women’s property rights are
upheld, women acting as heads and/or primary caregivers of HIV/AIDS-affected households
are better able to manage the impact of AIDS. Additionally, preliminary evidence indicates that
such rights may help prevent further spread of HIV/AIDS by promoting women’s economic
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security and empowerment, thereby reducing their vulnerability to domestic violence, unsafe
sex, and other AIDS-related risk factors” (Strickland, 2004: 1).
When women are denied their rights to property, whether in widowhood or desertion by
their husbands, they experience deepened poverty and lower social status as a result. This is
tragically compounded when they themselves become ill, and they are left destitute without
shelter or care (Steinzor, 2003). In Kenya, women rarely own land titles either individually
or jointly with their husband. Husbands may sell the matrimonial home without his wife’s
knowledge or consent. The lack of equal property rights upon divorce drives women into
poverty, thus wives feel they must remain in abusive marriages as they have no property. This
dependence also prevents negotiation of safe sex practices and an increase in transactional
sex for survival (FIDA Kenya and Georgetown University Law Center, 2009). Interviews with
1,270 widows in India found that only 22% received widow’s compensation, with no legislation to protect property and inheritance rights (Devasahayam et al., 2008). A support group for
100 widows in Kenya found that 60% had lost property after the deaths of their husbands and
20% had either to be inherited by relatives of the deceased or vacate the matrimonial home.
Most could not afford legal fees to ﬁght for their rights (WambuiWaweru, 2004). Women in
polygamous marriages have additional concerns in accessing property where only one wife is
entitled to property (Knox et al., 2007). In some countries, women are excluded from the decision-making process in land disputes as men hold the vast majority of seats in institutions that
adjudicate land rights (FIDA Kenya and Georgetown University Law Center, 2009). “Many
women are not aware of their legal rights to inherit property nor do [they] have the capacity
to have them enforced by the judiciary” (Oja, 2008: 10). Rights-based training for women is
underway in a number of countries in sub-Saharan Africa and training is also underway for
police and the judiciary to uphold women’s property rights (Oja, 2008). Access by women to
pro bono legal assistance is critical (COHRE, 2004).
International treaties, laws, and other instruments that protect women’s inheritance and
property rights exist but are not consistently applied. Similarly, existing national laws that
protect women’s property rights are often poorly enforced. A random sample of 219 households in rural Uganda with 74 enrolled in focus group discussions from seven villages found
that many women are ignorant about the laws that protect them from widow inheritance and
protect their property rights (Mabumba et al., 2007). During in-depth interviews with widows,
widowers, and traditional leaders in the Ohangwena Region of Namibia, a difference between
inherited property (property given by both families to formalize a marriage) and common
property (property accumulated during a marriage) became apparent. Common property was
often sold during times of hardship while the inherited property was sold as a last resort.
Many inheritance disputes are often about who owns the property that came from the spouse’s
family. Relatives often take all movable property, such as livestock and furniture, regardless of
whether it was inherited or common property.
A 2007 review found that “more data is needed to guide the design and implementation
of interventions that will effectively address women’s property rights within the HIV/AIDS
context” (Swaminathan et al., 2007: 17). Others have recommended that legal frameworks
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recognize women’s property rights and secure adequate access to justice for women living with
or affected by HIV (COHRE, 2009).

Moving Forward Requires Access for Women and Transformation of Legal
Frameworks
Women’s access to legal services is critical. Few women have access to legal advice, and current
provision of services is often dependent on volunteers or paralegals with limited knowledge
of women’s rights. These networks train paralegals in the fundamentals of property law and
dispute resolution. If legal services are available through health services accessed by women
and people living with HIV, more of those in need will have access to legal services (Kalla and
Cohen, 2007). The tremendous need for HIV-related legal services in some countries has been
well documented (Mukasa and Gathumbi, 2008).
In many countries, reform of constitutional, statutory, and customary laws is needed to
guarantee equal rights for women. Constitutional reform is underway in countries such as
Kenya, Namibia, and Tanzania, providing an opportunity to change women’s rights. Ensuring
that laws are consistent with constitutional change is critical. Protective legal frameworks
should encompass inheritance, marriage, division of property upon divorce, land use and
ownership, and access to housing. Many organizations are working to change written codes
using the Committee on the Elimination of Discrimination against Women (CEDAW) as a
guide. In Nepal, for example, women’s groups pressured leading political parties to protect the
right of women to own and inherit property, and this led to a new law, passed in 2002, which
gives a wife equal right to her husband’s property immediately after marriage. While some
customary laws support the equal rights of women, others are discriminatory. In Kenya, for
example, customary laws that undermine efforts to improve statutory legislation are allowed
by the constitution. Changing customary laws requires efforts to change community attitudes
and practices. Furthermore, the constitutions in some countries are progressive and the issue
is to challenge statutes that no longer comply with the constitutions.
Efforts to promote women’s legal rights should ensure gender-transformative legislation,
the promotion of judicial capacity and effective litigation and advancing public awareness (Kim
et al., 2008; ARASA, 2009). While numerous countries have constitutions that recognize
women’s equality and have ratiﬁed international and regional human rights treaties, national
legislation is not enforced or is superseded by customary law. In these cases, strategic legislation, such as the lawsuit by TAC in South Africa to require provision of ARVs can advance the
rights of people living with HIV.
Governments need to establish a gender-sensitive legal framework as a key element of
HIV/AIDS policy and programming; one that upholds the human rights of women, including
reform of laws and policies that place women at a disadvantage to men. A model legal framework for women’s rights in the context of HIV/AIDS has been recently developed by the
Canadian HIV/AIDS Legal Network (http://www.aidslaw.ca/EN/womensrights/english.htm),
and includes four modules related to strengthening the enabling environment: (1) sexual
violence, (2) domestic violence, (3), family issues, and (4) property issues. Current efforts to
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share gender equitable laws are also available through the International Association of Women
Judges (http://www.iawj.org/) – working with women judges to ensure promotion and sharing
of gender equal laws.

What Works—Strengthening the Enabling Environment: Transforming Legal Norms to
Empower Women, including Marriage, Inheritance and Property Rights
1. Enforcing laws that allow widows to take control of remaining property can increase
their ability to cope with HIV.
Promising Strategies:
2. Community organizing can help women pursue their legal rights.
3. Integrating legal services into health care can help ensure that women retain their
property.

EVIDENCE
1. Enforcing laws that allow widows to take control of remaining property can increase their
ability to cope with HIV.
An overview of 40 organizations working at a national level on property and inheritance
rights, based on a survey of 60 community-based organizations in East and Southern
Africa suggests that where women’s property and inheritance rights are upheld,
women acting as heads and/or primary caregivers of HIV/AIDS-affected households
are better able to mitigate the negative economic and social consequences of AIDS.
Conversely, the denial of property and inheritance rights drastically reduces the capacity
for households to mitigate the consequences should a member be infected with HIV.
Recommended interventions can be categorized as legislation, litigation and education: activities promoting gender sensitive legislation and a legislative framework that
protects women’s human rights; activities enhancing the judicial sector’s capacity to
uphold women’s rights and provide for effective litigation; and activities that advance
public awareness, understanding, and application of women’s rights (Strickland, 2004).
(Gray V) (property rights, inheritance, East Africa, Southern Africa)
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Promising Strategies:
2. Community organizing can enable women to realize their rights to property and inheritance.
An evaluation of GROOTS (Grassroots Organizations Operating Together in Sisterhood)
Kenya, self-help and community organizations for women in Kenya which formed to
strengthen the visibility of women in development and decision-making, found that the
intervention resulted in both increased awareness and an increase in the number of
women and girls receiving legal support (186 as a result of the intervention compared
to 15 in the six months prior to the start of the intervention). The intervention was
successful in raising women’s participation in their communities around the issue of
HIV/AIDS and property and inheritance rights for women and girls. GROOTS Kenya
focuses on: property rights, community responses to HIV/AIDS, women’s leadership
and governance and community resources and livelihoods. The intervention was evaluated through discussion questions administered pre- and post- radio listening group
discussion and community discussions, focus group discussions with project beneﬁciaries and records of paralegals (GROOTS Kenya, 2007). (Gray IV) (community organizing, legal rights, Kenya)
Property rights are legally protected in Zimbabwe. A non-proﬁt organization trained
women and girls on comprehensive legal rights, resulting in 600 women regaining
their property (Markham, 2008). (Abstract) (property rights, peer education, Zimbabwe)
A project in Kenya in 2004 to improve the ability of widows to reclaim their property led
to 20 widows reclaiming their property. The project mobilized and educated widows;
provided training for customary leaders, NGOs, faith based organizations and community groups and held public meetings with media coverage to raise awareness of the
issue (Nyong’o and Ongalo, 2005). (Gray IV) (training programs, property rights, Kenya)
3. Integrating legal services into health care can help ensure that women retain their property.
A study in Zambia examined the impact of a video-based motivational intervention
promoting future planning in 1,504 HIV-positive couples in Lusaka, Zambia and found
that motivational messaging integrated into HIV VCT services encouraged future planning. Following a group video session, couples randomized to the motivational arm
could choose to write a will, identify a guardian for their children and make ﬁnancial
plans. Desirable behaviors modeled in the motivational video were measured at quarterly intervals for a year and compared in intervention and control arms. Demographic
measures including age, income and educational status were not associated with planning behaviors. Participation in the intervention was associated with will writing (23%
versus 5%) and naming a guardian (32% versus 17%) but not with other planning
behaviors. The intervention was noted if a male, a female or both wrote wills. The study
points to the need to expand existing HIV and VCT services to meet other non-health
needs of those living with HIV (Stephenson et al., 2008). (Gray III) (property rights, wills,
Zambia)
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Gaps in Programming—Transforming Legal Norms to Empower Women, including
Marriage, Inheritance and Property Rights
1. Interventions are needed to increase the knowledge of HIV-positive people—especially
women—regarding their rights and provide resources to fight for these rights.
2. Legislation that allows women the right to refuse forced marriage and penalizes marital
and non-marital rape may reduce coercive sex and the risk of HIV transmission.
3. Laws prohibiting young age at marriage need to be enacted.
4. Interventions are needed to assist parents dying of AIDS with planning for the future
well-being of their children.

1. Interventions are needed to increase the knowledge of HIV-positive people—especially
women—regarding their rights and provide resources to ﬁght for these rights. Studies
found that women had insufﬁcient knowledge of their legal rights and no resources to ﬁght
for their legal rights.
Gap noted, for example, in India (Devasahayam et al., 2008); Uganda (Mabumba et al.,
2007); Kenya (WambuiWaweru, 2004); and Zambia, Namibia and Uganda (Steinzor,
2003, Manchester, 2004).
2. Legislation that allows women the right to refuse forced marriage and penalizes marital
and non-marital rape may reduce coercive sex and the risk of HIV transmission. Studies
found that in some countries, legislation penalizing marital rape does not exist.
Gap noted, for example, in sub-Saharan Africa (Kilonzo et al., 2009b; HRW, 2003a).
3. Laws prohibiting young age at marriage need to be enacted. Field reports and studies found
that child marriage for girls is still common in some countries.
Gap noted globally (CHANGE, 2009, Ezer et al., 2006)
4. Interventions are needed to assist parents dying of AIDS with planning for the future wellbeing of their children. [See Chapter 12B. Care and Support: Orphans and Vulnerable Children]

316

CHAPTER 11

STRENGTHENING THE ENABLING ENVIRONMENT

11D. Strengthening the Enabling Environment:
Promoting Women’s Employment, Income and
Livelihood Opportunities
Women’s economic dependence on men and unequal access to resources, including land and
income-generating opportunities, increases the likelihood of women and girls engaging in a
variety of unsafe sexual behaviors including transactional sex, coerced sex, earlier sexual debut,
and multiple sexual partners, and thus increases their risk of becoming infected with HIV
(Gillespie and Kadiyala, 2005).

A Woman’s Economic Stability Can Enhance Her Ability to Insist on Safer Sex
Married women and women in partnerships often accept risky behavior by their partners
due to the need for economic security. A study in Vietnam in 2004 and 2005, consisting
of interviews with 23 husbands and 23 wives, along with 15 key informant interviews found
that because women needed the economic beneﬁts of marriage, women acquiesced to their
husband’s multiple partnerships or purchasing sex with sex workers. Independent sources of
income and employment for women may allow women to insist on safe sex (Phinney, 2008).
Similarly, a qualitative study in Brazil among women with children enrolled in a day care
center found that ﬁnancial dependence is the factor that most contributes to accepting a man’s
multiple sexual partnerships. As one woman put it: “She accepts his inﬁdelity because ...she’s
thinking...How will I care for the children? How will I ﬁnd a job?” (Hebling and Guimaraes,
2004: 1215). The authors point out: “The results show that although women know how they
should prevent...AIDS—by using condoms—they feel
powerless to do so, since they feel that this depends on the
man’s wishes. They admitted that they don’t have the real
decision power...where ‘the man always has the ﬁnal word.’
“The owners of the ﬁsh nets are
Fear of separation was associated with loss of ﬁnancial…
men. The woman comes to this
stability” (Hebling and Guimaraes, 2004: 1216). A study in
man who says ‘You want some
South Africa found that the women interviewed claimed
ﬁsh, give me sex.’ The woman
that if they had jobs, they would be able to refuse sex to men
has to feed her family, so she
who refused to wear condoms. The women said, “Poverty
can’t say no.”
makes prostitutes of us” (Susser and Stein, 2000: 1044).
—Malawian man (KatheweraIn certain circumstances, providing microﬁnance
Banda et al., 2006: 655)
for women can reduce unsafe sex (Pronyk et al., 2008).
Although there is a need for better indicators to measure
the HIV/AIDS-related impact of economic empowerment
on women and girls, studies have consistently shown that increasing women’s access to information, skills, technologies, services, social support, and income increased their ability to
protect themselves from HIV (Weiss et al., 1996 cited in Weiss and Gupta, 1998; Kaufman et
al., 2002).
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Condom use is an example of this. Women’s “inability to negotiate [condom use] is closely
linked with women’s inferior economic situation: women’s frequent dependency on men
renders them more likely to fear abandonment and the destitution that might ensue as a result
of confronting or leaving their partners” (Mane et al., 2001: 10). With ﬁnancial independence,
women are better able to negotiate protective behaviors. Women around the world describe
economic dependence on men. In the words of a sex worker in India, “I used to think why I
should live such a horrible life with him. But I know how difﬁcult it is to survive without any
support” (Panchanadeswaran et al., 2008).
The International Community of Women (ICW) network has found that “the most
commonly expressed need from women in sub-Saharan Africa is support and training on
establishing income-generating projects in the hope that they can earn income which will
alleviate the difﬁculties they face in their day to day lives” (Manchester, 2004: 95). As one
HIV-positive woman from Cameroon put it: “We have to look for ways and means to get out of
this abyss. Rather than seek alms we must look for an honest livelihood” (ICW, 2000: 11, cited
in Manchester, 2004).
Economic empowerment of women and girls requires that they have access to vocational
training, and opportunities to develop practical and business skills. Women also need access to
ﬁnancial resources to support the establishment of small businesses. The loans through microﬁnance programs are often very small “…and would more accurately be viewed as increasing
the ability of households to survive rather than as ‘economic empowerment’….” (Dworkin and
Blakenship, 2009: 465). But skill sets taught by microﬁnance programs, such as assertiveness, recognition of gender norms, etc. may help women negotiate safer sex (Dworkin and
Blakenship, 2009).
Finally, in some countries, women (and men) living with HIV face employment discrimination because of their HIV status. For example, some employers require HIV testing as a
condition of employment, while others have abused the employment rights of workers who
test positive (Human Rights Watch, 2004a; CHANGE, 2009). Laws to protect PLHAs, especially women, from employment and other forms of discrimination must also be enacted
and enforced. [See also 11C. Transforming Legal Norms to Empower Women, including Marriage,
Inheritance and Property Rights]

318

CHAPTER 11

STRENGTHENING THE ENABLING ENVIRONMENT

What Works—Strengthening the Enabling Environment: Promoting Women’s Employment,
Income and Livelihood Opportunities
1. Increased employment opportunities, microfinance, or small-scale income-generating
activities can reduce behavior that increases HIV risk, particularly among young people.
Promising Strategies:
2. Access to treatment can result in a rapid increase in employment and income for people
living with HIV.
3. Engagement of trained women living with HIV can positively impact workplace HIV
policies.

EVIDENCE
1. Increased employment opportunities, microﬁnance, or small-scale income-generating
activities can reduce behavior that increases HIV risk, particularly among young people.2
Secondary analysis of quantitative and qualitative data in South Africa from IMAGE
(see Pronyk et al., 2006) found that after two years of follow-up, young women ages 14
to 35 who had received microﬁnance loans to establish small businesses, along with
training on gender and HIV, were more likely to have accessed VCT and less likely to
have had unprotected sex at last intercourse, as well as being more likely to have had
more communication concerning HIV with sexual partners and others. “…Data from
focus group discussions and key informant interviews indicated a sense of enhanced
bargaining power among intervention participants” (p. 1663). Qualitative data from nonparticipant observation of 160 women attending microﬁnance loan meetings during
one year, focus group discussions, key informant interviews and diaries of training
facilitators were used along with quantitative data. One hundred and twelve women
in the intervention group and 108 in the control group were followed and interviewed.
(Pronyk et al., 2008). (Gray II) (microﬁnance, employment, risk behavior, South Africa)
In 2004, a nine-month-long SHAZ! (Shaping the Health of Adolescents in Zimbabwe)
program provided 16 to 19 year-old poor, out-of-school girls just outside of Harare with
an integrated microcredit, HIV education and behavior change program and resulted in
increased HIV knowledge, increased equity in relationships, and condom use but low

2

Note: In some cases, microcredit can increase violence against women if the intervention is not carefully
designed and appropriate to the local context (Schuler et al., 1998; Gupta et al., 2008a).
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rates of loan repayment and business success. Zimbabwe’s weak economy was blamed
for the economic failures (Lukas, 2008). (Gray III) (adolescents, microcredit, education,
Zimbabwe)
In Haiti, between 2005 and 2007, 420 women who were screened for HIV infection
at GHESKIO, a CSO, of whom 57% were HIV-positive, received a loan from a microﬁnance institution following evaluation and training on business development. Of the
women, 85% reported that the loans had improved their life conditions. The women
were followed for a median of 12 months from the time of the ﬁrst loan until the most
recent clinic visit. Loan repayment was high: 93% for HIV-negative women and 82% for
women living with HIV (Deschamps et al., 2008). (Gray IV) (HIV testing, microﬁnance,
Haiti)
Four years after an income-generating HIV prevention project for youth was initiated
in Ewo, Republic of Congo, a follow up inquiry found that 24.2% of the youth were still
involved in income generating activities. The follow up visit in 2006 used focus groups
and a cross sectional survey of 372 young people ages 15–24, selected from four zones
through cluster sampling to explore practices associated with risk of HIV in young
people. Youth reported that, for those who continued with the income-generating activities, these activities provided them with money and, for some, skills training, which
for the girls especially, reduced their dependency on others. Few (5%) reported having
sexual intercourse with a new sexual partner without using a condom and this was
signiﬁcantly lower in those currently involved in income generating activities. Young
people involved in agriculture, however, reported higher levels of sexual intercourse
with a new sexual partner without using a condom. The focus group discussions pointed
out that farm activities were carried out in neighboring villages and some on a seasonal
basis. This may imply an increase on other risk factors such as insecure income, exposure to non-familiar adults and mobility. Further assessment is needed, however, to
understand the factors driving the behavior of the young people involved in agriculture.
Researchers found that for the youth in Ewo, there are four dimensions of income
generating activities that are reported to be important for reducing susceptibility to HIV:
the revenue they earned, the control/autonomy it brings to their lives, the training and
new skills and the occupation of time in useful activity. Mobility and exposure to nonfamiliar adults in insecure forms of activity may counter some of these beneﬁcial effects
(Boungou, 2007). (Gray V) (employment, youth, risk behavior, training programs, Republic
of Congo)
A time-usage study in 1999 that analyzed data on education, work, and organized activities among 2,992 youths ages 14–22 in two South African districts found that employment opportunities decreased the odds of sexual activity among girls and higher wages
for both boys and girls were associated with increased condom use. For example, girls
were about one-third less likely to have had sex in the last year in communities where
youth generally made more money from working and were almost two and a half times
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more likely to report having used a condom. Boys living in communities with higher
employment and wage rates were 50% more likely to report having used a condom.
Overall, “for most groups, the number of hours spent hanging out is positively associated with having had sex in the last year and negatively associated with condom use”
(Kaufman et al., 2002: 16). (Gray III) (employment, youth, sex behavior, condoms, South
Africa)

Promising Strategies:
2. Access to treatment can result in a rapid increase in employment and income for people
living with HIV.
In India, access to HAART resulted in a rapid increase in employment and income for
1,319 HIV-positive patients (including those not eligible for HAART) followed between
2005 and 2007. Socioeconomic data were collected but data were not disaggregated
by sex. A total of 452 patients initiated treatment and 867 received care and support.
At six months after initiation of treatment, patients’ labor force participation rose 26%
and weekly hours worked rose 14.5%. Asymptomatic patients receiving counseling and
support also experienced signiﬁcant but smaller increases in employment. At twelve
months after treatment initiation, employment increases remained large and signiﬁcant (Thirumurthy et al., 2008). (Abstract) (treatment, employment, India)
3. Engagement of trained women living with HIV can positively impact workplace HIV policies. [See also 11F. Reducing Stigma and Discrimination]
Training of 40 women and 80 men living with HIV in 2006 to 2007 who then were
involved in consultations for developing workplace policies resulted in commitments
by several employers’ organizations and ﬁve central trade unions in India that included
principles of non-discrimination and continued employment of people living with HIV.
A message that made an impact was: “If you take away my job, you will kill us faster
than the virus” (Mohd, 2008). (Abstract) (training programs, employment, discrimination,
India)

Gaps in Programming—Promoting Women’s Employment, Income and Livelihood
Opportunities
1. Expansion and scaling up of interventions promoting economic opportunities for
women are needed to increase their ability to refuse unsafe sex.
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1. Expansion and scaling up of interventions promoting economic opportunities for women
are needed to increase their ability to refuse unsafe sex. Studies found that lack of income
and jobs forced women to sell sex to survive, placing them at risk of HIV acquisition.
Gap noted, for example, in Vietnam (Phinney, 2008); Brazil (Hebling and Guimaraes,
2004); and South Africa (Susser and Stein, 2000).

