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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 go 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; docu-
menting practices for which there is evidence of successful approaches.
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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 trans-
mission 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 litera-
ture. 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 treat-
ment. Prevention efforts for women and girls have been successful in numerous countries,
but ongoing efforts are needed. Male and female condoms, partner reduction, male circumci-
sion 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.
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What works in prevention for women:

Consistent use of male condoms can reduce the chances of HIV acquisition by more
than 95%.

. The plausibility of the female condom to prevent HIV transmission is similar to the

male condom.

Partner reduction, particularly concurrent partnerships, can be effective in reducing
transmission of HIV.

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 pris-
oners; 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:

I.

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.

Clinic-based interventions with outreach workers can be effective in increasing condom
use among sex workers.

Policies that involve sex workers, brothel owners and clients in development and imple-
mentation of condom use can increase condom use.

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.

Peer education can increase protective behaviors.

Interventions targeting male clients can increase condom use and thus reduce HIV risk
for sex workers.

Female IDUs and Partners of Male IDUs:

I.

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.
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. 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.

Peer education can increase protective behaviors among IDUs.

Instituting harm reduction programs for IDUs in prisons can reduce HIV prevalence in
female prison populations.

Female Prisoners and Partners of Male Prisoners:

I.

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:

I.

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.

. Training for teachers to conduct age-appropriate participatory sexuality and AIDS educa-

tion can improve students’ knowledge and skills.

Mass media and social marketing campaigns are modestly effective in persuading both
female and male adolescents to change risky behaviors.

Communication between adults and young people about reproductive health informa-
tion can increase protective behaviors.

Increasing Access to Services:

20

I.

Providing clinic services that are youth friendly, conveniently located, affordable, confi-
dential 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 chal-
lenge 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. Massmediainterventions 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 resource-
rich 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 speci-
fying 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.
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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 [UDs if they have access to medical services in case of [UD
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 orga-
nized 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 precon-
ception 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 discus-
sion 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-to-
child transmission when used as prophylaxis.
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2. For women who are pregnant and not eligible for HAART for their own health, short-
course 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 educa-
tion; 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 inte-
grated 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 transmis-
sion (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, treat-
ment and care for women and girls. Women often need multiple services, including reproduc-
tive 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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IO.

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.

Providing VCT together with other health services can increase the number of people
accessing VCT.

Scaling up PMTCT programs increases the number of women who know their
serostatus, and improves HIV knowledge.

Clinic-based interventions with outreach workers can be effective in increasing condom
use among sex workers.

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.

Home testing, consented to by household members, can increase the number of people
who learn their serostatus.

Training providers can reduce discrimination against people with HIV/AIDS.

Establishing comprehensive post-rape care protocols, which include PEP, can improve
services for women.

Providing clinic services that are youth-friendly, conveniently located, affordable, confi-
dential 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 interven-

tions 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. Evidence-
based interventions that have been shown to work must be scaled up with clear understanding
of local epidemical and gender contexts.
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Introduction

Chapter 1.

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’ vulner-

ability 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.

The impact of the HIV/AIDS epidemic among women
and girls has not gone unnoticed. Numerous international
political declarations have recognized women’s and girls’
specific risks and needs and have committed to act to
address them. Multilateral and bilateral donors have estab-
lished strategies to better address women, girls, gender
equality and HIV/AIDS and a number of countries have
developed national action plans. However, the funding and
implementation of evidence-based programs for women
and girls continue to lag.

This document demonstrates
the substantial existing evidence
on meeting the needs of women
and girls in developing countries
facing the AIDS pandemic.

It also serves to highlight the
gaps that must be filled with
strongly evaluated research

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 program-

ming. What Works is a comprehensive review, spanning 2,000 articles and reports with data

from more than 9o countries, that has uncovered a number of interventions for which there
is substantial evidence of success: from prevention, treatment, care and support to strength-

ening the enabling environment for policies and programming. What Works also highlights a

number of gaps in programming that remain.
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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 dispropor-
tionately 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 interven-
tions; 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 adoles-
cent 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 protec-
tion 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 confi-
dential counseling and testing, with informed consent; access to treatment, especially life-
long 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 involve-
ment 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 inte-
grating 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 informa-
tion 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.

Much can be learned for Clearly, the question of “what works,” is complex.
effective interventions globally A more meaningful question is: “What policies did the
from the evidence base country develop that led to implementation of specific inter-
garnered over the 25 years of the ventions that can be shown to have reduced risk behavior
AIDS pandemic resulting in fewer new infections, which became evident

(Beck and Mays, 2006). in falling HIV prevalence rates?” (Parkhurst, 2008: 270).