11E. Strengthening the Enabling Environment:
Advancing Education
Increasing the access of girls to education is critical to combating the AIDS pandemic. Education
of girls is associated with delayed marriage and childbearing, lower fertility, healthier babies,
and increased earning potential. Analysis by the Global Campaign for Education estimates
that seven million HIV infections in young people could be averted in a decade, if all children
completed primary school (Global Campaign for Education, 2004, cited in UNAIDS et al.,
2004). The 2009 report of the Millennium Development Goals (UN, 2009) shows that in
the developing world, enrollment coverage was 88 percent in 2007, up from 83 percent in
2000, but still not on track to reach the MDG Goal 2 of achieving universal primary education. Furthermore, in 2007, in the 171 countries with data, only 53 had achieved the target of
gender parity in education. An estimated “72 million children worldwide were denied the right
to education in 2007. Almost half of these children live in sub-Saharan Africa, followed by
Southern Asia, home to 18 million out-of-school children” (UN, 2009) It is estimated that half
or more of those children might never have any schooling.

Education: The “Window of Hope” in HIV Prevention
The effectiveness of education as an HIV prevention strategy, which the World Bank calls the
“window of hope,” rests upon two key components: (1) greater access to schooling and (2)
using schools as a natural place to reach young people with AIDS education and life skills
training—practical tools that help them stay safe (World Bank, 2002). “Data compared across
countries and regions and disaggregated by education levels show that young women and men
with higher levels of education are more likely to have increased knowledge about HIV/AIDS,
a better understanding of ways to avoid infection, and an increased likelihood of changing
behaviour that puts them at risk of contracting the disease. Thus, it is clear that ensuring
quality education for all children is one of the best ways to protect both the rights and the
lives of young people threatened by HIV/AIDS” (UNICEF, 2004a). Comprehensive sex education, covered in Chapter 5. Prevention for Young People, is also an important component of HIV
prevention planning.
DHS surveys from 11 countries found that women with some schooling were nearly ﬁve
times as likely as uneducated women to have used a condom the last time they had sexual
intercourse (Global Campaign for Education, 2004). Literate women are three times more
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likely than illiterate women to know that a healthy-looking person can be HIV-positive and four
times more likely to know preventive behaviors (Vanandemoortele and Delamonica, 2000
cited in Global Campaign for Education, 2004). While universal primary education is not
a substitute for HIV/AIDS treatment and prevention, young people with little or no education may 2.2 times more likely to become HIV-positive as those who have completed primary
education (De Walque, 2004 cited in Global Campaign for Education, 2004). Even controlling
for income, education’s impact on HIV/AIDS is robust. In the ﬁve years before the publication,
better-educated young people have increased condom use and reduced the number of casual
partners at a much steeper rate than those with little or no education (Hargreaves and Glynn,
2002; World Bank, 2002 cited in Global Campaign for Education, 2004).
Yet girls face barriers to staying in school. A study of primary school in Uganda in 2001
found that 51 percent of girls dropped out of primary school due to money needed for school
funds, uniforms, textbooks and supplies, among other items, including uniforms and shoes.
Some girls receive pressure from their parents to marry (Kasente, 2003). One study found that
since 2003 when school fees were abolished in Kenya, girls in schools with free uniforms had
a 10 percent decrease in childbearing and a 12 percent decrease in teen marriage (Duﬂo et al.,
2007). Furthermore, lack of sanitary facilities means that girls and female teachers cannot
attend school during menstruation” (Adams et al. 2009). An estimated 1 in 10 African girls
of school age do not attend school during menstruation or drop out at puberty due to lack of
appropriate sanitation facilities in schools (UNICEF, 2005). Further interventions are needed
to eliminate these barriers and enable girls to stay in school, for example “school fee abolition strategies to be embedded within country-wide poverty alleviation and growth strategies”
(World Bank and UNICEF, 2009: 11), or improving sanitary facilities so girls can attend school
when they are menstruating (Adams et al., 2009).

What Works—Strengthening the Enabling Environment: Advancing Education
1. Increasing educational attainment can help reduce HIV risk among girls.
2. Abolishing school fees enables girls to attend (or stay in) school.
3. Providing life skills-based education can complement formal education in building
knowledge and skills to prevent HIV.

EVIDENCE
1. Increasing educational attainment can help reduce HIV risk among girls.
A systematic review of published peer-reviewed articles explored the time trends in the
association between educational attainment and risk of HIV infection in sub-Saharan
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Africa and found that HIV infections appear to be shifting towards higher prevalence
among the least educated in sub-Saharan Africa, reversing previous patterns. Articles
were identiﬁed that reported original data comparing individually measured educational attainment and HIV status among at least 300 individuals representative of the
general population of countries or regions of sub-Saharan Africa. Statistical analyses
were required to adjust for potential confounders but not over-adjust for variables on
the causal pathway. Approximately 4000 abstracts and 1200 full papers were reviewed.
Thirty-six articles were included in the study, containing data on 72 discrete populations from 11 countries between 1987 and 2003, representing over 200,000 individuals. Studies on data collected prior to 1996 generally found either no association or
the highest risk of HIV infection among the most educated. Studies conducted from
1996 onwards were more likely to ﬁnd a lower risk of HIV infection among the most
educated. Where data over time were available, HIV prevalence fell more consistently
among highly educated groups than among less educated groups, in whom HIV prevalence sometimes rose while overall population prevalence was falling. In several populations, associations suggesting greater HIV risk in the more educated at earlier time
points were replaced by weaker associations later (Hargreaves et al., 2008a). (Gray I)
(education, sub-Saharan Africa)
A 2001 cluster-randomized study evaluated the impact of school attendance on the
sexual risk behaviors and HIV prevalence of 916 males and 1,003 females between the
ages of 14 and 25 in rural Limpopo Province, South Africa, where HIV prevalence in
antenatal clinics was 13.2 percent. The study found that school attendance correlates
with lower HIV prevalence among males, fewer sexual partners for both sexes, and
among females, a lower likelihood of having partners who are more than three years
older, more frequent condom use, and less frequent sex within relationships. Because
students did not have greater access to HIV prevention materials than non-students,
the study suggests that school attendance may have a protective effect on HIV risk
by affecting the sexual network structure of young people. “School attendance might
affect communication within sexual networks, in turn helping to improve conﬁdence,
self-efﬁcacy and the adoption of safer sexual behaviors. It might also increase group
negotiation of positive attitudes toward positive behaviors, by putting young people in
regular contact with each other in a structural environment,” (Hargreaves et al., 2008b:
118). Women from very poor households were less likely to be students. Among study
participants, HIV prevalence rates were 3.4% for men and 9.8% for women, increasing
over the age range (Hargreaves et al., 2008b). (Gray II) (youth, education, sex behavior,
risk behavior, South Africa)
A 2003 household survey of 1,708 15–24 year-old women in South Africa who were
sexually experienced but only had one lifetime partner (typically considered “low risk”
for HIV) found that women who had not completed high school were more likely to be
HIV-positive by odds of 3.75 than those who had completed high school. Fifteen percent
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of the women surveyed were HIV-positive, and 77.5 percent had not completed high
school (Pettifor et al., 2008a). (Gray IV) (sexual partners, education, South Africa)
Data from a longitudinal HIV surveillance and a linked demographic surveillance in
a poor rural community in KwaZulu-Natal, South Africa, showed that in multivariable
survival analysis, one additional year of education reduced the hazard of acquiring HIV
by 7% net of sex, age, wealth, household expenditure, rural vs. urban/periurban residence, migration status and partnership status. The purpose of the study was to investigate the effect of three measures of socioeconomic status on HIV incidence: educational attainment, household wealth categories (based on a ranking of households on
an assets index scale) and per capita household expenditure, the sample comprised of
3325 individuals who tested HIV-negative at baseline and either HIV-negative or -positive on a second test (on average 1.3 years later). Holding other factors equal, members
of households that fell into the middle 40% of relative wealth had a 72% higher hazard
of HIV acquisition than members of the 40% poorest households. Per capita household expenditure did not signiﬁcantly affect HIV incidence. The results suggest that
increasing educational attainment in the general population may lower HIV incidence
(Bärnighausen et al., 2007). (Gray III) (education, income, South Africa)
A study of key ﬁndings from nationally representative surveys conducted in 2004 of
5,950 young people ages 12 to 19 in Burkina Faso; 4,252 in Ghana; 4,012 in Malawi and
5,065 in Uganda found that formal education was positively associated with protective
behaviors such as delaying ﬁrst sex, abstaining from sex and using condoms. Surveys
were supplemented with 16 focus groups each in Burkina Faso and Ghana, 11 focus
groups in Malawi and 12 focus groups in Uganda. The research team also conducted
406 in-depth interviews with adolescents and 240 in-depth interviews with key adults
in the lives of the adolescents (Biddlecom et al., 2007). (Gray IV) (education, sex behavior,
condoms, abstinence, Burkina Faso, Ghana, Malawi, Uganda)
A study in Ethiopia of 35,512 VCT clients of Family Guidance Association of Ethiopia
found that male and female VCT clients with more than secondary level education are
58% and 66% (respectively) less likely to be HIV-positive than those with no education
(Bradley et al., 2007). (Gray V) (education, counseling, HIV testing, Ethiopia)
Evidence from population-based surveys in Zambia (1995–2003) shows a marked
decline in HIV prevalence among higher educated young people. Data are from serial
population-based HIV surveys conducted in selected urban and rural communities in
1995 (n = 2989), 1999 (n = 3506) and 2003 (n = 4442). Analyses were stratiﬁed by residence, sex and age group. Logistic regression was used to estimate age-adjusted odds
ratio of HIV between low (< or = 4 school years) and higher education (> or = 8 years)
for the rural population and between low (< or = 7 school years) and higher education
(> or = 11 years) for the urban population. Results show there was a universal shift
towards reduced risk of HIV infection in groups with higher than lower education in
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both sexes among urban young people in men and in women. A similar pattern was
observed in rural young men but was less prominent and not statistically signiﬁcant in
rural women. In age 25–49 years, higher educated urban men had reduced risk in 2003
but this was less prominent in women. The ﬁndings suggested a shift in the association
between educational attainment and HIV infection between 1995 and 2003. The most
convincing sign was the risk reduction among more educated younger groups where
most infections can be assumed to be recent. The changes in older groups are probably
largely inﬂuenced by differential mortality rates. The stable risk among groups with
lower education might also indicate limitations in past preventive efforts (Michelo et al.,
2006). (Gray III) (education, Zambia)
Cross sectional data from a population-based survey with 9,843 adults (80% of those
eligible) including 2,268 young women large-scale, conducted between 1998 and 2000
in rural Zimbabwe found that young women’s chances of having avoided HIV were
strongly associated with experience of secondary education. “Young women with higher
levels of school education...had better knowledge about HIV...(and) young women with
greater knowledge about HIV” were more likely not to have started sex and to have
avoided HIV (Gregson et al., 2004, p. 2126). Greater education was positively associated
with self-efﬁcacy in both married and unmarried young women (Gregson et al., 2004).
(Gray V) (education, self-perception, Zimbabwe)
DHS surveys from 11 countries found that women with some schooling were nearly
ﬁve times as likely as uneducated women to have used a condom the last time they had
sexual intercourse (Global Campaign for Education, 2004). Literate women are three
times more likely than illiterate women to know that a healthy-looking person can be
HIV-positive and four times more likely to know preventive behaviors (Vanandemoortele
and Delamonica, 2000 cited in Global Campaign for Education, 2004). While universal
primary education is not a substitute for HIV/AIDS treatment and prevention, young
people with little or no education may 2.2 times more likely to become HIV-positive
as those who have completed primary education (De Walque, 2004 cited in Global
Campaign for Education, 2004). Even controlling for income, education’s impact on
HIV/AIDS is robust. In the ﬁve years before the publication, better-educated young
people have increased condom use and reduced the number of casual partners at a
much steeper rate than those with little or no education (Hargreaves and Glynn, 2002;
World Bank, 2002 cited in Global Campaign for Education, 2004). (Gray V) (education,
condoms, protective behavior)
2. Abolishing school fees can enable girls to attend (or stay in) school.
A 2009 World Bank and UNICEF study evaluated the impact of primary school fee
abolition in ﬁve African countries. Ethiopia abolished primary school fees in 1994,
Ghana in 1995, Kenya in 2003, Malawi in 1994, and Mozambique began implementation in 2004. Fees were abolished in all countries for grades 1 through 7, with several
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countries extending the fee abolition to higher grades. Fee abolition resulted in a 23%
increase in total enrolment from 1994/95 to 1995/1996 in Ethiopia, a 14% increase in
total enrolment from 2004/2005 in Ghana, an 18% increase from 2002/03 to 2003/04
in Kenya, a 51% increase from 1993/94 to 1994/95 in Malawi, and a 12% increase from
2003/04 to 2004/2005 in Mozambique. The ratio of girls to boys enrolled in primary
school increased in Ethiopia from 0.61 girls to 1 boy in 1994/95 to a ratio of 0.79 girls
to 1 boy in 2004/2005. The increase in the ratio of girls to boys was insigniﬁcant in the
other countries (The World Bank and UNICEF, 2009). (Gray III) (education, school fees,
Ethiopia, Ghana, Kenya, Malawi, Mozambique)
The most successful strategy for increasing access to education and lowering HIV
vulnerability, particularly for girls, has been the elimination of school fees, which otherwise put education out of reach for many families. In Tanzania, the removal of school
fees more than doubled primary school enrollment. Kenya saw enrollment jump by
22% in the ﬁrst week alone with their abolition. In Uganda, girls’ school enrollment
leapt by over 30% when school fees were dropped, including a near doubling for the
poorest economic ﬁfth of girls (Burns et al., 2003; UNICEF, 2005; Deininger, 2003;
Bundy and Kattan, 2005, cited in Global Coalition on Women and AIDS, year not speciﬁed). (Gray V) (education, school fees, Tanzania, Kenya, Uganda)
3. Providing life skills-based education can complement formal education in building knowledge and skills to prevent HIV. [See Chapter 5. Prevention for Young People]

Gaps in Programming—Education
1. Successful efforts to increase educational attainment for girls must be scaled up.
2. Interventions are needed for school children that suffer from violence on the way or
at school.

1. Successful efforts to increase educational attainment for girls must be scaled up. [See also
Chapter 12B. Care and Support: Orphans and Vulnerable Children] Studies and surveys found
that girls lag behind boys in educational attainment.
Gap noted, for example, in 11 DHS countries (Hargreaves and Glenn, 2002; World
Bank, 2002 cited in Global Campaign for Education, 2004).
2. Interventions are needed for school children that suffer from violence on the way to or
at school. [See also 11B. Addressing Violence Against Women] Studies found that girls suffer
from violence both on the way and at school.
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Gap noted, for example, generally (WHO, 2006 cited in USAID, 2008a; USAID,
2008a). Increased recognition of sexual harassment by students was found in Ghana,
but no HIV related outcomes were studied (USAID, 2008a).

11F. Strengthening the Enabling Environment:
Reducing Stigma and Discrimination
Stigma and discrimination have been identiﬁed as tremendous barriers to addressing HIV/
AIDS (Mann, 1999; Paxton et al., 2004a and b). Stigma was deﬁned by Goffman (1963) as a
discrediting attribute about an individual or group that serves to devalue that person or group
in the eyes of society. Parker and Aggleton (2002) suggest that stigmatization and discrimination are manifest in a number of contexts, including within families, communities, schools,
employment, travel/migration opportunities, health care settings, and HIV/AIDS programs.
Hardee et al. (2009b) found remarkably consistent views related to people living with HIV and
AIDS in a national survey in China, suggesting that stigma and discrimination can be pervasive in societies. Internalized stigma is the shame, guilt or fear that results from discrimination and can also affect family members and health providers. Internalized stigma may deter
people from accessing needed HIV services (Brouard and Willis, 2006).

Stigma Affects Prevention Behaviors
In a review of interventions to reduce HIV/AIDS stigma, Brown et al., (2003) noted that stigma
affects prevention behaviors, test-seeking, care-seeking, quality of care provided to HIV-positive
clients, and perceptions and treatment of people living with HIV and AIDS by communities
and families. They and others, including Parker et al. (2002), contend that HIV/AIDS-related
stigma is often layered upon other stigma, for example, that
HIV is associated with engaging in illegal behavior such as
sex work and drug use. A study in China with 10 AIDS health
“No matter where I go,
professionals and 21 adults living with HIV found that the
there’s always someone who
Chinese public assumes that any woman who has HIV is a
will reject me.”
sex worker (Zhou, 2008). Women are often considered to
—HIV-positive woman, Cuba
face the double stigma and discrimination associated with
(Castro et al., 2007: S52)
HIV and their inferior status to men in society (Armistead
et al., 2008). [See also 11A. Transforming Gender Norms] A
study of 2,369 men and women in India at high risk for HIV found that women reported
higher perceived community HIV/AIDS stigma than men (Zelaya et al., 2008). Findings from
a qualitative research study conducted in 2003 in Vietnam found that “women living with HIV
and AIDS tend to be more highly stigmatized than men...While women tend to be ‘blamed’
for acquiring HIV and AIDS, men are often forgiven by family and society. The consequences
of stigma are also more severe for women, who are more frequently sent away from their
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families and separated from their children than men are” (Hong et al., 2004: 2). A qualitative
study conducted from 2001 to 2003 in rural and urban Ethiopia, Tanzania, and Zambia with
structured text analysis of more than 650 interviews, and 80 focus group discussions, and a
quantitative analysis of 400 survey respondents found that “constraints are particularly acute
for young, married women with HIV who try to balance the stigma of being HIV-positive with
the reality that childbearing is often their only route to social status and economic support”
(Nyblade et al., 2003: 51).
In the words of an HIV-positive man who is an injecting drug user, “Men are forgiven.
Women would not be forgiven. Women are blamed even if they are unlucky and sleep with
a husband who used to sleep with many girlfriends or is an IDU and brought the disease to
his wife” (Nguyen et al., 2009: 146). An HIV-positive woman tested in a PMTCT program in
Malawi explained that, “In the community few people accept HIV-positive mothers. They think
you are HIV-positive because you were just moving around and sleeping with a lot of men.
They keep gossiping about you. Some even do witchcraft against you so you die faster. It is thus
better that you keep your HIV status for yourself without telling others” (Bwirire et al., 2008:
1197). A cross-sectional survey of 148 youth living with HIV/AIDS in Kinshasa, Democratic
Republic of the Congo (DRC), of whom 79% were female, found that females reported more
personalized stigma and stigma related to public attitudes compared to males (Mupenda et al.,
2008). Yet, many studies of stigma and discrimination do not collect sex-disaggregated data,
making it difﬁcult to determine differential experiences that men and women face.

Misconceptions About HIV Continue to Exacerbate Stigma and Discrimination
Inadequate information about how HIV is transmitted adds needlessly to the stigmatization
and discrimination faced by people living with HIV. For example, ﬁndings from a qualitative
research study conducted in 2003 in Vietnam found that lack of detailed understanding of the
routes of HIV transmission led to isolation and rejection of people living with HIV and AIDS,
avoidance of their goods and services, and secondary stigma against their family members and
children. Further, many families of people who are HIV-positive or have AIDS take unnecessary ‘preventive’ measures, such as eating separately, adding needlessly to the already signiﬁcant emotional, economic and time-related burdens of care-giving (Hong et al., 2004). In Mali,
“...the fact that social transmission (through sharing of food, bowls, latrines, blankets and
clothes) was widely thought to be feasible is probably related to the perceived need to quarantine suspected AIDS cases...” (Castle, 2004: 6). It’s critical to educate parents and teachers so
they can accurately educate young people as well. Interviews and focus groups in Mali found
that three-fourths of the teachers in the study held mistaken beliefs about methods of HIV
transmission that they then communicated to their students (Castle, 2004).
Interventions to combat stigma should include interventions for individuals, which create
awareness of what is stigma and the beneﬁts of reducing stigma, environmental interventions,
i.e., meeting the need for information, supplies and training; and structural, i.e., addressing
policies and laws (Nyblade, 2009). “Understanding the association of HIV and AIDS with
assumed immoral and improper behaviors is essential to confronting perceptions that
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promote stigmatizing attitudes towards individuals living with HIV” (Nyblade et al., 2009:
4). The Commission on AIDS in Asia reviewed over 5,000 papers; commissioned 30 papers;
surveyed 600 members of civil society; conducted ﬁve country missions and held two subregional workshops and concluded that it is crucial to “avoid programmes that accentuate
AIDS-related sigma...Such programs may include ‘crack-downs’ on red-light areas and arrest
sex workers, large-scale arrests of young drug users under the ‘war on drugs’ programs and
mandatory testing for HIV” (Report of the Commission on AIDS in Asia, 2008: 17). A 2008
review of published literature on stigma in the HIV/AIDS epidemic that included 390 articles, of which 176 were either global in scope or were in a developing country context, found
that “there are only a small number of published studies on interventions and programmes
designed to reduce HIV/AIDS stigma” (Mahajan et al., 2008: S74). An earlier review in 2003
found that among 22 relevant studies, “No study looked at different messages that could be
tailored to men and women, nor were there any efforts to compare differential impact of male
versus female contacts for different gendered audiences” (Brown et al., 2003: 66).
With the introduction and expansion of antiretroviral treatment, there was hope that stigma
and discrimination would decline, however, “despite ongoing research, there is not yet conclusive evidence to support this hope” (Gruskin et al., 2007b: 12). A household probability sample
of individuals ages 18–32 with 14,657 participants from Thailand, Zimbabwe, Tanzania, and
South Africa found that lack of knowledge of antiretroviral therapy was signiﬁcantly associated with increased personal endorsement of stigma towards people living with HIV in all
sites (Genberg et al., 2008). What is clear is that reducing stigma improves quality of life for
women living with HIV, especially in the realms of employment and schooling, in addition to
improving quality of life within families and communities.
[See also Chapter 8. Meeting the Sexual and Reproductive Health Needs of Women Living
with HIV, Chapter 9. Safe Motherhood and Prevention of Vertical Transmission, and Chapter 13.
Structuring Health Services to Meet Women’s Needs for further discussion of stigma as it relates
to those topics.]
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What Works—Strengthening the Enabling Environment: Reducing Stigma and
Discrimination
1. Community-based interventions that provide accurate information about HIV
transmission (especially that casual contact cannot transmit the virus) can significantly
reduce HIV stigma and discrimination.
2. Training for providers can reduce discrimination against people with HIV/AIDS.
Promising Strategies:
3. Couple and family counseling, in addition to individual counseling for people living
with HIV, can reduce stigma within households.
4. Implementation of non-discriminatory workplace policies may reduce stigma and
discrimination.
5. Recruited opinion leaders can reduce stigmatizing behaviors in the community.
6. Support groups for people living with HIV in IDP camps, along with VCT and
counseling, may reduce stigma.
7. Support to voluntarily disclose positive serostatus increases HIV-positive people’s
ability to cope and access treatment regimens and reduces perceived stigma in the
community.

EVIDENCE
1. Community-based interventions that provide accurate information about HIV transmission (especially that casual contact cannot transmit the virus) can signiﬁcantly reduce HIV
stigma and discrimination.
A study and intervention in two communities in Vietnam found that project interventions led to a signiﬁcant increase in awareness of stigma, reduction in fear of becoming
infected with HIV through casual contact with HIV-positive people and stigma and
intentions concerning stigmatizing behavior. Better, more complete knowledge of how
HIV was not transmitted translated into a greater degree of acceptance of people living
with HIV and their family members. Stigma was so strong in these communities that
no one was open about their HIV-positive serostatus. The intervention consisted of a
workshop with community leaders to sensitize leaders on the impact of stigma and
to provide knowledge on HIV and to meet people living with HIV. Each community
designed activities to reduce stigma: distributing an HIV and stigma fact sheet; meetings; posters; drama; school sessions for students and teacher; and support groups for
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people living with HIV. 35 focus group discussions and 97 in-depth interviews were
conducted with people living with HIV, family members and community members.
700 in each community were sampled at prior to the intervention and at the end of
the project, fourteen months later. Prior to the project, people living with HIV reported
not accessing health services due to fear of disclosure of their serostatus. Exposure to
multiple activities led to greater increases in stigma reduction. However, the intervention was less effective in reducing blame toward HIV-positive people, especially sex
workers and IDUs (Nyblade et al., 2008). (Gray III) (knowledge, stigma, Vietnam)
Between 2004 and 2006, a project in Thailand that paired HIV-positive with an
HIV-negative partner to receive loans to create a small business found that HIV-negative
partners reported greater willingness to participate in activities with HIV-positive
people. Within a few months, the percent of people involved in the project who said they
would be comfortable visiting a house of an HIV-positive person increased from 20%
to 90%. HIV-positive partners reported they no longer felt they had to accept discrimination. People living with HIV who participated in the project reported improvements
in quality of life, as well as in their economic, social, physical and mental well being
between 2004 and 2006. In addition, 91% of the loans have been repaid on time. Both
partners needed training in basic business skills. Women comprise the majority of
the participants. More than 42% of all participants paired two women and 39% were
composed of one man and one woman (UNAIDS, 2007b; Wolf et al., 2008). (Gray III)
(knowledge, stigma, microﬁnance, Thailand)
An intervention from 2005 to 2007 with 2,800 school children ages 12 to 15 in rural
schools in Bosnia and Herzegovina that increased knowledge on HIV transmission
via bodily ﬂuids decreased the fear of socializing with HIV-positive people from 46%
at baseline to under 13% by the end of project surveys. 150 pupils, aged 13 to 14, 62%
girls and 38% boys were surveyed at the beginning of the project and at the end (Pancic,
2008). (Gray III) (adolescents, knowledge, stigma, Bosnia, Herzegovina)
2. Training for providers can reduce discrimination against people with HIV/AIDS.
A study in Vietnam that provided training to 975 hospital workers who received a one
and a half day training on HIV and universal precautions, along with testimonials from
people living with HIV and training to 617 hospital workers who received the same
training with an additional half day training on social stigma co-facilitated by people
living with HIV found that both interventions were successful in reducing discriminatory behaviors and hospital practices, with the additional half day training on stigma
resulting in a greater impact on reducing discrimination and stigma. For example,
hospital workers who felt that HIV/AIDS is a punishment for bad behavior declined
in one hospital form 44% before the intervention to 19%. The hospital workers who
had additional stigma training were 2.3 times less likely to report placing signs on beds
indicating HIV status than hospital workers without the stigma training. Training also
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used the resource “Understanding and Challenging HIV Stigma: A Toolkit for Action”
(Kidd et al., 2007; http://www.icrw.org/docs/2003-StigmaToolkit.pdf). The intervention
also provided sharps containers for safe needle disposal as well as providing hospital
workers with a manual on the “safe and friendly hospital worker in the presence of
HIV/AIDS”. Guidelines for testing for HIV were created and having hospital policies in
place reduced stigma. Approximately 70% of hospital workers were women. (Oanh et
al., 2008). (Gray III) (providers, training programs, discrimination, stigma, Vietnam)
Training for service providers in county hospitals Yunnan, China resulted in a stronger
belief in patient conﬁdentiality, reduced fear of people living with HIV and better knowledge and practice of universal precautions. 13 providers were assigned to an intervention or control group and followed for six months (Li et al., 2008). (Gray III) (providers,
knowledge, China)
A training of trainers for 45 nurse leaders in Vietnam from 2005 to 2007 with threeweek training workshops including practice resulted in increased willingness to care
for HIV-positive patients according to pre- and post-test evaluations. Between 2006 and
2007 the nurse trainers trained an additional 20,488 additional health care providers
(Le et al., 2008). (Gray III) (providers, training programs, Vietnam)
A pre-post test study in India of training for health workers in a hospital in India with
a survey for 885 health workers resulted in less stigmatizing attitudes and practices by
health workers. Based on interviews with health workers and HIV-positive patients, the
project developed a “PLHA Friendly Checklist” ((http://www.popcouncil.org/pdfs/horizons/pfechklst.pdf) and trained health workers. When presented with data from their
hospital, managers instituted hospital-wide initiatives to combat stigma and discrimination. The number of ward staff who reported that HIV cannot be transmitted by
touching someone with HIV increased signiﬁcantly from 80% to 96%. After the intervention, doctors were more likely to agree that patients should not be tested for HIV
without consent, increasing from 37% to 67%. Following training, a signiﬁcantly greater
proportion of doctors reported that they always arranged pre-test counseling (from 31%
to 46%) and post-test counseling (56% to 69%). Following training, more doctors wore
gloves (64% to 93%) and more ward staff wore gloves to carry blood samples (29% to
93%) (Mahendra et al., 2006). (Gray III) (providers, training programs, stigma, discrimination, India)

Promising Strategies:
3. Couple and family counseling, in addition to individual counseling for people living with
HIV, can reduce stigma within households.
YRGCare in Chennai, India, a nonproﬁt HIV counseling, testing and treatment center
found that HIV-positive individuals reported that couple and family counseling was
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beneﬁcial in addition to individual counseling for reducing stigma within the household. Thirteen thousand patients have received counseling. Five thousand six hundred
sixty-seven patients living with HIV/AIDS have been followed longitudinally since 1993
with medical and psychosocial care. Seven hundred ﬁfty-four couples accessed couples
counseling and 698 accessed family counseling. Disclosure, pressure to have children
by family members unaware of their serostatus, discrimination, and hiding medication,
which can alert others to their serostatus, were issues addressed (James et al., 2004).
(Gray III) (stigma, discrimination, counseling, couples, India)
4. Implementation of non-discriminatory workplace policies may reduce stigma and
discrimination.
With the technical support of the International Labor Organization (ILO), ten enterprises
in six sectors of the economy of Nepal implemented HIV/AIDS workplace policies.
While only 73% of workers were willing to work with an HIV-positive co-worker prior
to workplace policies, following implementation of workplace policies this increased
signiﬁcantly to over 94%. Worker’s views that employers should not ﬁre HIV-positive
workers increased from 61% to 81% (Singh, 2008). (Gray IV) (employment, policies,
Nepal)
A program established in 2003 in Thailand to create formal company HIV/AIDS policies and implement awareness and education for managers and employees found that
acceptance in working with HIV-positive colleagues, such as sharing a meal, increased
from 40% in 2005 to 95% after implementation (no dates given). Employees’ reported
condom use in casual sexual encounters also increased from 16% to 49% (Pramualratana,
2008). (Gray IV) (employment, policies, education, condom use, Thailand)
5. Recruited opinion leaders can reduce stigmatizing behaviors in the community.
A cluster-randomized behavioral intervention trial conducted in 14 villages in Anhui
province, China found that recruited opinion leaders reduced the prevalence of stigmatizing behaviors observed and reported by community members. Seven villages were
randomized to receive the intervention which consisted of four weeks of training for
742 opinion leaders followed by monthly reunion sessions, as well as eight weeks of
skills training and monthly reunions for 150 people living with HIV. 330 people living
with HIV were followed for one year in both control and intervention villages. Three
cross-sectional surveys were carried out among 950 randomly selected villagers. At 12
months, the prevalence of stigmatizing behaviors observed and reported by community
members was signiﬁcantly lower in intervention villages at fewer than 42% compared
to 56% in control villages. The intervention achieved a reduction in reported stigma
of 27%. Reports from people living with HIV indicated corresponding decreased in
perceived stigma, with signiﬁcantly reduced perception of stigmatizing behaviors (Xu
et al., 2008). (Gray II) (opinion leaders, stigma, China)
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6. Support groups for people living with HIV may reduce stigma. [See also Chapter 7. Treatment]
Following violence in Kenya, VCT services were established, with counseling and access
to antiretroviral therapy for those who tested HIV-positive. Support groups for 100
women and 45 men living with HIV had reduced stigma. Along with ART, nutrition is
key to supplement relief efforts (Wambete and Ptoch, 2008). (Gray V) (violence, counseling, testing, support groups, antiretrovirals, nutrition, Kenya)
7. Support to voluntarily disclose positive serostatus, and continued support, increases
HIV-positive women’s ability to cope and access treatment regimens and reduces perceived
stigma in the community.
A study carried out from 1999 to 2001 in Thailand, with 329 HIV-positive women found
that HIV-positive women who reported that they could disclose their HIV serostatus
gained increased acceptance and support from family and community, accessed support
groups that increased their ability to cope with the disease, and increased their access to
treatment regimens. Of the 329 women, 57% participated in one or more HIV-positive
support groups. One woman stated: “At that time, when I knew I was HIV-positive, I
thought, how could I live! Then, I had a chance to learn about a support group. I joined
this group. I feel good cause I can meet others who’re the same as me...” (p. 37). Another
stated: “I can get more knowledge from others who have had the same experiences. I
feel that there are many people living with HIV, not only me. I feel warm when I join
in the group” (p. 37–38) One woman stated: “In the village, everybody knew my HIV
status. At ﬁrst, they did not accept me, but now they have a good relationship with
me. I can eat and talk with them. I think that I can live well in the village” (p. 37). The
women were interviewed using a structured questionnaire. In-depth interviews were
conducted among 60 HIV-positive women. Four participatory workshops were held on
data analysis and report writing. A week long counseling training session was held for
the women conducting interviews. Women interviewed were selected non-randomly
from support groups, clinics, ANC clinics, NGOs, and communities using dimensional
sampling method. The dimensions used were ages 15–25, 26–35, or 36–49, and number
of years from diagnosis. Women who met the criteria for both dimensions were selected
based on convenient or snowball sampling techniques. Six focus group discussions
were held with six to eight men (Yoddumnern-Attig et al., 2004). (Gray IV) (stigma,
discrimination, disclosure, Thailand)
A qualitative study of interviews with 75 HIV-positive people (43 females, 32 males)
from 20 countries, including Australia, Botswana, India, Kenya, South Africa, Thailand,
Uganda, Zambia, and Zimbabwe, conducted between 1997 and 1999, found that immediately following diagnosis, most respondents felt shame and a sense of worthlessness.
Most carefully guarded the secret of their serostatus for fear of negative repercussions.
The average time between diagnosis and public disclosure was 2.6 years, as most people
needed to time to talk through their fears with peers or a counselor. Motivation for
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disclosure was to prevent further infections, challenge stigma, or both. Contributing to
community AIDS prevention provides a sense of purpose for many of those interviewed:
“It makes you feel like you’ve done something worthwhile” (Paxton, 2002: 564). (Gray
III) (stigma, discrimination, disclosure, Australia, Botswana, India, Kenya, South Africa,
Thailand, Uganda, Zambia, Zimbabwe)

Gaps in Programming—Reducing Stigma and Discrimination
1. Further interventions and research are needed to reduce stigma and discrimination
against women, specifically, who are at high risk or living with HIV.
2. Judicial action, legislation, and training on legal rights can protect people living with
HIV from discrimination.
3. Provision of ART can reduce stigma, but additional interventions are needed.

1. Further interventions are needed to reduce stigma and discrimination against women,
speciﬁcally, who are at high risk or living with HIV. [See also Chapter 9C-2. Safe Motherhood
and Prevention of Vertical Transmission: Treatment] Studies found that women and girls are
highly stigmatized if they test positive for HIV.
2. Judicial action, legislation, and training on legal rights can protect people living with HIV
from discrimination. Studies found that people reported being denied housing or being
evicted for testing HIV-positive but that peer education on legal rights may increase protect
people from discrimination.
Gap noted, for example, in Brazil (Dultra et al., 2008); and Ethiopia, Tanzania and
Zambia (Nyblade et al., 2003).
3. Provision of ART can reduce stigma, but additional interventions are needed. Studies found
that lack of knowledge of ARV treatment increased stigma, but that ARV treatment alone
did not eliminate stigma and discrimination.
Gap noted, for example, in Thailand, Zimbabwe, Tanzania, and South Africa (Genberg
et al., 2008); and Tanzania (Roura et al., 2008).
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11G. Strengthening the Enabling Environment:
Promoting Women’s Leadership
Strengthening women’s NGOs and women leaders who can mobilize in-country efforts in
the interests of women and girls who are affected by HIV is critical. Fostering social capital
among and within these groups is also important. Just as
the gay movement in the U.S. spurred activism and cohesion around HIV and AIDS early in the epidemic (Fauci, in
“While before I had been a victim
Goldman, 2008), women in the Global South need support
and doomed, I started to become
for the NGOs that can provide this mobilization of support
an actor in the ﬁght against
and attention (Wellings et al., 2006). However, social
this terrible illness through my
capital, through participation in groups, can have positive
active participation in prevention
as well as negative outcomes (Szreter and Woolcock, 2004;
campaigns.”
Pearce and Smith, 2003). Smith and Rimal (2009: 141) put
—Efﬁcace, HIV-positive woman,
it succinctly that “integration into a social system can serve
Cameroon (Offe and van Roenne,
to smother or inspire.” For women, integration in groups
2007: 7)
dominated by male leadership can serve to smother.

Positive Women Deserve Meaningful Involvement in the Response to HIV and AIDS
In most support groups and networks of people with HIV, women make up the vast majority of
members of the networks yet the paid or elected positions are ﬁlled mostly by men (Manchester,
2004). Women living with HIV want substantial and meaningful involvement in policy and
program design and implementation, rather than just to be included as honorary speakers or
advisory members. As Fria Chika Islandar, a young Indonesian woman living with HIV put it
at the International AIDS Conference Plenary in Toronto, Canada in August 2006, “I learned
to demand my rights. I don’t want to just be listed in a report. I want to be more involved”
(Islander, 2006). Few organizations recognize HIV-positive women’s organizations’ right to
involvement “and often assume either that an HIV-positive man can speak for all HIV-positive
people, or that a few individual women on their own can be expected, as token women, to carry
the burden of representing the views and perspectives of the vast number of women and girls
across the region” (Paxton et al., 2004a: 18).
HIV and AIDS programs need more women involved in leadership positions—particularly
HIV-positive women and women with relevant skills. “There are many innovative responses
by…HIV-positive women and girls worldwide. They show that quality of life does not end with
an HIV diagnosis, but that given the right support, women and girls living with HIV can
thrive and play a vital role in society, in families, and in prevention and support programmes”
(ICW, 2004: 2). Despite signiﬁcant challenges and limited resources, women and girls are
responding positively to the epidemic—setting up support clubs, conducting peer education,
providing care and support, looking after orphaned children, and engaging in advocacy and
policy dialogue—and their contribution needs to be acknowledged and supported.
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Women Need Support and Opportunities to Build Skills
However, programs also need to recognize that it is difﬁcult for women living with HIV or
AIDS to participate unless their basic needs are met. Positive women need to earn an income
and, consequently, have little time or energy available to volunteer with PLHA organizations.
Many are widows with children to support. Of the 764 HIV-positive people interviewed in the
Asia Paciﬁc Network of People Living with HIV/AIDS (APN+) documentation of AIDS-related
discrimination, 50 percent of the women but only 8 percent of the men were widowed (Paxton
et al., 2004b).
In addition to support and strengthening social capital, women need opportunities to build
skills for advocacy, networking, and participation in policy and program design and implementation. Important interventions include establishing mechanisms for meaningful participation
of women in policymaking at international, national, community, and organizational levels;
building women’s policy advocacy and analysis skills; and ensuring that women are aware
of their rights. Positive women also need separate networks to ensure that they have a voice.
“Experience to date shows that the active involvement of positive women at all levels of decision-making, including the making and shaping of policy, is essential to treatment preparedness and expanded access as well as ensuring respect for positive women’s sexual and reproductive health and rights. Yet, HIV-positive women and decision-making bodies continue to
lack practical skills and political commitment to promoting meaningful involvement of positive women in shaping policies and programs” (Mthembu et al., 2006).
[See also Chapter 4. Prevention for Key Affected Populations for leadership initiatives among sex
workers and other marginalized groups.]

What Works—Strengthening the Enabling Environment: Promoting Women’s Leadership
Promising Strategies:
1. Investment in women’s groups, especially positive women’s networks, can result in
policy engagement and change to better meet women’s health and human rights
needs.
2. Formation of a separate women’s network within PLHA networks may empower
women living with HIV.
3. Training on human rights for people living with HIV can increase protection of their
rights.
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EVIDENCE
Promising Strategies:
1. Investment in women’s groups, especially positive women’s networks, can result in policy
engagement and change to better meet women’s health and human rights needs.
There is an emerging collective empowerment based on knowledge and understanding
of rights. Examples include the alliance of the Zimbabwean Network of Positive
Women allied with women lawyers to introduce marital rape as a criminal offense in
Zimbabwe law and the Treatment Action Campaign in South Africa, where an alliance
of women and lawyers resulted in a ruling that pregnant women have the right to ARVs
in pregnancy to reduce the risk of MTCT (Manchester, 2004). This study was based
on oral sources, workshops and presentations, and memories of conversations with
HIV-positive African women since 1992, as well as qualitative research through interviews conducted in 2000, with 10 HIV-positive African men and women (Manchester,
2004). (Gray V) (women’s empowerment, Zimbabwe, South Africa)
A project that provided training and networking by HIV-positive women with
Parliamentarians from their own country—Botswana, Kenya, Namibia and Tanzaniaalong with NGOs, provided opportunities for HIV-positive women to comment on
upcoming legislation that impacted them (Parliamentarians for Women’s Health,
2007). (Gray V) (training programs, women’s empowerment, Botswana, Kenya, Namibia,
Tanzania)
2. Formation of a women’s forum within PLHA networks may empower women living with
HIV.
In India, the Women’s Forum, established in 2007, has provided training on legal
literacy and advocated for shelter and livelihood support for widows living with HIV.
In July 2007, a National Women’s Forum led by a seven member committee was established in India to mainstream gender issues within the Indian Network of People Living
with HIV (INP+), which is a national network in 22 states with membership of over
105,000. The male: female ratio of PLHA is 100:60. Though 48% of members within
INP+ are women, gender issues are not adequately represented within INP+ governance or nationally. Women living with HIV suffer from low levels of awareness on
legal rights, limited social protection and restricted access to treatment, as well as lack
of decision-making, violence and stigma (Goswami et al., 2008). (Gray V) (women’s
empowerment, legal rights, treatment, violence, stigma, India).
3. Training on human rights for people living with HIV can increase protection of their rights.
The AIDS Rights Alliance for Southern Africa (ARASA) trained 684 participants representing AIDS service organizations, women’s groups and others on human rights and
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HIV/AIDS, resulting in increased protection of rights. Participants came from Angola,
Botswana, Democratic Republic of the Congo, Malawi, Mauritius, Mozambique,
Namibia, Swaziland, Tanzania and Zambia. Results included a Charter of Rights for
People Living with HIV in the Democratic Republic of Congo, removing the clause
on criminalization of transmission in Mauritius and inclusion of harm reduction in
legislation in Mauritius (ARASA, 2008). (Gray V) (women’s empowerment, human rights,
Angola, Botswana, Democratic Republic of the Congo, Malawi, Mauritius, Mozambique,
Namibia, Swaziland, Tanzania, Zambia)

Gaps in Programming—Promoting Women’s Leadership
1. Interventions are needed to promote HIV-positive women’s access to funding to start
and lead initiatives.
2. Interventions are needed to foster the involvement of HIV-positive women and
promote cooperation between PLHAs and health care facilities, government and
other agencies creating HIV-related programs and policies.

1. Interventions are needed to promote HIV-positive women’s access to funding to start and
lead initiatives. Studies found that HIV-positive women’s networks lacked funding.
Gap noted globally (Paxton et al., 2004a and b; Manchester, 2004).
2. Interventions are needed to foster the involvement of HIV-positive women and promote
cooperation between PLHAs and health care facilities, government and other agencies
creating HIV-related programs and policies. Studies found that little cooperation existed
between HIV-positive women and health facilities but that efforts have been underway to
educate parliamentarians concerning HIV-positive women’s issues.
Gap noted, for example, in Ukraine (Yaremenko et al., 2004) and Botswana, Kenya,
Namibia and Tanzania (Parliamentarians for Women’s Health, 2007).
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Chapter 12.

Care and Support

A. Women and Girls
B. Orphans and Vulnerable Children

Possibly no other aspect of HIV and AIDS is as “gendered” as care and support (Esplen, 2009).
Care and support generally includes both care of people living with HIV and AIDS and of
families and children affected by HIV and AIDS. UNAIDS includes in its deﬁnition home- and
community-based care (HCBC), palliative care, psychological support, carer support, and nutrition support. Among these, HCBC is meant to be the foundation on which national antiretroviral treatment programmes are built (UNAIDS 2009c). A 2004 UNAIDS report estimated
that in Africa, only 12% of HIV-positive people in need of home-based care actually received
it (UNAIDS, 2004 cited in Newman et al., 2009). Under PEPFAR, the term palliative care
covers clinical services for opportunistic infections, social care (community mobilization, leadership development, legal services, linkages to food support and income-generating programs,
among other activities to strengthen families and communities), psychological services, spiritual care, and positive prevention efforts (PEPFAR, 2009).
Of particular concern is the care and support of the growing number of orphans and vulnerable children. Worldwide, the number of orphans (children under age 18 who have lost one
or both parents) to AIDS stands at approximately 17.5 million (UNICEF et al., 2009). Many
more children live with one or more chronically ill parent. The vast majority of these children
live in sub-Saharan Africa. The Joint Learning Initiative on Children and HIV/AIDS, which
compiled over 50 systematic reviews by working groups of world orphan and vulnerable children (OVC) experts, contend that the deﬁnition of ‘orphan’ leads the international community
to assume that these children are without family support. “The UN deﬁnition of an orphan, ‘a
child who has lost one or both parents,’ distorts the global response to children affected by HIV
and AIDS. Instead, “some 88% of children designated as ‘orphans’ by international agencies
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actually have a surviving parent” (Irwin et al., 2009: 12, based on Belsey, 2008; Sherr, 2008;
Richter, 2008). For example, an assessment of 12 out of 39 community groups that currently
support 3,975 OVC, 200 PLWA and 1,375 HIV-affected households in Uganda in 2005 found a
functioning extended family system playing a signiﬁcant role in the care and support of PLHA
and OVC in all communities (Balaba et al., 2008). Supporting family systems is therefore
essential.
This chapter covers interventions that work in caring for and supporting women and girls
in general, both with respect to their own needs in illness and the burden of caring for others
who are ill. It also covers the care and support of orphans and vulnerable children, especially
the particular vulnerabilities and needs of orphaned girls.