In designing HIV and AIDS programs, policymakers and

program planners are faced with a wide array of interven-
tions. 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 policy-
makers. This material is intended for practitioners who are designing HIV and AIDS inter-
ventions 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 publica-
tions 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 program-
ming, 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 guide-
lines 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 impor-
tant to scale up the interventions to reach a broad range of relevant women and girls. In deter-
mining 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:

» DPolitical 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;

v

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 selec-
tion 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 inter-
ventions 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

This document serves the all of these topics together to provide a full range of gender-

unique function of bringing all sensitive programming for women and girls.
of these topics together to provide It is very important to note that each of these chapters
a full range of gender-sensitive addresses topics that, themselves, could be the focus of
programming for women multiple books. The authors have endeavored to cover the
and girls. major evidence in each of these areas about what works for

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 docu-
ment. 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 program-
ming for women and girls.
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Scope of the Evidence

This document includes over 2,000 references from programs and studies in 9o 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

South Asia

Latin America

Eastern Europe

North Africa/

North America/

East Asia and the and Central Asia Near East Western and
Caribbean Central Europe
and Oceania
30 13 4 16 12 3 12
Angola Cambodia Bangladesh Argentina Azerbaijan Egypt Australia
Benin China India Bahamas Bosnia and Iran Canada
Herzegovina
Botswana Hong Kong Nepal Brazil Estonia Turkey France
Burkina Faso Indonesia Sri Lanka Chile Georgia Italy
Cameroon Laos Colombia Kazakhstan New Zealand
Céte d’Ivoire Malaysia Cuba Kyrgyzstan Papua New
Guinea
Democratic Mongolia Dominican Moldova Poland
Republic of Republic
Congo/Zaire
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
CHAPTER 1 » INTRODUCTION
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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

Measuring “what works” is complicated since the outcomes

Chapter 2.

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

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, R *is a key component in

1 “When, on average, one infected person infects more than one other person, R is greater than (>) 1 and the re-
sult will be epidemic spread of an agent [HIV]. However, when, on average, one infected person does not infect
more than one other person, R is less than (<) 1 and the epidemic spread does not occur. When Ro is <1, the
infectious agent will slowly disappear and if R_ 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. R_ “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 duringone
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 care-
fully 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 dura-
tion of infectivity) to affect HIV transmission. “The distinction between underlying and proxi-
mate determinants is important for the conceptualization of pathways through which under-
lying 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 determi-
nant, 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, SCOPUS? 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 77,744 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 Scopus is the largest abstract and citation database of peer-reviewed literature and quality web sources with
smart tools to track, analyze and visualize research (http://info.scopus.com/scopus-in-detail /facts/)
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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 interven-
tions 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 inter-
vention 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 docu-
ment. 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

WHAT WORKS FOR WOMEN AND GIRLS 37



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 eval-
uated 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 inci-
dence 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.
Il Strong evidence from at least one properly designed, randomized controlled trial of appropriate size.

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

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

\% 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.fpconference2009.0rg),
held in Kampala, Uganda in November 2009, were included.

One weakness of the Gray scale is prioritizing randomized controlled trials, as random-
ized 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 rigor-
ously 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, IT 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, I, 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 judg-
ment 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 random-
ized 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 rele-
vant 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 175%

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 |, Il, or Ill) 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. Male and Female Condom Use

B. Partner Reduction

C. Male Circumcision

D. 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: 6770). 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]

43



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 behav-
ioral 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 plan-
ning 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., 2000).
Thailand and Uganda reduced rates of HIV infection. Senegal averted an epidemic. Brazil,
Céte 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 Cote 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,
20038 cited in Coates et al., 2008).!

1 Attributing prevention efforts as a direct cause of HIV prevalence decline is speculative. If HIV prevention pro-
grams 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 associ-
ated 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., 2000).