12A. Care and Support: Women and Girls
By all estimates, most care and support is provided in the home and women provide twothirds or more of that care and support (Ogden et al., 2006; Homan et al., 2005; Akintola,
2006; United Nations, 2008b; Nyangara et al., 2009). In
a study in China, a woman noted, “When I didn’t feel well,
no one would take care of me…I often felt depressed when I
“Who cares for the carers, and
ﬁnished doing those chores for him, but I couldn’t tell him
why is it taken for granted that
how I felt” (Zhou, 2008: 1120).
women provide, and will continue
to provide, care and support to
Care and Support Programs Often Rely
family members and loved ones,
on Women’s Unpaid Labor
with no sense of the cost and
value of this work to society and
While ordinary care for families tends to be considered
the economy in general?”
women’s domain in most countries, care and support
(Berman 2002,
programs have been built on the assumption that the
cited in Ogden et al., 2006)
supply of women’s labor is unconstrained and ﬂexible and
that women’s labor will be adjusted in response to crises
or illness (Elson, 1999, cited in Ogden et al., 2006). Due
to this pervasive view of gender roles, “home-based care is often perceived as a ‘cost-effective
response’ to the epidemic, yet in reality it is exploitation of women’s unpaid labour…” (Esplen,
2007: 20). Thus, care often relies on “women, young girls, and elderly grandmothers who are
‘default volunteers’…” (Sepulveda et al., 2007: 193). Between 2000 and 2001, 254 interviews of
caregivers in Botswana found that 66% of female caregivers were single mothers who provided
the bulk of caregiving for their sick children with little or no contribution from fathers, with
21% of HIV caregivers losing pay in order to provide care (Rajaraman et al., 2006).
A distinction can be made between linked and unlinked care, although the two are often
used interchangeably in relation to HCBC to refer to both clinical and non-clinical care
provided by lay, volunteer or professional providers who are linked to programs and non-clin-
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ical care provided by family members who are not linked to programs (Ogden et al., 2006).
While a range of organizations are involved in care and support programs, including health
facility outreach, NGO-based, faith-based, community-rooted, PLWHA networks and self-help
groups, unlinked care is still likely the most prevalent type of care available to people living
with HIV and AIDS.
Financial compensation for the labor of women and girls, through reimbursements,
stipends, salaries or social protection mechanisms such as pensions, children support grants
or cash transfers would go a long way to meeting some of the needs of women and girls
(Esplen, 2007). In the case of girls, they are often removed from school to care for sick relatives. “This is also a huge economic and social loss, both for them and for their future families”
(Paxton et al., 2004a: 2). A study in Tanzania found that mothers and daughters provide most
care, with AIDS care reducing time available for food cultivation (Tarimo et al., 2009).

Older Women Need Additional Support
Grandmothers are often the care providers, however, women often have few or no rights to
inheritance and property, which particularly affects older women who are widowed (HelpAge
International, 2007). Older women are usually considered beyond productive working age,
which impedes their income earning abilities. Lack of education further exacerbates their situation in relation to their male counterparts (HelpAge International, 2007). A qualitative study
done in 2003 with elderly respondents (50 years and older) in rural and urban communities
in two districts of Uganda highlighted the need for comprehensive interventions to support
elderly caregivers of people living with HIV and children affected by HIV/AIDS. There was a
general concurrence that caring for orphans was more stressful for them especially if the child
was also HIV-positive. Most respondents did not feel optimistic about the future and felt that
they probably would die sooner than they would have otherwise. While reﬂecting on appropriate interventions that enable them to address some of the challenges brought upon them
by HIV/AIDS, the majority cited assistance with income-generation projects, provision of
training programs to enable the respondents to gain better knowledge of best practices of care,
and access to protective equipment (Ssengonzi et al., 2007). A cross-sectional study (year not
given) with a hundred elderly caretakers of orphan and dependent children, village and church
leaders, local administration, government ofﬁcials, and members of community-based organizations in Kenya showed the rise in the responsibility of the elderly to provide care for the
increasing number of dependent children in their households and their challenge to ensure
food security. Fifty percent of the elderly caretakers in the study were between ages 65–87 and
56% had 4–10 dependents in their households. Women constituted 86% of the elderly caretakers. Ninety percent of the caretakers reported old age illnesses, stress and morbidity that
signiﬁcantly inhibited their productive capacity. Thirty-one percent of caretakers highlighted
that inadequate income was the major cause of food insecurity followed by lack of energy
and strength, lack of time, absence of family resource base, and insufﬁcient household labor
(Muga et al., 2009).
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Family Counseling and Basic HIV Information Could Provide Needed Support
The needs of carers, mostly women, is often overlooked, but as UNAIDS recognizes, “the
strains on those caring for people living with HIV are enormous, and without adequate
and reliable support the risk of ‘burnout’ is high” (UNAIDS, 2009c: NP). Both the physical
and psychological toll of being care providers is often overlooked by women and care and
support programs alike. Many are isolated and receive little social support because of HIV/
AIDS-related stigma and discrimination. Some experience gender-based violence (Apondi et
al., 2007). Among women who are living with HIV themselves, how and when to disclose to
children is challenging (Manchester, 2004). In one study in Uganda carried out between 2001
and 2005, HIV-positive parents reported inconsistent advice from counselors on whether to,
or when to, disclose to children, with no national or NGO guidelines or training for counselors. Yet HIV-positive children should know their serostatus prior to becoming sexually
active. Children’s perspectives on this topic are needed. Family counseling may be advantageous (Rwemisisi et al., 2008).
Many women caregivers lack information about HIV-related illness, basic nursing care,
and measures to protect themselves from HIV transmission (Hong et al., 2004). A 2003
to 2004 study of 1,017 people living with HIV in Uganda found that 47% reported depressive symptoms, with women, those over age 50 and those without income more likely to be
depressed. Screening for depression should be incorporated in HIV care (Kaharuza et al.,
2006). A representative sample of 409 people living with HIV in Buenos Aires, Argentina,
of whom 18% were women, found that only 21% of parents had received health service counseling on how to talk with children about their HIV-positive serostatus, but 77% felt that such
counseling would be useful. 73% of the children were unaware of their parent’s serostatus
(Ottenberger et al., 2008). A 2000 to 2001 study in Chennai, India with 141 HIV-positive
women and 215 HIV-positive men at a large tertiary care community based center, YRG Care,
which has provided care for over 10,000 people living with HIV, found that women were more
likely to be separated, widowed or abandoned, more likely to be unemployed and more likely
to have a substantially lower income than men. Women scored lower than men on all items
measuring quality of life (such as worry about being able to take care of oneself, having negative feelings) except being comfortable talking to family and friends about their HIV status.
HIV-positive women still bear the majority of household caretaking responsibilities and suffer
stigma and shame due to their serostatus. With access to ARV therapy, HIV-positive men and
women are living longer, making quality of life an important concern (Solomon et al., 2008).

Few Home-Based Care Programs Address the Speciﬁc Needs of Women
Many women cannot afford to visit a clinic or hospital for treatment. Most prefer to be cared
for and die in their own surroundings. Women are also concerned about leaving their children
alone if they are hospitalized. Likewise, children are put in the position of having to watch
their parents and elders grow increasingly sick and die, to intimately handle their bodies, to
wonder and worry whether they are “doing it right” or “doing enough,” while at the same time
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dealing with their sorrow, grief, and facing an uncertain future (Ogden et al., 2004). In addition, women who mother and care for children living with HIV in resource-limited settings
face many challenges, ranging from the routine of pill-taking to disturbing discussions on
health. One eight-year-old girl said: “Mummy tells me to take my pills, otherwise I will die and
to not tell anybody…because it’s AIDS” (Hejoaka, 2009: 873).
Gender norms keep men from participating more fully in care and support, although
some programming to increase the role of men is underway (Gomo, ND). Providing monetary
support for men and boys who provide care and support could also expand their participation. However, shifting some of the burden of care to men will be insufﬁcient to “address the
profound issues of poverty, strain and hardship of caregiving on families and households.
Nor is it likely to meet the ever growing gaps in services and safety nets on the part of governments associated with health sector reforms, decentralization, privatization and cuts to social
spending” (United Nations, 2008b: 9). A 2008 study of 31 focus groups with 264 people in
villages, health clinics and hospitals in three districts in Lesotho to assess HIV/AIDS care from
those participating in and potentially affected by health care initiatives found that men stand to
lose respect from other men and discretionary time by entering into community home-based
care, but stand to gain economically by now working as a remunerated community health
worker. While men’s participation in community-based home care can alleviate the disproportionate burden of HIV/AIDS care, women stand to lose the beneﬁt of social recognition
and may face competition from men for community health worker jobs. Training for male
and female community health workers should involve critical reﬂections on gender roles and
responsibilities. More than 70% of men in Lesotho were willing to care for a family member
with AIDS in their home with training and support (Newman et al., 2009).

The Financial Toll of HIV and AIDS is Great
HIV and AIDS can take a tremendous ﬁnancial toll on households. Asset liquidation among
AIDS caregivers to cope with the economic impact occurs, ﬁrst liquidating savings, then business income, then household assets, then productive assets, and ﬁnally, land (Strickland,
2004). Proﬁts from sales of assets may offset losses resulting from caregivers (usually women
and girls) being diverted from other income-generating activities. Of note, land is the last
asset to be sold given its centrality to sustaining women and families (Drimie, 2002, cited in
Strickland, 2004). Up to 41% of female-headed households live below local poverty levels and
lack resources to buy land or property or develop land allocated to them (UN Habitat, 2002
cited in Strickland, 2004). A study of 300 households in Nigeria found that costs for HIV treatment and care consumed between 17–25% of household income. Expenditures greater than
10% usually require that household members do not meet their basic needs (Odiahl, 2008).
Assessment of HBCB programs in South Africa found that poverty is a constant underlying
issue for many HIV-affected households (Horizons, 2005).
For those who are linked to programs, a number of studies ﬁnd that more women than
men attend care facilities, reﬂecting both that women have more access to health services
during pregnancy, to obtain contraception or to obtain health care for their children, as well
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as gender norms that promote health seeking behavior among women (when they are not
ignoring their own health to care for others) but not among men. A study in Burkina Faso, for
example, conﬁrmed the low presence of seropositive men not only in the consultation rooms
of physicians but also for services that provide food, medicine or school supplies. Few men
participated in health care facility orientations or support groups for people living with HIV,
despite the fact that the 2003 DHS survey of Burkina Faso found that among ages 15 to 49,
1.9% of women are HIV-positive and 1.8% of men are HIV-positive. “Even when seropositive
men consent to follow-up, it is widespread practice for women to stand in for their husband,
who has stood apart…if his presence is essential….especially in cases of drug, food or other aid
distribution” (Bila and Egrot, 2009:857). Women say they do this both to conceal the man’s
shame and to avoid widowhood.

Treatment Alone Will Not Be Enough
With the advent of treatment, insufﬁcient research has been conducted in recent years on
“what works” in care and support. It was assumed that “if many more of those who are sick
with AIDS were able to access the necessary drugs and adhere to the drug regimen, then the
crises around caregiving would be reduced” (Urdang, 2006: 169). In reality, “while access to
anti-retroviral therapy has been expanding (in 2007 an estimated 3 million people globally
received access to ART)” that ﬁgure represented only one-third of those in need of treatment
(United Nations, 2008b:3). Furthermore, people on ART have palliative care needs. A study
in Tanzania found that palliative care intervention was indicated for 378 (51.7%) patients. The
majority was female (70.9%). Morphine was being prescribed to 21 patients (2.8%) and ART
was being prescribed to 434 (59.4%). In the ﬁeld of African HIV care where mortality is high,
palliative care has been shown to be largely lacking though it continues to be an important part
of HIV programs even in the presence of ARV treatment (Collins and Harding, 2007).
While remarkable improvements have been made for both patients and caregivers with
access to HAART, caregiving is still needed. For example, “when it comes to actions aimed at
combating the HIV/AIDS–food insecurity nexus, the empirical base is still thin” (Gillespie,
2006 cited in World Bank, 2007: IV, A). A 2008 UNAIDS review of caregiving in the context
of HIV/AIDS concluded that “caregiving must be addressed through a mix of strategies and
development lenses, adapted to different social and economic contexts, in order to address the
economic, social and psychological burden of caregiving on individuals, families, communities
and economies” (United Nations, 2008b: 9). Inputs from governments, as well as NGOs and
communities, are needed. The UNAIDS review calls for investment in operational research
to “better understand caregiving in the context of HIV and AIDS and to generate strategic
information to inform programming” (United Nations, 2008b: 13). A review by the Horizons
project called for situational analyses of HCBC programs to assess the “scope, content and
quality of services offered in different communities (Horizons, 2005). Further research on
cost-effectiveness of HCBC programs is needed to analyze the cost and beneﬁt of participation to households, and referral systems to care and support programs must be strengthened
(Horizons, 2005).
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What Works—Care and Support: Women and Girls
1. Continued counseling (either group or individual) for those who are HIV-positive and
those who are caregivers can relieve psychological distress.
2. Peer support groups can be highly beneficial to women living with HIV.
Promising Strategies:
3. Linking outside assistance from home- and community-based care programs with
household care can be effective in meeting the needs of HIV/AIDS-affected families.
4. Training men to provide voluntary home care assistance can ease the burden of home
care for women.
5. Training young people to provide voluntary home care assistance can ease the burden
of home care for women.
6. Home-based antiretroviral therapy may increase family support.
7. Reducing stigma improves the quality of life for women living with HIV, particularly
regarding employment and schooling.

EVIDENCE
1. Continued counseling (either group or individual) for those who are HIV-positive can
relieve psychological distress.
A cluster, randomized, controlled clinical trial conducted in “an impoverished part of
southwest Uganda that has been severely affected by the HIV epidemic” (Bolton et
al., 2003: 3117) found that group interpersonal psychotherapy was highly efﬁcacious
in reducing depression and dysfunction. The link between HIV and depression was
outside the scope of this study, but will be the subject of a future study. Mean reduction
in depression severity was 17.47 points for the intervention groups and 3.55 for controls.
Mean reduction in dysfunction was 8.08 for the intervention groups and 3.76 for the
controls. Following the intervention, only 6.5% of those in the intervention groups met
the criteria for major depression, compared to 54.7% of the control groups. Prior to
the intervention, 86% of the intervention group and 94% of the control group met
the criteria for major depression. The intervention villages received group interpersonal psychotherapy for depression as weekly 90-minute sessions for 16 weeks. A local
person who had received two weeks of intensive training led groups. The group leader
reviewed each participant’s depressive symptoms. The participant was then encouraged to describe the week’s events and link these to symptoms. The group leader then

W H AT W O R K S F O R W O M E N A N D G I R L S

347

facilitated support and suggestions for change from other group members. The trial
compared group counseling to whatever is the usual treatment (which was not delineated). Fifteen villages were randomly selected for studying men and 15 were randomly
selected for studying women. In each village, adult men or women believed by themselves and other villagers to have depression-like illness were interviewed using a locally
adapted Hopkins Symptom Checklist and an instrument assessing function. A total of
108 men and 116 women completed the study. Eight of the 15 male villages and 7 of the
15 female villages were randomly assigned to the intervention arm and the remainder
to the control arm. People conﬁrmed of danger of suicide were not enrolled in the
study but referred to a psychologist (Bolton et al., 2003). (Gray II) (depression, counseling,
Uganda)
YRGCare in Chennai, India, a nonproﬁt HIV counseling, testing and treatment center
found that HIV-positive individuals reported that couple and family counseling was
beneﬁcial in addition to individual counseling for reducing stigma within the household. In all, 13,000 patients have received counseling. Since 1993, 5,657 patients
living with HIV/AIDS have been followed and provided with medical and psychosocial care. Among those, 754 couples accessed couples counseling and 698 accessed
family counseling. Disclosure, pressure to have children by family members unaware
of their serostatus, discrimination, and hiding medication that can alert others to their
serostatus were issues addressed (James et al., 2004). (Gray III) (couples, counseling,
disclosure, HIV testing, India)
A study evaluated the efﬁcacy of an individualized psycho-education (PE) program in
reducing psychological distress and risky sexual behavior and enhancing self-disclosure associated with an HIV diagnosis among attendees of a walk-in non-governmental
voluntary counseling and testing (VCT) center in Nigeria. Researchers found that at
four weeks post-intervention, signiﬁcant reductions on all measures as well as reduction in risky sexual practices were observed in the treatment group compared with the
wait-list group. Treatment group members were also signiﬁcantly more likely to disclose
their serostatus and accept their HIV status as a way of coping, compared with the
wait-list group. Ninety-four consecutive individuals were asked to complete a pre-counseling, baseline questionnaire detailing their sociodemographic characteristics, psychopathology, sexual practices, self-disclosure intention and coping behaviors. They were
screened for HIV and post-test counseled. Sixty-seven individuals (72.2%) who tested
positive were consecutively randomly assigned to one of two groups: a PE program (four
60-minute weekly manual driven sessions) (N=34) and a wait-list (WL) control group
(N=33). The major outcome measures used were the Crown Crisp Experiential Index
(CCEI), the Beck Depression Inventory (BDI) (Beck et al., 1961), self-report sexual practices in past three months, self-disclosure intention and the brief COPE (Olley, 2006).
(Gray V) (counseling, risk behavior, sex behavior, depression, Nigeria)
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2. Peer support groups can be highly beneﬁcial to women living with HIV.
Thirty in-depth interviews with HIV-positive women in Vietnam who participated in
a support group starting in 2004 that were interviewed again after two years, along
with 23 husbands and 18 mothers-in-laws, found that a support group provided a major
source of emotional support to the HIV-positive mothers, with most of the thirty women
learning how to do peer support work, run a business or keep a job. “I have come to
life again and don’t suffer from an inferiority complex any longer’ noted a 23 year old
HIV-positive woman (p. 147). Through the support group, women access information
and services, both for themselves and their children. Peer counselors accompanied the
HIV-positive women to health facilities in groups of ﬁve. Mothers-in-law also learned
to change as the HIV-positive women themselves accessed information, services and
support: “In the beginning, I had no idea how HIV is transmitted. All of us were very
afraid of it…Now I feel so sympathetic to my son and daughter-in-law. I wish I had not
been so awful to them” (p. 148). Prior to the support group, their families would not
have meals with them, forbade them to touch their own baby and kept the mother’s
HIV-positive status a secret from neighbors. Mothers acutely felt stigmatized by health
providers. During PMTCT counseling, “nearly all the information given to infected
women during counseling was aimed at protecting other people from infection…Very
little was explained about the potential risks to their own health or how they could keep
healthy” (p.145). Only six of 30 women were given postnatal appointments by health
facilities. Women were blamed by in-laws for ‘not being able to protect their husband
form social evil behaviors’ or for ‘being a source of transmission to a beloved grandchild’
(p. 145). Families would not spend money on the HIV-positive mother’s care: “Anyway
they will die in the future…It’s a fatal disease. So it’s better to use money properly” said
one mother-in-law (p. 146). Training was provided to the support group in communication skills (Nguyen et al., 2009). (Gray III) (counseling, support groups, stigma, mothers,
Vietnam)
A study from 2003 to 2005 in South Africa with 186 women and 64 men, all
HIV-positive, found that the 27% (52 women and 15 men) who joined a support group
had scored better on physical and mental health items than those who did not join a
support group. Almost 90% rated that the support group had a positive impact in their
lives. The support group also helped with disclosure and had made them more able to
access services and information related to HIV/AIDS. The support group may also have
made participants feel more in control of their lives, going from being passive recipients of help to becoming active agents (Dageid and Duckert, 2007). (Gray III) (support
groups, disclosure, South Africa)
Evaluation of the mothers2mothers (m2m) program in, South Africa found that the m2m
program provided a strong continuum of care to the women and infants. Compared to
non-participants, m2m participants had greater psychosocial well-being and greater use
of PMTCT services and outcomes. Postpartum program participants were signiﬁcantly
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more likely to have disclosed their status to someone than non-participants, and to have
done so prior to delivery. M2m seeks to reduce PMTCT, empower pregnant and postpartum women to improve their health and the health of their babies, ﬁght stigma and
encourage and support disclosure. The program offered education and psychosocial
support to HIV-positive pregnant women and new mothers, assisted women to access
PMTCT services, and followed up to ensure care of mothers and infants after delivery
(Baek et al. 2007). (Gray IV) (PMTCT, support groups, mothers, South Africa)
In-depth interviews conducted from 2000 to 2001 with ten pregnant women in Thailand
following their HIV diagnosis found that peer support groups were critical for women
when they were ready to share their struggles with others (Ross et al., 2007). (Gray V)
(support groups, Thailand)
A qualitative study in rural and per-urban Malawi explored the acceptability of a caregiver’s training and support group for Malawian women. Twenty women caregivers were
recruited for in-depth interviews. Questions address the actions that could be conducted
in the group, the reasons to participate, the barriers to participation, and the beneﬁts of
a caregiver group. Reponses from women show that a caregiver support group would
be acceptable to Malawian women. Rural and peri-urban women said a group could
take action by sharing household chores, ﬁnding material resources, and developing
business ideas to generate income. Barriers to the group were community “gossiping”,
and husband and family disapproval. Beneﬁts of the group were the opportunity to
learn and share information, share patient care, and offer emotional support. In addition, women expressed the hope that direct access to antiretroviral treatment could be
obtained through the group. This group of Malawian women caregivers felt they could
beneﬁt greatly from a caregiver support group. While the caregiving demands are vast,
these women have many skills and abilities to care for patients and a support group
could enhance the sharing of treatment, care, and support to alleviate the impact of
HIV/AIDS for families (Hatchett et al., 2006). (Gray V) (support groups, Malawi)
A study in South Africa based on interviews with 317 pregnant HIV-positive women
found that women reported beneﬁting from a structured support group. Program material for the support group meetings was based on a needs assessment. The meetings
provided information on HIV; the emotional experience of being HIV-positive; sharing
coping with difﬁcult situations, using role plays; planning for disclosure; what they
wanted from their partners; dealing with stigma; and goal setting and future planning.
Masters level psychology students facilitated the support groups. Interviewers following
the support group sessions found that the women found the support group valuable:
“It was a shelter to hide away where I could talk freely. I can tell others now. Now I am
stronger, I can stand on my own” (Visser et al., 2005: 339). Another woman stated: “It
was a positive picture of HIV. I did not feel alone and embarrassed anymore” (Visser
et al., 2005: 339). Role-playing was especially helpful. In addition, the introduction of
human rights helped women to realize “that they were not at fault, but that other people
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discriminated unjustly against them” (Visser et al., 2005: 340). (Gray V) (support groups,
South Africa)
A qualitative study of interviews with 75 HIV-positive people (43 females, 32 males)
from 20 countries, including Australia, Botswana, India, Kenya, South Africa, Thailand,
Uganda, Zambia, and Zimbabwe, conducted between 1997 and 1999, found that women
were more likely to seek peer support than men and that peer support groups were “lifelines” (Paxton, 2002: 563). (Gray V) (PLHA, support groups, Australia, Botswana, India,
Kenya, South Africa, Thailand, Uganda, Zambia, Zimbabwe)

Promising Strategies:
3. Linking outside assistance from home- and community-based care programs with household care can be effective in meeting the needs of HIV/AIDS-affected families.
A study of six home-based care programs in South Africa (year not speciﬁed) found that
a range of 10 expressed needs of program beneﬁciaries were met by household members
alone, by household members and outside help, and by outside help alone, with some
unmet need, particularly for ﬁnancial aid. The six programs represented programs that
work in rural areas and informal settlements. Data were collected through a household
survey of 374 clients, focus group discussions with 59 program beneﬁciaries and 53
caregivers, ﬁnancial records and service statistics, and interviews with ﬁnancial ofﬁcers,
program managers and caregivers. The largest expressed need was for emotional/spiritual support through counseling (over 80%), following by physical care, nursing care,
chores and information (from 55–70%), transportation, ﬁnancial aid, family care and
legal aid (from 20–35%), and sanitation (around 5%). Beneﬁciaries looked to outside
help particularly for counseling, nursing care, information, transportation, family care
and legal aid. They looked least to outside help for household chores. Even with outside
help, the study found that household caregivers spent more time per week assisting the
person living with HIV/AIDS then the outside caregiver. The qualitative component
of the research found that respondents indicated that they had unmet needs related to
ﬁnancial aid, access to medical care and emotional care. (Homan, et al., 2005). (Gray
III) (community-based care, South Africa)
A cross-sectional study in Kenya with 1,123 OVC, ages 8–14, and 771 guardians (2007)
found that guardians with a community health worker (CHW) doing regular home
visits over an average of ten months reported lower rates of perceived social marginalization, better family functioning and more positive attitudes towards OVC under
their care than guardians without a CHW. Further, guardian and child reports suggest
more positive psychosocial wellbeing among OVC living in homes visited by a CHW
(Thurman et al., 2008b). (Abstract) (OVC, community health workers, Kenya)
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4. Training men to provide voluntary home care assistance can ease the burden of home care
for women.
A study of Africare’s Male Empowerment Project in Zimbabwe from 2003 to 2004 which
trained 80 male home care volunteers to provide basic nursing care, infection control,
and psychosocial support found that the trained male caregivers reduced the workload
of the primary caregivers, who were primarily women. Clients felt that the simple fact
that “‘someone cared enough to visit’ was motivation enough for living” (p. 10). Over
80 percent gathered ﬁrewood and over 60 percent assisted with gardening and fetching
water. Clients and caregivers were found to be supportive of the program, with primary
caregivers and clients giving credit to the voluntary caregivers for improving the mental
health and physical well being of the clients. While voluntary caregivers assisted with
basic household chores, skills that are not traditionally assigned to men such as feeding
were less readily undertaken. This project proved successful in increasing men’s acceptance of providing care to people living with AIDS. The study used a questionnaire prior
to the intervention and then 18 months later, two focus groups and ﬁve in-depth interviews. The male volunteers received training, covering topics such as HIV transmission
and prevention, communication on sensitive topics, life planning, basic nursing care
and end of life care. Lack of salary presented problems for the men who were looking
to offset the time that could have been spent in income generation. Frequent in-service
training and monitoring was recommended for home-based care. (Johnson et al., 2007).
(Gray III) (community-based care, men, Zimbabwe)
5. Training young people to provide voluntary home care assistance can ease the burden of
home care for women.
A Horizons project in rural Zambia assessed the strategy of building young people’s
capacity to provide care and support to people living with HIV and AIDS. Members of
youth anti-AIDS clubs in schools and communities were trained as adjunct caregivers,
using a locally developed curriculum that allowed them to explore and challenge gendered
notions of caregiving, and that emphasized networking with existing resources. Results
show that caregiving increased among males (47% to 82%) and females (41% to 78%).
Both sexes provided similar caregiving services, including help with household chores
and personal care tasks. Youth also undertook activities with children to decrease their
isolation, help them stay in school, and reach additional services. While clients and
caregivers reported positive aspects of the programme, both reported frustration with
the youths’ inability to meet material needs. This study demonstrates that trained youth
already involved in anti-AIDS efforts can meet a range of care needs and be valuable
assets to their community. It also highlights the importance of communicating clearly
what youth can and cannot do, ongoing monitoring and support of youth caregivers,
and involving community leaders to give youth credibility and access to local resources.
(Esu-Williams et al., 2006). (Gray III) (community-based care, youth, Zambia)
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6. Home-based antiretroviral therapy may increase family support.
A study based on interviews with 654 people (72% women) receiving HAART through
home-based care in rural Uganda found that most reported positive social outcomes,
such as increased family support. Home-based care may have advantages in decreasing
barriers due to transport, along with the ability to provide for multiple family members
(Apondi et al., 2007). (Gray V) (community-based care, treatment, Uganda)
7. Reducing stigma improves the quality of life for women living with HIV, particularly regarding employment and schooling. [See Chapter 11F. Strengthening the Enabling
Environment: Reducing Stigma and Discrimination]

Gaps in Programming—Women and Girls
1. Further interventions are needed to provide support (physical, psychological,
technological, economic) to caregivers.
2. Interventions are needed to train caregivers on taking care of children living with HIV.
3. The increased vulnerability of female-headed households requires targeted interventions.
4. Interventions are needed to support HIV-positive women to disclose their serostatus
to their children and families.
5. Interventions are needed to increase access to palliative care.
6. Caregiver training for male and female community health workers may benefit from
critical reflections on gender roles and responsibilities.
7. Further interventions are needed to improve quality of life for women living with HIV.
8. Care and support programs should address gender-based violence.

1. Further interventions are needed to provide support (physical, psychological, technological,
economic) to caregivers. Studies showed that caregivers have many physical, psychological,
technical and economic unmet needs, with high rates of depression and poverty.
Gap noted, for example, in China (Zhou, 2008), Uganda (O’Hare et al., 2005, Kaharuza et
al., 2006, Ssengonzi et al., 2007); South Africa (Akintola, 2006); Botswana (Rajaraman
et al., 2006, Shaibu, 2006).
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2. Interventions are needed to train caregivers on taking care of children living with HIV.
A study found that caregivers of HIV-positive children needed training and information.
Gap noted, for example, in South Africa (van Graan et al., 2007).
3. The increased vulnerability of female-headed households requires targeted interventions.
Studies found that female-headed households risk losing farmland and property and need
targeted interventions.
Gap noted, for example, in Kenya (Yamano and Jayne, 2004, cited in Gillespie and
Kadiyala, 2005); Uganda (Kanyamurwa and Ampek, 2007); and Malawi (Shah et al.,
2001, cited in Gillespie and Kadiyala, 2005).
4. Interventions are needed to support HIV-positive women to disclose their serostatus to their
children and families. Studies found that HIV-positive women found it extremely difﬁcult
to disclose their serostatus to their children and to their families and wanted speciﬁc counseling to address this need.
Gap noted, for example, in Argentina (Ottenberger et al., 2008); and Uganda (Rwemisisi
et al., 2008, Manchester, 2004).
5. Interventions are needed to increase access to palliative care. A study found that a signiﬁcant proportion of patients needed palliative care.
Gap noted, for example, in Tanzania (Collins and Harding, 2007).
6. Caregiver training for male and female community health workers may beneﬁt from critical reﬂections on gender roles and responsibilities. A study found that men and women
competed for remunerated caregiving, with training needed on gender roles.
Gap noted, for example, in Lesotho (Newman et al., 2009).
7. Further interventions are needed to improve quality of life for women living with HIV. A
study found that women with HIV had lower quality of life scores than men.
Gap noted, for example, in India (Solomon et al., 2008).
8. Care and support programs should address gender-based violence. [See also Chapter 11B.
Strengthening the Enabling Environment: Addressing Violence Against Women] A study of
women who received home based care found that signiﬁcant numbers experienced violence.
Gap noted, for example, in Uganda (Apondi et al, 2007).
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12B. Care and Support: Orphans and Vulnerable Children
Girls who have been orphaned by HIV/AIDS face an intersection of vulnerabilities: As children, they lack the legal rights (e.g., inheritance and property), maturity, and skills to care
and provide for themselves. As girl children, they most often do not have equal access to
household resources for schooling, nutrition, or health care. When a catastrophic event hits
the family, girls are more often the ones who must leave
school and take on a greater burden within the home. A
study in Tanzania found a dramatic increase in labor force
The number of children receiving
participation by adolescents ages 10–14 and a decrease in
antiretroviral therapy increased
school attendance, especially for girls, which correlated
from 198,000 in 2007 to about
with the increased HIV/AIDS prevalence and incidence
275,700 in 2008, reaching 38% of
between 1990 and 1991 (Wobst and Arndt, 2004). A study
the 730,000 children estimated
in Rwanda found that “90 percent of the estimated 45,000
to be in need of antiretroviral
child-headed households were headed by girls” (UNHCR,
therapy in low- and middle-income
2001 cited in Lawday, 2002). Many receive little social
countries (UNAIDS, 2009d: 87).
support because of the stigma associated with HIV/AIDS.
OVC, and girls in particular, are more likely to have high
rates of absenteeism from school, experience behavior or
performance problems in school, or leave school altogether (Cornia, 2002; Steinberg et al.,
2002). In households that experience the death of a woman, girls have lower enrollment rates
and are more likely to assume activities typically done by women (Desmond et al., 2000).
Further, a study based in Zambia with 228 OVC found female OVC had less decision-making
power, lower self-conﬁdence, negotiation and communication skills than males (Alvarez et al.,
2008).

Girls Who Have Lost Their Mothers Are at Particularly High Risk
Parental death is recognized as one of the most stressful life events a child or adolescent can
endure… (Hallman et al., 2008: 38). Interviews conducted in 2005 with orphans and vulnerable children, their parents and caregivers, students and teachers in communities heavily
affected by HIV/AIDS in South Africa and Swaziland found that parental death is one of the
major causes of disruption of children’s lives. Interviewees reported that illness and/or death
of parents leads to increased poverty, child’s engagement in risky behavior and more vulnerability to HIV infections, and a higher likelihood of dropping out of school. The interviews
reported that boys are more likely to get involved in multiple concurrent relationships and
drug-taking while girls are more likely to get pregnant or engage in sex work or sexual relationships with older men in exchange for money and food. Girls are also at higher risk of rape and
abuse by teachers in their school (Poulsen, 2006).
A study of 200 orphaned and non-orphaned girls ages 16 to 19 in Zimbabwe highlighted
that maternal care and support is important for HIV prevention. Seven percent of girls in the
study had lost only their mother while 20 percent had lost both parents. Female adolescent
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maternal orphans were found to have more than ﬁve times the odds of engaging in sexual
activity with their current partner, more than fourteen times the odds of receiving basic needs
from their current sexual partner, and nearly ﬁve times the odds of acquiring HIV as compared
to study participants who had not lost their mothers. The study also found that maternal
orphans were less likely to have been physically forced the ﬁrst time they had sex. This could
be because more maternal orphans were intentionally engaging in sexual activity for material
beneﬁts and may thus be less likely to have been forced to engage in sex for the ﬁrst time (Kang
et al., 2008).
Data from Rwanda and Zambia show that orphanhood, especially if it occurs closer to
adolescence, results in earlier sexual initiation (Murray et al., 2004). Early sexual debut places
girls at risk of HIV, other STIs, and unwanted pregnancies. Further, loss of a parent increases
vulnerability to trafﬁcking, child prostitution, and hazardous labor situations (Ayieko, 1998;
Human Rights Watch, 2003), in addition to forced sex (Birdthistle et al., 2008). These vulnerabilities enhance orphans’ risk for acquiring HIV. A study in Zimbabwe found a greater
number of female orphans ages 15 to 18 had higher incidence of HIV infections than their nonorphan peers (Gregson et al., 2005). “…The majority of orphans and children whose parents
are HIV-positive or AIDS-unwell are in fact adolescents and have a great need for information
and skills on sexual and reproductive health and development. These topics are frequently
omitted from OVC programmes…” (Hallman et al., 2008: 36).

Many Families Caring for Orphans Are Struggling
Evidence compiled during the Joint Learning Initiative on Children suggests that policies,
programs and funding should support family-centered services that address material needs,
cognitive development and psychosocial support (Richter, 2008). A study in Botswana using
data from a 2002 sample of 1,033 working adults found that 37% provided orphan care. Nearly
half of working households with orphan care responsibilities reported experiencing ﬁnancial difﬁculties, lacking resources to provide basic needs such as food, shelter or transport.
Only 42 social workers were responsible for the care of more than 100,000 orphans (Miller
et al., 2006; Heymann et al., 2007). A baseline study conducted in 2007 in Malawi with 785
AIDS-affected households indicated that cash transfers were needed for social protection of
OVC. Forty percent of households had no working age adult even though 60% of households
contained 2.6 children. Seventy-three percent of households went without enough to eat for
eight or more days in the past month (Huijbregts et al., 2008). A case control study done in
2007 in Uganda with 369 HIV-positive children (49% female) between ages 7 months to 15
years found that children cared for by grandparents were less likely than those cared for by
biological parents to have their immunizations up to date and more likely to have poor nutritional status (Kintu et al., 2008).

More Effective Programming and Policies for OVC Are Needed
Despite the recognition of the magnitude and negative consequences of this problem, the
evidence on effective programming for children affected by HIV/AIDS remains scant
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(Thurman et al., 2007). As of 2008, only 32 countries had a national plan of action with beneﬁts for orphans (UNICEF, 2008). Yet a substantial epidemic of HIV/AIDS in older survivors of
mother-to-child transmission is emerging in Southern Africa…[with] a failure to…adequately
address the clinical needs of HIV-infected older children and adolescents” (Ferrand et al., 2009:
2039). Few countries have adopted national strategic plans to address the needs of orphans
and vulnerable children. While many NGOs, faith-based groups, and community-based organizations are working at the grassroots level to meet the needs of children affected by HIV/
AIDS, few speciﬁcally address the needs of female OVC. A recent review of 14,343 documents
with 414 judged relevant and reviewed on OVC found that “few provided strong evidence and
most moderate to strong evidence described the situation of children, with little on effective
interventions,” with important gaps in evidence. Strong evidence was found that institutional
care of OVCs should be the last resort (Franco et al., 2008).
Access to treatment is another programmatic gap for orphans living with HIV. A study in
rural Uganda of 101 HIV-positive children (56 girls and 45 boys), of whom 47 were orphans,
highlighted the need to improve access to antiretrovirals for orphans. The study found that
orphans were more likely to be at WHO clinical stage 4, suggesting that orphans are at a
greater risk of progressing to AIDS than non-orphans and in need of timely treatment initiation (Ntanda et al., 2009).
A number of policy gaps exist regarding OVC (Smart, 2003; Engle, 2008). A review of
National Plans of Action for OVC found that “there is a wide range in the developmental appropriateness of the plans within the 17 countries. The most common interventions are health
and nutrition and birth registration. Slightly less than half of the plans have components that
include childcare centres (8) or community-based centre programmes (7). Some NPAs incorporated concerns for psychosocial support for younger children (4), a holistic approach to
the treatment of HIV-infected children (6) and incorporating young children’s concerns into
home-based care (3). Only two programmes mentioned capacity building for working with
young children and three plans had age categories in their monitoring and evaluation plans.
Some NPAs included programmes for young children but did not include funding” (Engle,
2008: v).
Signiﬁcantly, “WHO, UNAIDS and the international data sets are not gathered or coded by
gender. This serious omission leads to ignorance by neglect—despite well established gender
challenges in later life” (Sherr, 2008). Evaluations of OVC programs are just beginning.
Chatterji et al. (2005) have noted that educational programs should target all out-of-school children, not only orphans. Adolescents ages 13–19 in particular need encouragement and support
to stay in school. Program implementers need to develop proven and sustainable interventions
to help improve the individual material well-being of children—both orphans and children
with chronically ill caregivers. Policies should also ensure that national maternal and child
health (MCH) programs focus attention on orphans. In particular, the primary caregivers of
these children, some of whom are very young (15–24) or older (50+), need to be targeted by
health promotion campaigns that typically reach mothers ages 25–49.
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What Works—Care and Support: Orphans and Vulnerable Children
1. Accelerating treatment access for adults with children can reduce the number of
orphans, improve pediatric mortality and social well-being.
2. Programs that promote the strength of families and offer family-centered integrated
economic, health and social support result in improved health and education
outcomes for orphans.
3. ARV treatment with good nutritional intake and regular medical care can improve
health and survival of HIV-positive children in resource-poor settings.
4. Psychological counseling and mentoring for OVC improves their psychological wellbeing.
5. Programs that provide microenterprise opportunities, old age pensions or other
targeted financial and livelihood assistance can be effective in supporting orphans.
Promising Strategies:
6. Programs for OVC should keep siblings together if at all possible.
7. Providing community development projects, rather than a narrowly defined HIV/
AIDS program, may reduce the stigma against OVC.
8. Community meetings may reduce stigma against OVC.