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 effi-
cacy of PEP, there is significant evidence from animal transmission models, perinatal HIV
transmission studies, observational studies, studies of PEP in health care workers, and meta-
analysis 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 antiretro-
viral 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 immedi-
ately 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 trans-
mitted 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 oppor-
tunities 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 program-
ming 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 seroprev-
alence rate of 5% (35 out of 7006) (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 2000, 37% were women (Sanches and Guillen, 2008). “Elderly grand-
mothers...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 evalu-
ation 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 care-
givers, 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 miscon-
ceptions surrounding disability (Hanass-Hancock, 2008). Those with disabilities also experi-
ence 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 prophy-
laxis. 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 repre-
sent 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 under-
standing of HIV infection and disease will lead to creative ideas about how to design an effec-
tive vaccine” (Johnston and Fauci, 2008: 89o). 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 micro-
bicides, male involvement was the desired norm among female participants. Building on the

48 CHAPTER 3 » PREVENTION FOR WOMEN



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/implant-
able 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 consid-
erations 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 effective-
ness of male condoms has been shown to be between 80o-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 acqui-
sition, 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 & 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 atten-
tion 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., | have mine [female condom].
2000) 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., 20006). 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., 2000).

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 trans-
mission, 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 part-
ners. 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: 2065). [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 coun-
tries 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 Nostlinger, 2007). In addi-
tion, 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., 2008D).

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 them-
selves 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

I.

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 meta-
analysis of high methodological quality, which met pre-determined criteria of method-
ological rigor. Cochrane reviews are the “gold standard” of study synthesis. 6o 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 male-
to-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
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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., 2000). (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., 2000).
(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 9o% (PATH and UNFPA, 20053).
(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. Expandingdistribution of female condoms mayincrease female condom use, thusincreasing
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 Departmentsin each city signed an agreementto 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 mate-
rials 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 go-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.,
2000). (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, 1549 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 21,9770 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 distribu-
tion threefold. Sensitivity analyses show model estimates to be most sensitive to the
estimated prevalence of sexually transmitted infections, total sexual activity, and frac-
tion 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, gonor-
rhea 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
I11) (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 coun-
selor, 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 I1) (HIV testing, family planning, contraception, condoms, Zambia)

» A study of 372 sex workers in Ethiopia, of whom 773% 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
I1T) (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-on-
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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 propor-
tion who felt that they could refuse sex without a condom increased from 23% to 57%
(Callegari et al., 2008). (Gray I1I) (condom use, marriage, education, Zimbabwe)

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 199s;
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 signifi-
cantly among unmarried sexually active men from 29% in 1995 to 57% in 2000 (Singh
et al,, 2003a). (Gray I11) (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 8o 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 indi-
cation 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 I11) (condoms, marriage, sexual partners, Uganda)
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» A study of trends from Demographic and Health Surveys in 1993 and 2001 in 18 coun-
tries 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 infor-
mation on HIV/AIDS were important factors influencing AIDS-related communica-
tion 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 inter-
viewed in 1999, and a follow-up interview was conducted in 2001 among 8o 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) (communi-
cation, 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 (MacPhalil 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 discus-
sions. 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 them-
selves, and to be able to maintain other partnerships (Williamson et al., 2000). (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 situ-
ations 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 educa-
tion 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 I1I) (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 interven-
tions that integrated a safer sex eroticization component and found that where eroti-
cization 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 confer-
ences 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., 20006). (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.,
2000: 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 condom:s.

4. Providers and VCT counselors need training on female condoms to promote use.

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-Loti and Orne-Gliemann,
2008); Uganda (Bunnell et al., 2005); Thailand (Yoddumnern-Attig et al., 2004).

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).

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, 2000).

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., 20006); 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 trans-
mission (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 non-
spousal” (Sandpy 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
etal., 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.

“Two kinds of women run the Couples interventions to reduce transmission in serodis-
greatest risk: the one who stays cordant relationships could have a large impact on the

home and trusts her husband and epidemic (Dunkle et al., 2008).
the one who turns tricks.” Itis critical that partners know their serostatus and prac-
—Brazilian woman (Hebling and tice safe sex. Both married and unmarried women need
Guimaraes, 2004: 1213) basic knowledge of HIV and how to prevent transmission.

However, married women are often not reached by preven-

tion messages because married women “were not consid-

ered 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 trans-
mission 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 transmis-
sion; “there are, however, few demonstrated replicable approaches to reducing multiple
sexual partnerships on a large scale” (Potts et al., 2008: 750). There is currently program-
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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 Nostlinger, 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 (Sandgy 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 trans-
mission 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 concur-
rent partnerships for young urban men and older rural men. Men were 77 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 impor-
tant predictor of concurrency was early sexual debut and early entry into marriage, as
well as absence from home. (Sandgy 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 community-
based AIDS service organization in Moshi, Tanzania found that the number of part-
ners 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 associ-
ated 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

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.