EVIDENCE
1. Accelerating treatment access for adults with children can reduce the number of orphans,
improve pediatric mortality and social well-being. [See also Chapter 7. Treatment]
A prospective cohort study with 1,373 HIV-positive and 4,601 HIV-negative household
members (over 70% respondents were women) conducted from 2001–2005 in Uganda
showed that access to antiretroviral therapy (ART) and co-trimoxazole prophylaxis treatment program led to large reduction in mortality among HIV-positive adults living
in resource-poor settings and in the rate of orphanhood. Compared with no intervention, ART and co-trimoxazole were associated with a 95% reduction in mortality in
HIV-positive adult participants, an 81% reduction in mortality in their uninfected children younger than 10 years and a 93% estimated reduction in orphanhood. During the
study periods households were visited every week by lay trained paid providers who
resupplied medicine and monitored drug adherence, hospital admissions, potential
symptoms of drug toxicity, death of a household member in the preceding 7 days, and
orphanhood. No routine clinic visits were scheduled after enrollment and home-based
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care and services were provided, which greatly helped in overcoming the problem of
inability of ART-eligible people to access routine health services due to poverty or poor
transportation (Mermin et al., 2008). (Gray III) (treatment, mortality, orphans, Uganda)
The Joint Learning Initiative on Children and HIV/AIDS compiled over 50 systematic
reviews by working groups of world OVC experts and found that “family-centred treatment programmes may accelerate the expansion of paediatric treatment, improve children’s adherence to therapy, and secure better outcomes for children living with HIV,”
(Irwin et al., 2009: 21). JLICA cited a 2007 cohort study of 151 children in South Africa
who were started on HAART, which determined that 89% of children had an adherence to treatment of greater than 95%, leading to 84% virologic suppression after 6
months and 80.3% suppression after a year. The study found that having at least one
HIV-positive parent decreased the children’s chances of death, leading to the conclusion
that treating parents and keeping families infected with HIV together can improve HIV
outcomes (Reddi et al., 2008). (Gray III) (orphans, treatment, South Africa)
A Joint Learning Initiative on Children and HIV/AIDS executed a systematic review
of the impact of adult use of antiretroviral treatment on family well-being. The study
evaluated primary research and modeling studies and found that “having parents on
ART reduces the likelihood of children’s labour supply; increases children’s school
attendance and improves their nutritional intake,” (Kimou et al., 2008: 9). Among 41
other studies, JLICA cited a 2004–2005 longitudinal household survey of 775 randomly
chosen households, households with at least one known HIV-positive adult on ARV,
and households with a known HIV-positive adult not receiving ARV in 100 villages
in rural Western Kenya. The study evaluated 482 children living in these households
and determined that after treating adults with antiretroviral therapy for six months,
the number of hours that the children in the household attend school increased by 20
percent overall, and 30 percent for boys. After six months of adult ART, the average
hours a week worked by boys in the labor supply decreased by 7.46 hours. Lastly, ARV
treatment of parents was found to improve the nourishment of young children (Zivin et
al., 2006). (Gray III) (orphans, child labor, education, treatment, Kenya)
2. Programs that promote the strength of families and offer family-centered integrated
economic, health and social support result in improved health and education outcomes for
orphans.
A study done in India (year not given) with 312 HIV-positive children (including those
on HAART) and 2,278 HIV-affected children (including those not on ART) showed that
after providing free clinical care (including ART), nutritional supplements and community-based support to HIV-positive children for 12 months, pediatric quality of life score
among HIV-positive and affected children improved signiﬁcantly in all domains—physical, social, emotional and educational, with no differences by sex. The program also
resulted in a signiﬁcant increase in the proportion of HIV-affected children aware of
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their parent’s status (from 16% to 25%) as well as an increase in the proportion of
HIV-positive children aware of their parent’s status (from 12% to 19%) and their own
HIV status (from 10% to 20%). Among HIV-positive children who were enrolled in
school at baseline, 95% continued going to school at 12 months. The proportion of
affected children (one or both parents HIV-positive) who missed more than ﬁve school
days per month signiﬁcantly decreased (Sreevidya et al., 2008). (Gray III) (children,
community-based care, education, India)
Services that are “provided through integrated, family-centered delivery models” work
best for children, according to the Joint Learning Initiative on Children and HIV/AIDS
ﬁnal report on children, AIDS and poverty (Irwin et al., 2009: 47). “Programmes
obtain the best results for children when they adopt integrated intervention strategies
providing a range of services to the whole family. The most effective delivery systems
integrate HIV and AIDS services with family-centered primary health care and social
services provided through community-based models,” (Irwin et al., 2009: 48). JLICA
highlights Rwanda’s National Policy and Strategic Plan for Orphans and Vulnerable
Children, which looks beyond AIDS to provide a “minimum package of services” of
healthcare, nutrition, formal education, livelihood training, protection, and psychological and socioeconomic support. The decentralized, rights-based system “can connect
families to such opportunities through referral systems and linkages to public support
or NGO programmes,” (Irwin et al., 2009: 49 citing Binagwaho et al., 2008). (Gray V)
(orphans, community-based care, Rwanda)
An orphan day care center in Botswana provides centralized care to over 355 orphans
ages 2 to 18 with pre-school aged children cared for in a safe, supervised environment
during the workday, relieving the caregiving burden for guardians and facilitating their
ability to work or care for relatives with HIV. Older children come to the center after
school to receive meals, participate in activities and receive counseling. The family
outreach program delivers counseling to children’s guardians during home visits. The
center in Botswana has quality control measures in place to ensure that orphans beneﬁt,
but the labor-intensive efforts are more challenging to scale up (Kidman et al., 2007).
(Gray V) (orphans, counseling, Botswana)
3. ARV treatment with good nutritional intake and regular medical care can improve health
and survival of HIV-positive children in resource-poor settings.
A study with 103 (61 male, 42 female, age range: 3–127 months) institutionalized
HIV-infected orphaned children in Tanzania showed that after one year of being on
HAART, children with severe malnutrition and declined CD4 values had signiﬁcant
increases in their CD4 counts. Their CD4 cell percentages increased from 10.3 to 25.3
percent and absolute count, from 310 to 660/mm3. Their nutritional status improved
signiﬁcantly. Two out of 27 untreated children became eligible for antiretroviral treatment. The study also showed that institutionalized children who do not meet the criteria
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for treatment can be safely monitored for immunological status with no mortality and
no difference in clinical events compared to treated children in the short-term. HAART
can be effectively used for HIV-positive children in resource poor settings along with
good nutritional intake and regular medical care (Ble et al., 2007). (Gray III) (orphans,
treatment, HAART, Tanzania)
A retrospective review in Kenya with 279 children (49% girls and 54% orphans) enrolled
at nine HIV clinics between 2002 and 2005 and on antiretroviral therapy (ART) showed
that ART for HIV-positive children produced signiﬁcant and sustainable CD4 improvement and weight gains during the initial 30 weeks. The study found no effect of orphan
status on ART adherence or rise in CD4 counts, at least in the short-term. The mean
peak for CD4 percent increase at 30 weeks for orphans was 23% and that for nonorphans was 24%. The study indicates the feasibility of providing ART to children in
resource poor settings (Nyandiko et al., 2006). (Gray III) (treatment, children, orphans,
Kenya)
4. Psychological counseling and mentoring for OVC improves their psychological well-being.
A cluster randomized control trial of a school-based peer-group support intervention
with 326 AIDS orphans (aged 10–15) in Mbarara District, Uganda found that peergroup interventions when led by teachers and complemented by healthcare check-ups
signiﬁcantly decreased anxiety, depression and anger among the intervention group.
Of the children, 42.6% were double orphans. The intervention provided twice-weekly
peer-group support meetings conducted by a trained teacher over the course of ten
weeks and supplemented these sessions with monthly healthcare examinations and
treatment. The support meetings presented topics of concern to orphans through plays,
poems, stories and games, asked the orphans to identify the problems embedded in the
activities, inquired whether they had experienced similar issues, explored the causes of
the problems and their effects on families, and brainstormed solutions. Although the
children in the intervention group had started out having lower self-concept scores and
higher indications of depression than the control group, the intervention group had
lower scores of anxiety, depression, and anger at baseline. (Kumakech et al., 2009).
(Gray II) (support groups, counseling, orphans, Uganda)
A study done in Mexico from 2005–2008 with 135 HIV-positive children and adolescents
(77 girls) between age 6 and 17 years found that ten sessions of Cognitive Conductual
Therapy (CCT) reduced the initial depression level and maintained it for at least 6
months after the therapy. Of the 135 HIV-positive children and adolescents, 131 were
infected by perinatal transmission and 54 were diagnosed with depression (Tovar-Larrea
et al., 2008). (Gray III) (children, adolescents, counseling, depression, Mexico)
A 2006 follow up survey of an 18-month intervention with 593 youth household heads
(equal number of males and females) aged 27 years and under, in Rwanda reported that
a mentorship program may mitigate grief among youth. Youth with a mentor showed
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a decrease in marginalization, increase in perceptions of adult support and stability in
grief levels. They also reported a slight though signiﬁcant decrease in depressive symptoms. The mentoring program appears to have enhanced available support and overall
community connectedness (Brown et al., 2008). (Gray III) (youth, depression, Rwanda)
A 2006–2007 post-test study of 6,127 children ages 8–14 in four OVC programs in
Kenya and Tanzania found that kids’ clubs had mixed results in improving children’s
psycho-social outcomes. One successful kids’ club, which met once a month and had a
standardized curriculum and an OVC supervisor on staff, was associated with higher
perceptions of having adult support, improved pro-social behavior and fewer emotional
problems (Nyangara et al., 2009). (Gray IV) (orphans, support groups, Kenya, Tanzania)
A study in Benin from 2005–2007 with 91 children, 51% female, aged 5 months to
15 years, found that psychological disorders disappear after two months of continued
psychological care given to them as well as to their parents, caregivers or other relatives
involved in childcare. In this intervention, follow up for those with psychological problems was done twice a week for a month, and twice a month until the patient was stable.
Psychological care was integrated into the care package for HIV-exposed or infected
children and comprised of clinical, social and nutritional, therapeutic education and
pediatric community-based care (Odjo et al., 2008). (Abstract) (children, adolescents,
counseling, community-based care, Benin)
5. Programs that provide microenterprise opportunities, old age pensions or other targeted
ﬁnancial and livelihood assistance can be effective in supporting orphans.
A randomized clinic trial studied 268 adolescent orphans in their ﬁnal year of primary
school from ﬁfteen comparable primary schools in Rakai District, Uganda and found
that at ten months post-intervention, adolescents who had participated in an economic
empowerment intervention had signiﬁcantly better self-esteem and self-rated health
measures than the control group. Girls reported greater increases in self-esteem than
boys. Self-esteem was positively correlated with self-rated health functioning, and
adolescents with increased self-esteem were found less likely to intend to engage in
risky sexual behaviors. The SUUBI economic intervention focused on increasing assets
for families and provided workshops on asset-building and planning, monthly meetings with mentors on life planning, and a Child Development Account (CDA) for each
adolescent with a 2:1 match of contributions that could be used for “secondary education, vocational training and/or for a small family business” (Ssewamala et al., 2009:
193). The average monthly net deposit was $6.33, which accumulated to $228 per year,
enough to cover almost two years of secondary education. The study participants had
an average age of 13.7 years. The proportion of study participants who were paternal,
maternal and double orphans was 41%, 19% and 40%, respectively (Ssewamala et al.,
2009). (Gray II) (adolescents, orphans, microﬁnance, self-perception, Uganda)
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A study done in Kenya (year not given) with 228 OVC showed that OVC with a head of
household involved in saving and loans associations (SLAs) had more diverse diets, ate
more frequently and had better nutritional status than those from a household with a
head not involved in SLA. Households involved in SLAs had signiﬁcantly higher agricultural productivity and income generating activities after a two-year intervention by
a community-based care program for OVC. The program organized OVC household
heads (of whom 95% were women) into SLAs to pool money and borrow sums that
they paid back with interest. OVC household heads were trained in cash management
and were given agricultural support. The study further indicated that 78% of OVC
households involved in SLAs had either three or more feedings as compared to 64% of
OVC households not involved in SLA (Taoka et al., 2008). (Gray IV) (OVC, food security,
training programs, Kenya)
A study in Haiti, Kenya, Tanzania, Rwanda and Zambia (year not given) with 2,205
OVC ages 7–17 years found OVC with agricultural training, farming inputs and home/
community gardens to be more likely to report greater frequencies of having enough
food to eat (54% compared to 35%). The study found that dual orphans were most
vulnerable to food insecurity (Senefeld et al., 2008). (Gray IV) (OVC, training programs,
food security, Haiti, Kenya, Tanzania, Rwanda, Zambia)
Old age pensions bring speciﬁc beneﬁts to vulnerable children. The Joint Learning
Initiative on Children and HIV/AIDS ﬁnal report, which compiled over 50 systematic reviews by working groups of world OVC experts, found “that old age pensions
help children … households that include pension recipients increase spending related
to children’s welfare,” particularly in the African policy context. JLICA cited a 2004
study that evaluated the impact of South Africa’s Old Age Pensions on children’s school
attendance. When a household member received a pension, the children in the household attended school 20 to 25% more often. In the poorest quartile, old age pensions
increased the chance that girls would attend school fulltime by 7% and for boys by 5%.
(Adato and Bassett, 2008 citing Samson et al., 2004).” (Gray IV) (orphans, grandparents,
pensions, South Africa)
A ﬁnal report of a study on children, AIDS, and poverty, which compiled over 50 systematic reviews by working groups of world OVC experts, suggested “income transfers as
‘a leading edge’ intervention to rapidly improve outcomes for extremely vulnerable
children and families,” (Irwin et al., 2009: 58). JLICA suggests unconditional income
transfers and child poverty support grants for the African policy contexts. In particular,
income transfers to women in the households improve children’s outcomes. The JLICA
review of cash transfer programs cited a pilot income transfer study in Malawi and
Zambia which found that in high HIV prevalence areas where families were targeted for
the income transfer based on poverty, 70% of the participating families were affected by
HIV (Adato and Bassett, 2008 citing Schubert et al., 2007). (Gray IV) (orphans, ﬁnancial
assistance, Malawi, Zambia)
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A study with 1,400 adults in South Africa found that assistance to families as well
as additional funds to support OVCs increased the likelihood of adults supporting
orphans. When non-direct ﬁnancial assistance such as paying for the child’s education
and providing for a trained person to assist in care, were included, adults were more
willing to care for orphans. However, 28% of best friends, 29% of strangers and 15% of
fathers and 17% of grandparents said they would decline to take in a child or children
if they were HIV-positive (Freeman et al., 2006). (Gray V) (OVC, ﬁnancial assistance,
South Africa)

Promising Strategies:
6. Programs for OVC should keep siblings together if at all possible.
A cross-sectional survey (year not given) in rural China with 124 double AIDS orphans
(42% were female) with an average age of 12.4 years and with at least one sibling (69
separated from siblings and 55 living with a sibling) concluded that separation from
siblings is associated with trauma symptoms of AIDS orphans who had lost both parents
and were placed in group care settings. The study found that the orphans separated
from their siblings had signiﬁcantly higher scores on anxiety, anger, dissociation and
sexual distress as compared to than those living with their siblings (Gong et al., 2008).
(Gray IV) (orphans, China)
7. Providing community development projects, rather than a narrowly deﬁned HIV/AIDS
program, may reduce the stigma against OVC.
A 2006–2007 study of 6,127 children ages 8–14 and 4,591 caregivers in four OVC
programs in Kenya and Tanzania found that services targeting OVC or families affected
by HIV/AIDS may also add to stigma. “A noticeable fraction of the sample across each
study setting reported that there was community jealousy of services provided to OVC
and their families.” Between 22 and 57 percent of the children across all study sites
perceived jealousy for the services they received, while among caregivers these perceptions were higher—from 27 to 67 percent. “These results bear credence to both the
importance of engaging the community in decisions regarding who will receive services,
as well as programmatic efforts to sensitize the community on the needs of OVC and
those of HIV-affected families,” (Nyangara et al., 2009: 31) (Gray IV) (OVC, stigma,
Kenya, Tanzania)
A community development project that incorporated income-generating activities for
women’s cooperatives in Côte d’Ivoire identiﬁed 409 OVC, all of whom were provided
school kits and fees, medical care, psychosocial support and monthly food supplements
for families in need, along with increased HIV testing of those in the community.
Because the community perceives the program as a community development program
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rather than a narrowly deﬁned HIV/AIDS program, this may have reduced the stigma
attached to OVCs. Linking HIV prevention, testing and care with income generation for
women may increase care and support for OVC (Bossou et al., 2008). (Abstract) (OVC,
community-based care, stigma, Côte d’Ivoire)
8. Community meetings may reduce stigma against OVC.
A post-test cross sectional study conducted in Kenya (year not mentioned) with 2,472
OVC adult guardians (92% female) showed that guardians exposed to curriculum-based
anti-stigma community meetings had more positive attitudes towards OVC and PLHA
than guardians not exposed to community meetings. OVC guardians who attended
meetings were twice as likely (51%) as non-attendees (27%) to have ever been tested for
HIV (Thurman et al., 2008). (Abstract) (OVC, stigma, Kenya)

Gaps in Programming—Orphans and Vulnerable Children
1. Increased financial support is needed for adults, especially grandparents, caring for
orphans.
2. Increased psychosocial support is needed for caregivers.
3. Interventions are urgently needed to help girls enroll (and stay) in school.
4. HIV/AIDS programming should also reach young children.
5. Improved and timely access to antiretrovirals is needed for orphans.
6. Interventions are needed to assist parents dying of AIDS with planning for the future
well-being of their children.
7. Further interventions to provide support programs, including counseling, are needed
for AIDS-orphaned children to combat depression, social isolation and stigma.
8. Further interventions are needed to help female OVCs reduce risky sexual behaviors
and protect them from sexual violence.
9. Programs should encourage male involvement in children’s treatment and orphan
care.
10. NGO and government interventions must take care not to create dependence on
externally funded services and decrease the community’s sense of responsibility for
OVC.
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1. Increased ﬁnancial and other support is needed for adults, especially grandparents, caring
for orphans. Studies found families caring for orphans lacked adequate food and nutrition
and reported ﬁnancial difﬁculties in meeting basic needs.
Gap noted, for example, in Uganda (Kintu et al., 2008); Kenya (Muga et al., 2009);
Botswana (Miller et al., 2006, Heymann et al., 2007); and Malawi (Huijbregts et al.,
2008).
2. Increased psychosocial support is needed for caregivers. A study found that caregivers need
psychological support.
Gap noted, for example, in Tanzania (Nyangara et al., 2009).
3. Interventions are urgently needed to help girls enroll (and stay) in school. [See also Chapter
11E. Strengthening the Enabling Environment: Advancing Education] Studies found that girls
affected by HIV are more likely to be out of school, despite the protective factor of education
in reducing the likelihood of HIV acquisition.
Gap noted, for example, in a systematic review (Irwin et al., 2009); Thailand
(Yoddumnern-Attig et al., 2004); Tanzania (Wobst and Amdt, 2004); South Africa
(Horizons et al., 2004); Kenya (HRW, 2003).
4. HIV/AIDS programming should also reach young children. A review found that despite
the impact of investing in early childhood interventions, few HIV/AIDS programs exist for
young children.
Gap noted, for example, in a systematic review (Irwin et al., 2009) and review of National
Plans of Action for OVC (Engle, 2008).
5. Improved and timely access to antiretrovirals is needed for orphans. A study found that
orphans were more likely to be at WHO clinical stage 4, and need timely treatment initiation.
Gap noted, for example, in Uganda (Ntanda et al., 2009).
6. Interventions are needed to assist parents to disclose and dying of AIDS with planning
for the future well-being of their children. [See also Chapter 11C. Strengthening the Enabling
Environment: Transforming Legal Norms to Empower Women, including Marriage, Inheritance
and Property Rights] Studies found that many parents dying from AIDS had not written
wills nor provided custody arrangements for their children.
Gap noted, for example, in Kenya and Tanzania (Nyangara et al., 2009, Hunter and
Williamson, 2000).
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7. Further interventions to provide support programs, including counseling, are needed for
AIDS-orphaned children to combat depression, social isolation and stigma. Studies found
that AIDS orphans reported insufﬁcient food, depression and stigma.
Gap noted, for example, in Republic of the Congo (Taylor et al., 2008); Zambia (Alvarez
et al., 2008); Rwanda (Thurman et al., 2008a); South Africa (Cluver et al., 2007, Cluver
and Gardner, 2007); China (He et al., 2007).
8. Further interventions are needed to help female OVCs reduce risky sexual behaviors and
protect them from sexual violence. [See also Chapter 5. Prevention for Young People] Studies
found that female orphans had higher rates of early sexual debut and were more likely to
have had coerced sex.
Gap noted, for example, in South Africa (McGrath et al., 2009); Zimbabwe (Kang et al.,
2008, Birdthistle et al., 2008, Nyamukapa et al., 2008); Rwanda (Boris et al., 2008);
Nigeria (Olaleye et al., 2008); South Africa (Thurman et al., 2006); South Africa and
Swaziland (Poulsen, 2006).
9. Programs should encourage male involvement in children’s treatment and orphan care.
A systematic review and several studies found that fathers are often overlooked in orphan
care when the mother has died.
Gap noted, for example, in a systematic review (Sherr, 2008); South Africa (Hill et al.,
2008; and Zimbabwe (Nyamukapa et al., 2005).
10. NGO and government interventions must take care not to create dependence on externally
funded services and decrease the community’s sense of responsibility for OVC. An evaluation of programs providing services to orphans found that because of NGO interventions,
communities believed they had no responsibilities towards caregivers and orphans.
Gap noted, for example, in Kenya and Tanzania (Nyangara et al., 2009).
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Chapter 13.

Structuring Health Services
to Meet Women’s Needs

The manner in which health services are structured has an impact on HIV prevention, treatment and care services for women and girls. Women often need multiple reproductive health
services such as family planning in addition to HIV prevention, treatment and care, but most health care facilities are
not structured to provide integrated services. Integration
“I feel like mothers beneﬁting from
of services, especially HIV and family planning provides a
PMTCT must be assisted quickly
way to capture the missed opportunities to counsel women
at the antenatal clinic unlike what
and couples on contraceptives and other sexuality issues
we see today. We keep waiting
as well as provide HIV services. Sexual and reproductive
from early in the morning to late
health services are also excellent locations for providing
in the evening without being
HIV services, reaching potential ART users (WHO, 2003a;
attended to. We remain hungry
Interact Worldwide et al., 2008). If family planning is
all day long and our children keep
offered separately or if HIV service providers cannot counsel
crying out of hunger as well. At the
on contraceptives and sexuality issues, women may not be
ANC there is not even a place to
getting the full range of services they need.
lay down and rest.”
—Woman attending PMTCT
Integration of Services Is Key to Ensuring Women
program, Malawi
Receive Comprehensive Health Care
(Bwirire et al., 2008: 1997)
“Women are willing to use sexual and reproductive health
clinics and outreach services because they do not attract the
stigma” (Titus and Moodley, 2009: 138) often attached to HIV services such as HIV testing.
“Women already attend clinics or community-based distribution programs for contraceptive
advice, and when pregnant, millions of women in under-resourced countries make at least one
visit to a prenatal clinic and a signiﬁcant proportion make at least one postnatal clinic visit”
(Titus and Moodley, 2009: 138). Recent studies in Kenya and Zambia found that family plan-
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ning providers, antenatal care and family planning clients, and HIV-positive women identiﬁed
the need for family planning in a context of high HIV prevalence (Banda et al., 2004; Gichuhi
et al., 2004).
A recent review of PMTCT program failures in developing countries concluded that key
factors include “the lack of linkages between prevention of mother-to-child transmission
programs and primary prevention, family planning, and most importantly, the provision of
care and treatment” (McIntyre and Lallemant, 2008a: 139). However, it is critical that policymakers and program managers know and understand the client population before deciding
whether service integration is likely to be effective (Gillespie et al., 2009).
Integrating PMTCT into reproductive and child health services in Tanzania between 2006
and 2007 showed a positive association with the PMTCT program including antenatal clinic
attendance, syphilis testing and malaria prophylaxis among pregnant women (Giphart et al.,
2008). TB screening as part of antenatal and postpartum care is also important due to the
increased risk of maternal and infant mortality associated with TB and HIV co-infection during
pregnancy and postpartum (Mofenson and Laughton, 2007).
Women should be viewed as individuals with health care needs. Access to antiretroviral
treatment for pregnant women in ANC clinics should not be seen to emphasize prevention of
perinatal transmission at the expense of the women’s own health. Focus on HIV for women
only during pregnancy often shifts services to only preventing HIV transmission to the babies
and neglects the health needs of the women themselves. Importantly, health care providers
must practice in a respectful, non-discriminatory manner.

Health Care Providers’ Needs Must Also Be Met
Nurses occupy a pivotal position in relation to the HIV/AIDS epidemic, especially in Africa,
where they face a disproportionate risk of infection, the largest burden of caring for sick family
or orphans, and as health care workers, risk of occupational exposure (Zelnick and O’Donnell, 2005). A review of
human resources for health care in Kenya found that many
“Where workers have the potential
health care workers are themselves living with HIV, suffer
to encounter blood or other body
from stigma and cannot afford the services or treatment
ﬂuids in the course of their work,
they prescribe for others (Munene and Simiyu, 2008).
employers have an obligation to
In order to provide quality care, health care workers
train them in infection control
must have access to the means of universal precautions
and to ensure ready access to
(e.g. gloves, masks and other protective equipment) so they
protective equipment and postcan protect themselves from HIV transmission. Health care
exposure prophylaxis”
workers must be assured of the use of this personal protec(UNAIDS, ND).
tive equipment, which can reduce fear of treating people
with HIV and thus reduce stigma and discrimination
against women living with HIV who access health services. [See also Chapter 11F. Strengthening
the Enabling Environment: Reducing Stigma and Discrimination]
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“All national HIV prevention programmes must promote adherence to sound infection
control practices in healthcare settings. Risk of HIV infection can be signiﬁcantly lowered
through workers’ adherence to universal precautions, the routine use of gloves and other protective equipment to prevent occupational exposures, safe disposal of needles and other sharp
instruments, and timely administration of a four-week prophylactic course of antiretroviral
drugs” (UNAIDS, ND). Importantly, in case of needle stick injuries, post-exposure prophylaxis
should be used. Post-exposure prophylaxis guidelines can be found at: http://whqlibdoc.who.
int/publications/2007/9789241596374_eng.pdf. The following WHO and ILO documents
provide information on standards in health care services in the context of HIV: http://www.
who.int/hiv/pub/priority_interventions_web.pdf and http://www.who.int/hiv/pub/prev_care/
who-ilo-guidelines.pdf.

More Health Care Workers Are Needed
Health personnel are a critical component to effective health services and are in extremely
limited numbers in many parts of the world. For example, Malawi has nurse vacancy rates
of 55% and only 1.7 physicians per 100,000 population (Massaquoi et al., 2008b). A review
of human resources for health care in Kenya found that while the current work force totals
30,575, the needed human resources are 79,667 (Munene and Simyu, 2008). Additionally, in
order to provide adequate care, health care workers need to be equitably distributed within the
country, in both urban and rural areas. The shortage of health personnel increases the waiting
time and reduces the quality of service for women.

Health Care Systems Must Be Strengthened
Task shifting of non-medical tasks to less highly trained staff, is one way the human
resources crises in health care has been addressed. Although this approach can improve access
to services and increase uptake of antiretroviral and other treatments, this can also increase
the burden on community and lay health workers who are predominantly women. Identifying
a full range of solutions to resolve the human resources crisis is beyond the scope of this document but further information can be found at Physicians for Human Rights: http://physiciansforhumanrights.org/library/report-boldsolutions-2006.html.
Strong service delivery systems, such as supportive supervision, training programs, logistics systems to ensure supplies are also essential for structuring health services in a way that
meets women’s needs, but interventions addressing these issues are also beyond the scope
of this document. Further information on this topic can be found at http://www.who.int/
healthsystems/en/.

W H AT W O R K S F O R W O M E N A N D G I R L S

371

What Works—Structuring Health Services to Meet Women’s Needs
1. Integrating HIV testing and services with family planning, maternal health care or
within primary care facilities can increase uptake of HIV testing and other reproductive
health services.
2. Promoting contraceptives and family planning as part of routine HIV services (and
vice versa) can increase condom use, contraceptive use, and dual method use, thus
averting unintended pregnancies among women living with HIV.
3. Providing VCT together with other health services can increase the number of people
accessing VCT.
4. Scaling up PMTCT programs increases the number of women who know their
serostatus, and improves HIV knowledge.
5. Clinic-based interventions with outreach workers can be effective in increasing
condom use among sex workers.
6. Providing accessible, routine, high quality, voluntary and confidential STI clinical
services that include condom promotion can be successful in reducing HIV risk
among sex workers.
7. Home testing, consented to by household members, can increase the number of
people who learn their serostatus.
8. Training providers can reduce discrimination against people with HIV/AIDS.
9. Establishing comprehensive post-rape care protocols, which include PEP, can improve
services for women.
10. Providing clinic services that are youth-friendly, conveniently located, affordable,
confidential and non-judgmental can increase use of clinic reproductive health
services, including VCT.
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What Works—Structuring Health Services to Meet Women’s Needs (continued)
Promising Strategies:
11. Integrating testing and treatment for syphilis with HIV testing for pregnant women
will increase the number of women treated for syphilis and may reduce perinatal
transmission of HIV.
12. Conducting HIV testing and counseling for women who bring their children for
immunization can increase the number of women accessing testing and treatment
services.
13. Infection control of TB within health care settings can reduce the incidence of TB
among health care workers, particularly nurses.
14. Screening for TB during routine antenatal care in high HIV prevalent settings results
in increased TB detection rates in women and is acceptable to most women, though
stigma may be a barrier.
15. Screening for and treating STIs on a continuous, accessible basis improves overall
health systems, and has been associated with reducing the risks of HIV acquisition in
a setting with high STI prevalence.
16. Integrating HIV test kits with condom and contraceptive supplies may decrease
stock-outs.
17. Integrating legal services into health care can help ensure that women retain their
property.
18. A combination of infection control strategies may significantly reduce the rate of TB
transmission, including drug-resistant TB, in high-risk, low-resourced health care
settings.
19. Implementing service-related changes based on needs assessments can result in
improvements in HIV services.

EVIDENCE
1. Integrating HIV services with family planning, maternal health care or within primary care
facilities can increase uptake of HIV testing and treatment and other reproductive health
services.
In Zambia from 2007 to 2008, 581 HIV-positive pregnant women were successfully
identiﬁed and initiated on HAART in primary health centers. Of 14,815 HIV-positive
pregnant women registered in the 60 primary health care centers, 1,660 had their CD4
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counts available at primary health care clinics. Of these, 796 had CD4 counts under
350 and were eligible for treatment and 581 of them were initiated on HAART at the
primary care level (Mandala et al., 2009). (Gray III) (pregnancy, treatment, health facilities, Zambia)
Integration of family planning and HIV services in Nigeria, with strengthened referral
links, provider training, co-located services, same staff and parallel supply chain management systems, resulted in monthly consultations of family planning increasing from a
range of 1 to 161 per month pre-integration to 3 to 410 post-integration. The mean attendance at family planning clinics increased signiﬁcantly from 67.6 pre-integration to 87
post-integration. The mean couple years of protection increased signiﬁcantly from 32.3
pre-integration to 38.2 post-integration. There was an increase of 34 referrals per 1,000
ART users and an increase of 42 per 1,000 PMTCT clinic users (Chabikuli et al., 2009).
(Gray III) (family planning, health facilities, Nigeria)
A pre-post intervention study in 23 public sector hospitals, health centers and dispensaries in two districts in one province in Kenya found that provider-initiated testing and
counseling was feasible and acceptable in family planning services, did not adversely
affect the quality of the family planning consultation and increased access and use of
HIV testing in a population which beneﬁted from knowing their serostatus. All clients
were female. 538 pre-intervention and 520 post-intervention were randomly selected to
be observed and interviewed. The policy environment in Kenya has been conducive to
linking HIV/AIDS services with reproductive health service, with a Reproductive Health
and HIV/AIDS strategy. Counseling guidelines were updated for providers to discuss
HIV transmission and prevention, conduct risk assessment, discus dual promotion
and offer HTC. Staff received training on contraceptive methods, HIV, reproductive
rights, informed choice and consent, safe sex, values clariﬁcation, risk assessment and
reduction, record keeping and logistics management. One group of 28 family planning
providers were trained for nine days in the integrated family planning and HIV counseling intervention and in providing HIV testing and counseling to family planning
clients requesting a test during the consultation. Another group of 47 family planning
providers were trained for ﬁve days in the intervention and referred clients interested
in an HIV tests. Implementing the intervention added two to three minutes per consultation for those who wanted a referral and seven minutes for those wanting on-site
rapid testing. The incremental cost per family client ranged from $5.60 in hospitals
to $9.53 in dispensaries. Dual method use increased from 1% to 6%. For those who
were tested on site, 35% of clients were tested; for those referred, 20% were tested for
HIV. One-third of the family planning clients who chose to have an HIV test had never
had an HIV test before (Liambila et al., 2009). (Gray III) (family planning, HIV testing,
contraception, health facilities, Kenya)
A 2001–2002 study of 706 women in Tanzania who accessed post-abortion services
found that most accepted HIV testing and condoms. In Tanzania, abortion is illegal
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and women have unsafe abortions to terminate unplanned pregnancies. Of 1,357 with
incomplete abortion, 708 admitted unsafe abortion. Women were offered HIV testing
and counseling about contraception and HIV and, 407 (58%) accepted HIV testing.
Prior to the study, condom use during the past six months before hospital admittance
was low, with 61% never using condoms. Among women who accepted being tested
for HIV, 73% accepted to use condoms either alone or in combination with hormonal
contraception after having been provided with contraceptive counseling. Of the 407
women who accepted HIV testing, 14% were HIV-positive. “… Women who have an
unsafe abortion comprise a vulnerable group who are at high risk of repeated unsafe
abortion and HIV infection” (Rasch et al., 2006: 703). (Gray III) (HIV testing, abortion,
condom use, health facilities, Tanzania)
A study in South Africa found that providing HAART at primary care clinics with
adequate support for health facilities resulted in a four-fold increase in new HAART
initiations with a high rate of viral load suppression of over 85% and a twenty fold
increase in CD4 cell count testing in HIV-positive adults. Systems improvements
included immediate CD4 cell count determination if HIV test results are positive, with
multiple processes at the same visit, such as counseling, lab testing, clinic staging, etc.;
nurses designated to follow-up on basis of CD4 cell counts; increased reliance on clinical judgment of health workers who know the clients well, such as deferring home
visits based on logistics; patients are referred back from secondary and tertiary HAART
initiation sites to primary care clinics for care (Barker et al., 2007a). (Gray IV) (HAART,
health facilities, HIV testing, South Africa)
In the Western Cape Province of South Africa, all HIV-positive women identiﬁed
through PMTCT services undergo immunologic testing. Pregnant women with CD4
counts greater than 200 receive a two drug short course of zidovudine and nevirapine
for PMTCT, whereas those with CD4 counts of 200 or lower are immediately referred
to separate HIV treatment facilities for a ‘fast-track’ evaluation and HAART initiation (Coetzee et al., 2005 cited in Abrams et al., 2007). Instituted in 2004 and now
implemented on a wide scale, this has contributed to low rates of PMTCT, estimated
at between 6 to 8% (Abrams et al., 2007). (Gray V) (PMTCT, pregnancy, CD4 counts,
HAART, health facilities, South Africa)
Integrating HIV/AIDS treatment in 53 health facilities in 23 districts in Mozambique
with 80,000 people resulted in 70% decline of loss to follow up from antenatal care to
ART services over one year (Pfeiffer et al., 2008). (Abstract) (treatment, antenatal care,
health facilities, Mozambique)
A study at a hospital in Kenya found that integration of PMTCT, ANC and MCH services
reduced MTCT, increased women’s retention in HIV care and improved follow-up
of infants born to HIV-positive women. Women who tested HIV-positive were given
HAART if appropriate. Prior to the integration project, women who tested HIV-positive
did not report to the HIV clinic even when personally escorted by hospital staff.
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Pregnant women reported feeling out of place in the HIV clinic. (Bilonda and Njau,
2008). (Abstract) (pregnancy, PMTCT, treatment, antenatal care, health facilities, Kenya)
A 2008 study from Swaziland showed that integrating HAART into preexisting
maternal and child health (MCH) services increased the number of HIV-positive pregnant women initiating HAART (no numbers given). MCH services began offering
HAART for HIV-positive pregnant women and their families in February 2007. After 10
months, 28% of pregnant women eligible for HAART initiated treatment in comparison
to only 5% initiating HAART during the 10 months previous to the integration. Over
300 patients initiated HAART post-integration, 45% of which were pregnant women.
Additionally, 25 family units enrolled in HAART services during this time demonstrating the usefulness of integrated MCH/HAART services for women and their families (Mahdi et al., 2008). (Abstract) (health facilities, HAART, pregnancy, Swaziland)
A 2004 to 2007 project in Ethiopia and Ukraine conducted by UNFPA and
EngenderHealth that integrated HIV prevention interventions into maternal and
child health programs increased the numbers of women receiving HIV counseling
and testing, and syphilis screening, as well as women’s intentions regarding HIV risk
during pregnancy. Interventions to support the introduction of integrated services
included whole site training, minor upgrades to facility infrastructure and provision
of necessary supplies. Pre- and post-test training questionnaires were conducted with
307 health providers and 64 women receiving services (Perchal et al., 2008). (Abstract)
(HIV testing, counseling, health facilities, Ethiopia, Ukraine)
A study in Rwanda found that provision of HIV care at VCT and PMTCT sites effectively
enrolls more patients earlier in their illness and more effectively refers those eligible
for HAART. In ﬁve health centers in 2007, 119 clients tested HIV-positive, of whom 118
were referred to the nearest treatment site. Of the 118 patients referred, only 33% arrived
at the treatment site within three months. In the program that consisted of standard
pre-antiretroviral therapy HIV care, 100 patients (74% female and 26% male) were
immediately enrolled and staged during a three months period following their seropositive HIV test. Of these, 26% were eligible for HAART and were referred to the nearest
treatment site where 91% of them were started on HAART (Ubarijoro et al., 2008).
(Abstract) (health facilities, PMTCT, HAART, Rwanda)
2. Promoting contraceptives and family planning counseling as part of routine HIV services
(and vice versa) can increase condom use, contraceptive use, and dual method use, thus
averting unintended pregnancies among women living with HIV. [See also above and Chapter
8. Meeting the Sexual and Reproductive Health Needs of Women Living with HIV]
In Uganda, a project from 2006 to 2007 integrated family planning and HIV treatment,
resulting in a three-fold increase in the number of HIV treatment patients accessing
family planning. Evaluation data included 105 client exit interviews, 30 provider client
observations, 37 self-administered provider questionnaires, six key informant inter-
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views with program staff, three group discussions with people living with HIV and
three group discussions with providers showed that two-thirds of clients interviewed in
exit surveys reported that they used condoms every time they had intercourse in the past
six months. Four contraceptive methods were provided: condoms, oral contraceptives,
injectables and emergency contraceptive pills. Referrals were made for long acting and
permanent contraceptive methods to the hospital a few yards from the TASO clinic. A
performance needs assessment and an integrated training curriculum to provide family
planning and antiretroviral therapy were developed and utilized. Prior to the intervention, only 16% of HIV-positive women were counseled on their family planning needs
because providers were concerned that providing family planning would encourage
women living with HIV to have sex. Condoms were provided for HIV prevention but
not for family planning and HIV-positive men were excluded from family planning
activities. By the end of the project, 62% of providers reported that adding family planning services did not adversely affect the provision of antiretroviral therapy while 35% of
clients reported that adding family planning services improved the provision of antiretroviral therapy and 41% experienced no change. In Uganda, approximately one million
people live with HIV and adult HIV prevalence is 6.7%, with the highest levels among
women in urban areas. Nearly 25% of all new HIV infections result from perinatal
transmission. Although the mean ideal number of children is 5.3, the total fertility rate
is 6.7 lifetime births per woman. Only 18% of married women use a modern effective family planning method. (Searing et al., 2008). (Gray V) (PMTCT, family planning,
condom use, treatment, Uganda)
Focus group discussions with four HIV-positive women and four HIV-positive men
at a public health facility in Cape Town, South Africa found that they felt that HIV/
AIDS services provided good non-judgmental, respectful, informative and conﬁdential
care as compared to facilities that provided reproductive health services and contraception where, as one woman noted, “that crew make you feel scared to go to the clinic”
(Orner et al., 2008: 1218). In addition, “integrating services would mean not having to
repeatedly explain themselves to others, thus decreasing instances of stigma and prejudice directed towards them. For women who needed to access contraceptives, access to
‘everything you need under one roof’ was unambiguously desired” (Orner et al., 2008:
1220). (Gray V) (HIV testing, treatment, contraception, South Africa)
3. Providing VCT together with other health services can increase the number of people
accessing VCT. [See above and Chapter 6. HIV Testing and Counseling for Women]
4. Scaling up PMTCT programs increases the number of women who know their serostatus
and improves HIV knowledge.
A study in Côte d’Ivoire from 2004 to 2005 showed that implementation of a comprehensive PMTCT program in urban health facilities signiﬁcantly increased HIV testing,
PMTCT and also improved the quality of some antenatal and delivery health services.
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Before implementation of the PMTCT intervention, ﬁve urban health facilities underwent renovation, or new buildings were constructed in order to meet PMTCT program
standards that included adequate room for individual counseling and group sessions.
Additionally, a standard set of equipment was supplied to each facility and all maternity care staff was provided PMTCT training. After PMTCT program implementation
the number of pregnant women offered HIV testing increased from 0% to 63%, 83%
of HIV-positive mothers and 78% of infants received nevirapine, health facility staff
in favor of recommending HIV testing increased from 82% to 98% and the proportion of staff who would be willing to be tested during their own pregnancy increased
from 59% to 86%. Further, interpersonal communication improved signiﬁcantly with
women receiving a friendly greeting increasing from 44% to 70% and an invitation to
sit from 69% to 99%. Conﬁdentiality also improved with the number of women asked
questions individually without another patient present increasing from 63% to 81%.
Individual counseling showed an increase in family planning counseling from 3% to
28% and prevention of STI counseling from 7% to 36%. The number of women participating in information sessions where prevention of STIs, HIV and HIV testing was
addressed increased from 39% to 75%. Washing of hands before or after an examination by clinic staff increased from 3% to only 11%. During the medical interview at ﬁrst
antenatal care, the frequency of retrieving a history of previous pregnancies increased
from 44% to 58%, history of cesarean sections from 35% to 55% and last menstrual
period from 38% to 55%. During the antenatal care clinical examination, checking of
uterine height increased from 95% to 98%, checking of fetal heart rate from 67% to 79%
and checking of fetal position from 67% to 81%. Inter-personal relationships improved
signiﬁcantly with women receiving information on labor progression from 8% to 41%,
having someone present for support from 19% to 27% and delivering privately without
being visible to other patients from 65% to 81%. Safe obstetric procedures demonstrated a marked decrease in episiotomies from 24% to 14% for all women and 64% to
25% in primiparous women. Infection prevention showed that washing the perineum
before delivery increased from 9% to 27% and sterile instruments available for each
delivery increased from 57% to 69%. At the ﬁrst exam checking of blood pressure, pulse
and conjunctiva all increased (41% to 65%, 3% to 16% and 47% to 61% respectively)
and during examination at admission for delivery checking women’s antenatal card
increased from 91% to 98%, asking about onset of labor pain from 27% to 50%, asking
if uterine membranes had ruptured from 33% to 43%, determining uterine height from
65% to 80%, determining position of the fetus from 53% to 84% and measure of fetal
heart rate from 60% to 80%. After delivery the use of oxytocics increased from 83% to
90% and checking for uterine retraction increased from 28% to 50%. However, several
indicators appear to be negatively impacted by the PMTCT intervention. Information
sessions addressing family planning decreased from 30% to 10%, professional attendance at delivery by both doctors and midwives decreased (2% to 1% and 86% to 79%
respectively) and manual exploration of the uterus after delivery increased from 32% to
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64%. Overall the marked improvement in quality of maternal care after implementation of the PMTCT program was attributed to intensive staff training, supervision and
adequate equipment. (Delvaux et al., 2008). (Gray IV) (PMTCT, HIV testing, treatment,
Côte d’Ivoire)
A study reviewed quantitative and semi-qualitative national level PMTCT and pediatric
HIV care and treatment data in 71 countries in 2005 and 58 in 2004 to track progress
in scaling up interventions to prevent mother-to-child transmission of HIV in maternal
and child health services. The near universal acceptance (90%) of HIV testing among
pregnant women who received counseling for PMTCT illustrates that women desire this
important bridge to HIV treatment and prevention services. The fact that only 11% (10.3
million) of the women in 71 countries in 2005 were counseled on PMTCT demonstrates
the many missed opportunities for ensuring necessary services for healthy mothers
and newborns. In countries with generalized epidemics, rapid expansion of providerinitiated HIV testing and counseling in maternal-newborn-child health (MNCH)
settings and particularly antenatal care has been an effective way to increase uptake of
PMTCT services. Botswana introduced routine offer of HIV testing in 2004. Within
three months, the proportion of pregnant women tested for HIV increased from 75% to
90%. Scaling up efforts for PMTCT has started to show an impact. The proportion of
HIV-positive pregnant women receiving antiretroviral treatment for PMTCT increased
from 7% in 2004 to 11% in 2005, a more than 50% increase (Luo et al., 2007). (Gray IV)
(PMTCT, antenatal care, HIV testing, treatment)
The Cameroon Baptist Convention Health Board implemented a program to prevent
mother-to-child transmission of HIV-1 (PMTCT) as part of its routine antenatal care,
with single-dose maternal and infant peripartum nevirapine (NVP) prophylaxis of
HIV-positive mothers and their babies. Nurses, midwives, nurse aides, and trained
birth attendants counseled pregnant women, obtained risk factor data, and offered free
HIV testing with same-day results. From February 2000 through December 2004, this
program rapidly expanded to 115 facilities in 6 of Cameroon’s 10 provinces, not only to
large hospitals but also to remote health centers staffed by trained birth attendants. Staff
trained 690 health workers in PMTCT and counseled 68,635 women, 91.9% of whom
accepted HIV testing. Of 63,094 women tested, 8.7% were HIV-1-positive. Independent
risk factors for HIV-1 infection included young age at ﬁrst sexual intercourse, multiple
sex partners, and positive syphilis serology. Staff counseled 98.7% of positive and negative mothers on a posttest basis. Of 5,550 HIV-positive mothers, 5,433 (97.9%) received
single-dose NVP prophylaxis. Consistent training and programmatic support contributed to rapid upscaling and high uptake and counseling rates (Welty et al., 2005).
(Gray V) (PMTCT, treatment, antenatal care, Cameroon)
A 2007 study in Nigeria found that extending PMTCT services from large regional
comprehensive ART centers “Hubs” to include smaller secondary hospitals and primary
health care centers “Spokes” resulted in a fourfold increase in the number of women
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accessing PMTCT. An evaluation of 3 “Hub” sites and 13 “Spoke” sites showed that at
“Hub” sites 6,882 new women received antenatal care, 74% of whom were counseled,
tested for HIV, and given results, while at “Spoke” sites 33,119 new women received
antenatal care, of which 87% were counseled, tested for HIV, and given results. Women
who tested HIV-positive at “Spoke” sites and required HAART for their own health were
provided transportation to a “Hub” site, while women who did not require HAART were
given short course ARTs at the same “Spoke” site. However, women were more likely
to return for delivery at “Hub” sites (61.2% of women returning) compared to “Spoke”
sites (48.5% of women returning) (Akinmurele et al., 2008). (Abstract) (PMTCT, health
facilities, HIV testing, HAART, Nigeria)
5. Clinic-based interventions with outreach workers can be effective in increasing condom
use among sex workers. [See Chapter 4A. Prevention for Key Affected Populations: Female Sex
Workers]
6. Providing accessible, routine, high quality, voluntary and conﬁdential STI clinical services
that include condom promotion can be successful in reducing HIV risk among sex workers.
[See Chapter 4A. Prevention for Key Affected Populations: Female Sex Workers]
7. Home testing, consented to by household members, can increase the number of people
who learn their serostatus. [See Chapter 6. HIV Testing and Counseling for Women]
8. Training providers can reduce discrimination against people with HIV/AIDS. [See Chapter
11F. Strengthening the Enabling Environment: Reducing Stigma and Discrimination]
9. Establishing comprehensive post-rape care protocols, which include PEP, can improve
services for women. [See Chapter 11B. Strengthening the Enabling Environment: Addressing
Violence Against Women]
10. Providing clinic services that are youth-friendly, conveniently located, affordable, conﬁdential and non-judgmental can increase use of clinic reproductive health services, including
VCT. [See Chapter 5B. Prevention for Young People: Increasing Access to Services]