Interventions are needed to reduce homophobia, which may fuel MSM having
multiple partnerships that include women.

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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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, 20006). Zimbabwe (Callegari et al., 2008; Feldman and Masophere, 2003);
Mexico (Hirsch et al., 2007; Pulerwitz et al., 2001); Kenya and Zambia (Glynn et al.,
20071; Glynn et al., 2003); Kenya and Zambia (Clark, 2004).

2. Interventions are needed to reduce homophobia, which may lead MSM to have partner-
ships 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, 20006): and India (Hernandez et al., 2000).

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 initia-
tion 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 willing-
ness (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 empha-
size 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 circum-
cised, 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

68 CHAPTER 3 » PREVENTION FOR WOMEN



four visits, each participant was invited to a counseling session of 15 to 20 minutes deliv-
ered 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 circum-
cised. 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 compo-
nent 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 circumci-
sion, 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
etal., 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 effec-
tive 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 cost-
effective chance of controlling HIV through their treatment. Additionally, STDs are impor-
tant 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. STl 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 STls 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 1) (STIs, genital ulcers)

» A 2004 to 2000 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 treat-
ment; behavior that was protective for both HIV and STIs. HIV infection was strongly
associated with lifetime and active syphilis (Mishra et al., 2009). (Gray I1I) (STIs, syph-
ilis, India)

» In a study where 109,500 samples were tested during a nine-month period from
patients in STTI clinics in the US, Malawi and South Africa, 1 to 2 percent had acute HIV
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infection, which greatly increases the risk for transmission of HIV (Cohen, 2006D).
(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 determi-
nants 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 .oo11 without (Gray et al.,
2001). (Gray III) (STTIs, 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 algo-
rithm (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 STT intervention program had a substantial effect
on HIV incidence in this rural African population. Six communities received the inter-
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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 commu-
nity. 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 STT 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 interven-
tion on the prevalence of STIs was based on the seroprevalence of active syphilis and
on the prevalence of confirmed urethritis, N gonorrhea and C trachomanis 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 STls.

2. While treatment of all STIs can improve everyone’s health and well-being, ulcerative STls
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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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).

While treatment of all STIs can improve everyone’s health and well-being, further inter-
ventions 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, regi-
mens 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., 2006Db); gener-
ally (Klausner, 2009).
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Chapter 4.

Prevention for Key Affected
Populations

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)

OmMmoNw >

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 orien-
tation. 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 marginal-
ized groups of women.

While public health epidemiology can clarity 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 coun-
tries, 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 middle-

“The strategy to end demand income countries (UNAIDS, 2009e). While some progress
for sex work has not worked has been made in providing HIV services for sex workers,
anywhere so far.” much more remains to be done. Astoundingly, in 40% of

(Sengupta and Tandon, 2008). countries with a generalized epidemic, no services for sex

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 partic-
ularly 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 decriminal-
izing 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 legiti-
mate 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 propor-
tion 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

“The problem is not sex condoms. You would be surprised how ignorant they are.
—itis lack of condoms.” You actually have to educate them about condoms... you say
(Reynaga, 2008) to them you have a wife and family to worry about” (Gould

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, evidence-
based 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 preven-
tion 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 incar-
ceration 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

8o

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, collec-
tivization 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 educa-
tion, condom use, India)

» A study of sex workers in Cote d'Ivoire found that increased national HIV/AIDS preven-
tion campaigns have yielded significant increases in condom use and declines in prev-
alence 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 deter-
mine 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, Cote 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% reten-
tion 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 posi-
tive 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 preven-
tion and treatment were a belief that testing positive was a death sentence; lack of treat-
ment 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, 2000) (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 interven-
tions 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 preven-
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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 9oo 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

82

use among sex workers.

» A study of 924 female sex workers from 2004 to 2008 in Mexico’s border cities found

that one 3o-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, 9o 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 base-
line 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 knowl-
edge 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 imple-
mentation of condom use can increase reported condom use.’

» A pre- and post-test study that compared condom use and policies in 68 sex establish-
ments 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 manda-
tory STl 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 STT 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 staft 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 9o0% 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 interven-
tion group was significantly higher than the control group in HIV/STI related knowl-
edge 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., 2000). (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 meet-
ings 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, coun-
seling, 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 treat-
ment 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, 2000). (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.,
2008Db; Medley et al., 2009). (Gray 1) (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
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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 AIDS-
related 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 post-
intervention 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 signifi-
cant 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 signifi-
cantly 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 encoun-
ters, 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 PST’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 organi