Promising Strategies:
11. Integrating testing and treatment for syphilis with HIV testing for pregnant women will
reduce congenital syphilis and may reduce perinatal transmission of HIV. [See Chapter
9C-1. Safe Motherhood and Prevention of Vertical Transmission: Testing and Counseling]
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12. Conducting HIV testing and counseling for women who bring their children for immunization can increase the number of women accessing testing and treatment services. [See
above and Chapter 9E. Safe Motherhood and Prevention of Vertical Transmission: Postpartum]
13. Infection control of TB within health care settings can reduce the incidence of TB among
health care workers, particularly nurses.
A cross-sectional study from Brazil found that mask use by health care workers, HEPA
ﬁlters and biosafety cabinets in lab areas, isolation of TB patients with respirators and
a negative pressure isolation room, along with rapid diagnosis and treatment of TB
patients, resulted in a signiﬁcantly lower rate of the incidence of LTBI in initially tuberculin-negative health care workers. The study compared two hospitals with infection
control with two hospitals with no TB control measures in place. The incidence of LTBI
in hospitals without prevention measures was 16 per 1,000 person months; and with
prevention measures 7.75 per 1,000 person-months, a statistically signiﬁcant rate (Roth
et al., 2005 cited in Joshi et al., 2006). (Gray III) (TB, health facilities, Brazil)
14. Screening for TB during routine antenatal care in high HIV prevalent settings results in
increased TB detection rates in women and is acceptable to most women, though stigma
may be a barrier. [See Chapter 10A. Preventing, Detecting and Treating Critical Co-Infections:
Tuberculosis]
15. Screening for and treating STIs on a continuous, accessible basis improves overall health
systems, and has been associated with reducing the risks of HIV acquisition in a setting with
high STI prevalence. [See Chapter 3D. Prevention for Women: Treating Sexually Transmitted
Infections]
16. Integrating HIV test kits with condom and contraceptive supplies may decrease stock-outs.
In Zimbabwe, distribution of HIV tests was integrated with successful distribution
of condoms and contraceptives. Delivery trucks act as a rolling warehouse visiting all
1,600 public sector health facilities once every four months and sites are topped up to
maximum stock levels and logistics data is captured. Stock out of HIV tests kits dropped
from 35% to 2% and stock reporting rates increased from 30% to 97% (Kajawu et al.,
2008). (Abstract) (HIV tests, condoms, contraception, Zimbabwe)
17. Integrating legal services into health care can help ensure that women retain their property. [See Chapter 11C. Strengthening the Enabling Environment: Transforming Legal Norms to
Empower Women, including Marriage, Inheritance and Property Rights]
18. A combination of infection control strategies may signiﬁcantly reduce the rate of TB transmission, including drug-resistant TB, in high-risk, low-resourced health care settings.
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A mathematical model based on TB transmission patterns in Tugela Ferry district and at
Church of Scotland Hospital in the Kwa Zulu Natal district in South Africa, was created
to simulate TB transmission in high TB/HIV prevalent settings. If no new infection
control interventions were introduced, about 1300 new cases of XDR-TB were predicted
to occur by the end of 2012, more than half of which would likely be noscocomially
transmitted or transmitted within health care settings. The model showed that masks
alone would prevent 10% of new transmission in an overall epidemic, but could prevent
a large proportion of XDR-TB cases among hospital staff. The combination of mask and
reduced hospitalization with a shift to outpatient treatment could prevent nearly onethird of XDR-TB cases. Approximately 48% of XDR-TB cases could be averted by the
end of 2012, if a combination of mask, reduced hospitalization with shift to outpatient
treatment, improved ventilation, rapid drug resistance testing, HIV treatment and TB
isolation facilities for highly infectious patients were implemented (Basu et al., 2007).
(Gray III) (TB, South Africa)
19. Implementing service-related changes based on needs assessments can result in improvements in HIV services.
Surveys using the same standardized questionnaire given to 250 patients on one day in
2005 and 400 patients on one day in 2007 found that improvements made based on
the 2005 survey resulted in signiﬁcantly reduced waiting time for patients in Uganda
(no sex disaggregated data). Nurse visits, rather than assessments by clinicians were
instituted for minor complaints. Group counseling was instituted. A pharmacy only
reﬁll program was initiated for patients on ART for at least 12 months, who were asymptomatic with good adherence levels and CD4 counts above 200, with patients seeing
a doctor or nurse very three months and monthly pharmacy visits. The median time
spent at the clinic decreased from 157 minutes in 2005 (ranging from 22 minutes to
426 minutes to 124 minutes (15 minutes to 314 minutes) (Castelnuovo et al., 2009).
(Gray III) (health facilities, treatment, counseling, Uganda)
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Gaps in Programming—Structuring Health Services to Meet Women’s Needs
1. Improved integration is needed between maternal health services and HIV treatment
services.
2. Providers must have access to gowns, gloves and eye protection to decrease the risk
of occupational exposure.
3. Ongoing efforts are needed for safe needle disposal.
4. Reliable drug and lab supplies are necessary to ensure adherence.
5. Improved record keeping on HIV counseling, serostatus, and treatment is needed to
improve referrals and linkages with other health care services.
6. Health care provider training is needed to increase confidentiality and decrease
discrimination against sex workers seeking health services.
7. Providers need training on contraception, including non-directive counseling and
reducing stigma and discrimination for women living with HIV.
8. Health service providers must make additional efforts to ensure confidentiality
regarding patient’s serostatus.
9. Health care settings must address the needs of transgender people and reduce
barriers to services.
10. Where abortion is legal, providers should be trained not to discriminate against HIVpositive women who want to terminate their pregnancies.
11. Interventions are needed to improve quality of HIV treatment and care within health
services.
12. Interventions are needed to screen and treat both male and female sexual partners for
STIs.
13. Efforts are needed to ensure that providing family-focused HIV care within maternal
and child health programs doesn’t discourage men from seeking HIV services.
14. Policy guidelines need to specify how contraception should be addressed in HIV
prevention, treatment and care.
15. Additional efforts are needed to provide postpartum women with contraception
information and methods so they may space or prevent their next pregnancy.
16. Additional efforts are needed to reduce the risk of TB transmission in high risk, low
resource settings.
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1. Improved integration is needed between maternal health services and HIV treatment
services. A study found that even though 11.6% of 1,369 pregnant women were eligible
for ARV treatment based on their low CD4 counts prior to delivery and 6 % were eligible
postpartum, these women were not integrated into ARV treatment programs.
Gap noted, for example, in South Africa (Lebon et al., 2007).
2. Providers must have access to gowns, gloves and eye protection to decrease the risk of
occupational exposure. [See also Chapter 9D. Safe Motherhood and Prevention of Vertical
Transmission: Delivery] Studies noted that gowns, gloves and eye protection should be used
in all deliveries and in examinations or procedures likely to generate the splashing of blood
or amniotic ﬂuid.
Gap noted, for example, in Georgia (Butsashvili et al., 2008); Nigeria (Ohajinwa, 2008);
generally (Anderson, 2005).
3. Ongoing efforts are needed for safe needle disposal. Studies found that used sharp needles
were observed inside and outside facilities and that neither adequate disposal methods nor
separation of medical waste from domestic waster occurred in health facilities.
Gap noted, for example, in South Africa (Mulumba et al., 2008) and Nigeria (Bankole et
al., 2008).
4. Reliable drug and lab supplies are necessary to ensure adherence. A study found that 10%
of 578 people (27% female) reported missing doses of ARV therapy due to shortages in
drug supplies.
Gap noted, for example, in Peru (Giron et al., 2008).
5. Improved record keeping on HIV counseling, serostatus, and treatment is needed to
improve referrals and linkages with other health care services. [See Chapter 9C-1. Safe
Motherhood and Prevention of Vertical Transmission: Testing and Counseling]
6. Health care provider training is needed to increase conﬁdentiality and decrease discrimination against sex workers seeking health services. [See Chapter 4A. Prevention for Key Affected
Populations: Female Sex Workers]
7. Providers need training on contraception, including non-directive counseling and reducing
stigma and discrimination for women living with HIV. [See Chapter 8. Meeting the Sexual
and Reproductive Health Needs of Women Living With HIV]
8. Health service providers must make additional efforts to ensure conﬁdentiality regarding
patient’s serostatus. [See also Chapter 6. HIV Testing and Counseling for Women, Chapter
8. Meeting the Sexual and Reproductive Health Needs of Women Living With HIV, Chapter
384
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9. Safe Motherhood and Prevention of Vertical Transmission, and Chapter 11F. Strengthening
the Enabling Environment: Reducing Stigma and Discrimination] Numerous studies found
that health workers and the structure of health services, such as services that are only for
HIV-positive patients in physically separate parts of hospitals, violate patient conﬁdentiality. In addition, health providers who brought services to women’s homes also violated
their conﬁdentiality.
Gap noted, for example, in Malawi (Chinkonde et al., 2009); Dominican Republic
(CHANGE, 2009); a study in ﬁve countries—South Africa, Malawi, Swaziland, Lesotho
and Tanzania (Greeff et al., 2008); and a review in Argentina, Mexico, Peru, Poland,
Botswana, Kenya, Lesotho, Namibia, Nigeria, South Africa and Swaziland (de Bruyn,
2006a).
9. Health care settings must address the needs of transgender people and reduce barriers to
services. [See Chapter 4F. Prevention for Key Affected Populations: Transgender Women and
Men]
10. Where abortion is legal, providers should be trained not to discriminate against HIV-positive
women who want to terminate their pregnancies. A study found that even where abortion
is legal, women living with HIV who wanted an abortion experienced discrimination based
on their HIV-positive serostatus.
Gap noted, for example, in Vietnam (Nguyen et al., 2008f).
11. Interventions are needed to improve quality of HIV treatment and care within health
services. Studies found that guidelines for counseling were missing from facilities and that
clients were referred for VCT in geographically distant locations based on donor preference.
Gap noted, for example, in India (Sogarwal et al., 2008); Vietnam(Nguyen et al., 2008b);
South Africa (Orner et al., 2008); and Zambia (HRW, 2007).
12. Interventions are needed to screen and treat both male and female sexual partners for STIs.
[See Chapter 3D. Prevention for Women: Treating Sexually Transmitted Infections]
13. Efforts are needed to ensure that providing family-focused HIV care within maternal and
child health programs doesn’t discourage men from seeking HIV services. A study found
that men were excluded from PMTCT programs.
Gap noted, for example, in Côte d’Ivoire (Tonwe-Gold et al., 2009).
14. Policy guidelines need to specify how contraception should be addressed in HIV prevention, treatment and care. [See Chapter 8. Meeting the Sexual and Reproductive Health Needs of
Women Living With HIV]
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15. Additional efforts are needed to provide postpartum women with contraception information and methods so they may space or prevent their next pregnancy. [See Chapter 9E. Safe
Motherhood and Prevention of Vertical Transmission: Postpartum and Chapter 8. Meeting the
Sexual and Reproductive Health Needs of Women Living With HIV]
16. Additional efforts are needed to reduce the risk of TB transmission in high risk, low
resource settings. Studies found that signiﬁcant TB transmission occurs in health care
settings, particularly among nurses.
Gap noted, for example, in a global review (Joshi et al., 2006); Kenya (Galgalo et al.,
2008); South Africa (Naidoo and Jinabhai, 2006); Romania (Sotgiu et al., 2008); Russia
(Dimitrova et al., 2005); South Korea (Jo et al., 2008).
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Glossary of Terms1
Adolescents are individuals who are between puberty and the completion of physical growth,
roughly from 11 to 19 years of age.
Adolescent/Youth-Friendly Services refers to services that are: Available, accessible and
equitable, so that the core interventions for HIV are provided in ways that all young people,
including those most at risk of HIV, can use them. Acceptable; with health and related staff
trained to provide services for young people with dignity and respect, also ensuring privacy and
conﬁdentiality; Appropriate and effective, so that the necessary skills, equipment and supplies
are available to provide quality services for HIV prevention, treatment, care and support for
young people.
Antiretroviral Therapy (ARV) consists of the use of at least three antiretroviral (ARV) drugs to
maximally suppress the HIV virus and stop the progression of HIV disease. Huge reductions
have been seen in rates of death and suffering when use is made of a potent ARV regimen.
Behavior Change Communication is an interactive process with communities (as integrated with an overall program) to develop tailored messages and approaches using a variety
of communication channels to develop positive behaviors; promote and sustain individual,
community and societal behavior change; and maintain appropriate behaviors.
Combination Antiretroviral Treatment (cART) refers to a patient taking two or more antiretroviral drugs at a time.
CD4 Count: CD4 cells are a type of lymphocyte (white blood cell) and are an important part of
the immune system. HIV most often infects CD4 cells and over time, the number of CD4 cells
drops, signaling that the immune system is becoming weak.

1

For additional SRH-related term deﬁnitions, please see Center for Communication, 2007.
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Community-based Care is holistic care, treatment, and psychological support for HIV and
AIDS patients and their families provided by relatives, friends or community volunteers from
non-governmental organizations who are in turn supported to a greater or lesser extent by
health professionals, mostly nurses.
Directly Observed Therapy (DOT) is a strategy devised to help clients adhere to Tuberculosis
(TB) treatment. A TB case manager or another designated person watches the TB client swallow
each dose of the prescribed drugs. The goal of DOT is to ensure that clients with active tuberculosis receive and adequately complete their treatment to minimize the risk of spreading the
disease to others and developing drug-resistant TB.
Disclosure refers to revealing one’s HIV status after testing positive.
Extensively-Drug Resistant Tuberculosis (XDR-TB) occurs when TB becomes resistant to both
ﬁrst- and second-line drugs as result of misuse or mismanagement. XDR-TB is due to bacteria
that are resistant to any ﬂuoroquinolone, and at least one of three injectable second-line drugs
(capreomycin, kanamycin and amikacin), in addition to isoniazid and rifampicin .
Exclusive Breastfeeding refers to feeding infants only breast milk, without any additional food
or drink, including water, for at least 6 months after birth.
Gender-based Violence refers to violence on the basis of one’s gender.
Gender Equality means equal treatment of women and men in laws and policies, and equal
access to resources and services within families, communities and society at large.
Gender Equity is the process of being fair to women and men. To ensure fairness, measures
must often be available to compensate for historical and social disadvantages that prevent
women and men from otherwise operating on a level playing ﬁeld. Equity leads to equality.
Harm Reduction refers to policies, programs and practices that aim to reduce the harms associated with the use of psychoactive drugs in people unable or unwilling to stop. The deﬁning
features are the focus on the prevention of harm, rather than on the prevention of drug use
itself, and the focus on people who continue to use drugs.
HIV ELISA Test is a rapid immunochemical test that uses an enzyme to test for HIV antibody.
If antibodies to HIV are present (positive), the test is usually repeated to conﬁrm the diagnosis.
ELISA stands for “enzyme-linked immunosorbent assay.”
Highly Active Antiretroviral Therapy (HAART) is a combination of three or more antiretroviral
drugs consisting of one or more PIs or one NNRTI or the NRTIs—Abacavir or Tenofovir, or an
integrase or an entry inhibitor.
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HIV Testing refers to immunologic tests for the identiﬁcation of HIV antibodies.
Home-based Care is the care of persons living with HIV infection and AIDS in their homes. This
involves the provision of comprehensive care by community members, NGOs, Communitybased organizations (CBOs), health workers and family members. This type of care is complementary to the existing health care services.
Human rights are the rights to which one is just entitled as a human being.
Injecting Drug Users (IDU) refers to those who inject drugs into their bodies. The most
commonly injected drugs are heroin and other opiates, cocaine and amphetamines.
Intermittent Preventive Treatment (IPT) refers to using the anti-malarial drug Sulfudoxine
Pyrimenthamine (SP) as a proactive and effective intervention that prevents and controls the
effects of malaria on mothers and their unborn children.
Internally Displaced Persons (IDP) refers to those who are displaced within their own national
borders and are therefore not covered by international refugee law.
Legal Rights are rights that exist under the rules of legal systems.
Lesbians are women who are sexually attracted to other women. Lesbians prefer intimate relationships with women.
LGBT is an acronym for “lesbian, gay, bisexual and transgender. LGBT can refer to individual
people or a community of people. Lesbian: A homosexual woman. Gay: A homosexual person;
can refer to both men and women, but more often to men. Bisexual: A person who is attracted
to men and women. Transgender: An umbrella term for people whose gender presentation or
identity is different from their biological sex—for example, a biological male who appears or
identiﬁes at least in some respects as female, or a biological female who appears or identiﬁes
in at least some respects as male.
Mass media are instruments or technological means of communication that reach large
numbers of people with a common message; includes radio, television, newspapers, magazines, billboards, banners, posters, store windows and match covers.
Men Who Have Sex With Men (MSM) refers to all men who have sex with other men, regardless of how they identify themselves gay, bisexual, or heterosexual.
Microcredit programs extend small loans to very poor people for self-employment projects that
generate income, allowing them to care for themselves and their families.
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Microﬁnance is often deﬁned as ﬁnancial services for poor and low-income clients. In practice,
the term is often used more narrowly to refer to loans and other services from providers that
identify themselves as “microﬁnance institutions.”
Millennium Development Goals (MDGs) are eight goals to be achieved by 2015 that respond to
the world’s main development challenges. The MDGs are drawn from the actions and targets
contained in the Millennium Declaration that was adopted by 189 nations-and signed by 147
heads of state and governments during the UN Millennium Summit in September 2000. The
eight MDGs break down into 21 quantiﬁable targets that are measured by 60 indicators.
Mixed Feeding refers to feeding a baby both breast milk and other foods or liquids, such as
water, glucose water, tea, infant formula, cow milk or other breast-milk substitutes, porridge
or rice.
Multi-Drug Resistant Tuberculosis (MDR-TB) is deﬁned as TB with resistance to isoniazid and
rifampicin, the two most powerful ﬁrst line drugs.
Non-Nucleoside Reverse Transcriptase Inhibitor (NNRTI) are one of the 3 component drug
treatments for HAART. These drugs stop HIV from multiplying by blocking the reverse transcriptase enzyme. This enzyme changes HIV’s genetic material (RNA) into the form of DNA.
This step has to occur before HIV’s genetic code gets combined with an infected cell’s own
genetic codes. Non-nucleoside reverse transcriptase inhibitors, called NNRTIs or non-nukes,
physically prevent the reverse transcriptase enzyme from working.
Orphans and Vulnerable Children (OVC) generally refers to orphans and other groups of children who are more exposed to risks than their peers. In an operational context, they are the
children who are most likely to fall through the cracks of regular programs, or, using social
protection terminology: OVC are groups of children that experience negative outcomes, such
as the loss of their education, morbidity, and malnutrition, at higher rates than do their peers.
Peer Education Training people to teach people of their own age group or background.
People Living with AIDS (PLWA) refers to those both infected and affected by HIV/AIDS.
Personal Protective Equipment (PPE) is any type of face mask, glove, or clothing that acts as a
barrier between infectious materials and the skin, mouth, nose, or eyes (mucous membranes).
When used properly, personal protective equipment can help prevent the spread of infection
from one person to another.
Postpartum (PP), also termed puerperium, refers to the 6-week period following childbirth.
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Post-exposure prophylaxis (PEP) is short-term antiretroviral treatment to reduce the likelihood
of HIV infection after potential exposure, either occupationally or through sexual intercourse..
Preventive therapy (PT) is drug treatment to prevent opportunistic infections among people
living with HIV/AIDS who have weakened immune systems. One example of PT is PT
consisting of treatment with the antibiotics cotrimoxazole and isoniazid; the former is used to
prevent a variety of bacterial infections and the latter is used to prevent and treat tuberculosis.
Prophylaxis is a measure taken to maintain health and prevent the spread of disease.
Protective behavior is any activity undertaken by a person believing himself to be healthy, for
the purpose of preventing disease or detecting it in an asymptomatic stage.
Providers are health care personnel attending to those who seek health care.
R0 refers to the number of secondary cases which one case would produce in a completely
susceptible population. It depends on the duration of the infectious period, the probability of
infecting a susceptible individual during one contact, and the number of new susceptible individuals contacted per unit of time. Therefore R0 may vary considerably for different infectious
diseases but also for the same disease in different populations.
Replacement Feeding, sometimes referred to as infant formula feeding, is the process of
feeding a child who is not breastfeeding with a diet that provides all the nutrients the child
needs, until the child is fully fed on family food. Replacement feeding includes replacement
of breast milk with a suitable breast-milk substitute in the ﬁrst 6 months of life, and ensuring
adequate complementary food and replacement of breast milk from 6 months to 2 years.
Risk Behavior is a behavior whose outcomes may endanger either the individual engaging in
it or those affected by it.
Self-perception is an individual’s view of self.
Seroconversion refers to the development of detectable HIV antibodies in serum as a result of
infection.
Sex behavior refers to the sexual behavior of humans.
Sexual debut refers to a person’s ﬁrst sexual intercourse.
Sex education is instruction in all aspects of human reproduction and sexuality.
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Sexuality is a central aspect of being human throughout life encompassing sex, gender identities and roles, sexual orientation, eroticism, pleasure, intimacy and reproduction. Sexuality is
experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behaviors,
practices, roles and relationships.
Sexually transmitted infections are infections that are spread primarily through person-toperson sexual contact.
Social marketing is the use of marketing techniques to improve social well-being by changing
attitudes and behavior in regard to a speciﬁc product or concept.
Squamous Intraepithelial Lesions (SIL) are precancerous abnormalities of the cervix that can
progress to cervical cancer.
Training programs are programs aimed at the acquisition of deﬁned skills.
Unintended Pregnancy is one that is either mistimed or unwanted at the time of conception.
Violence Against Women can include physical, sexual, psychological and economic abuse, and
it cuts across boundaries of age, race, culture, wealth and geography. It takes place in the home,
on the streets, in schools, the workplace, in farm ﬁelds, refugee camps, during conﬂicts and
crises. It has many manifestations — from the most universally prevalent forms of domestic
and sexual violence, to harmful practices, abuse during pregnancy, so-called honour killings
and other types of femicide.
Viral Load refers to the amount of HIV virus in the blood.
Voluntary Counseling and Testing (VCT), the most widely implemented model of HIV counseling and testing, in which people speciﬁcally seek the HIV test. In this model, people receive
counseling about their risks for HIV, obtain an HIV test, learn their HIV status, receive counseling on how to cope with the test results and implications, and develop a plan with a provider
to minimize their risk of acquiring HIV or transmitting the virus to others. The VCT model
emphasizes pretest counseling, a risk assessment, and the voluntary seeking of the test.
Window Period is the period of time between when a person is ﬁrst infected with HIV and
when they develop antibodies, usually between two weeks and three months, and sometimes
up to six months. During the window period standard antibody tests would test negative, but
the person is still infectious to others.
Women’s Empowerment refers to the political, economic, and social advancement of women.
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Women Who Have Sex With Women (WSW) is often used when discussing sexual behavior.
It is inclusive of all women who participate in sex with women regardless of how they identify
their sexual orientation..
WHO Stages of HIV disease is an approach for use in resource-poor communities where
medical facilities are sometimes poorly equipped, and therefore is not possible to use CD4 and
viral load test results to determine the right time to begin antiretroviral treatment. The four
stages are Stage 1: HIV disease is asymptomatic and not categorized as AIDS. Stage 2: includes
mild symptoms such as minor mucocutaneous manifestations and recurrent upper respiratory tract infections. Stage 3: includes advanced symptoms unexplained chronic diarrhea for
longer than a month, severe bacterial infections and pulmonary tuberculosis. Stage 4: includes
severe symptoms, such as toxoplasmosis of the brain, candidiasis of the esophagus, trachea,
bronchi or lungs and Kaposi’s sarcoma; these diseases are used as indicators of AIDS.
Youth/Young people are primarily people under age 21 (can include persons up to 25 years
old).
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“What Works compiles a wealth of evidence.”
—Willard Cates, Jr., MD, MPH, President of Research, Family Health International

“The contents of What Works have been well researched and speak to current
challenges and needs in this field.”
—Lindiwe Farlane, Monitoring and Evaluation Officer, EngenderHealth, South Africa

AIDS has taken a devastating toll. Women now make up half of those living with HIV
worldwide and in sub-Saharan Africa women account for nearly 60 percent of those
living with HIV. There is increasing interest among governments and donors in
developing strategies to address the needs of women and girls in the global AIDS
pandemic and to support women as agents of change. Implementation of these
strategies requires evidence of successful interventions.

That evidence is now in one place: whatworksforwomen.org.
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