HIV and Maternal Morbidity: UNAIDS Submission to the 
UK All Party Parliamentary Group on Population, 
Development and Reproductive Health

The following submission sets out key considerations in relation to HIV and maternal mortality globally. It first considers broadly the scope of the problem and then sets out key elements of successful responses which will lead to the reduction of HIV infections among women, increase the accessibility of HIV care and mitigate the impacts of HIV on women and AIDS-affected communities. This submission is made on behalf of the Joint United Nations Programme on HIV/AIDS (UNAIDS) and draws on the most recent global report on progress in responding to AIDS released by UNAIDS at the end of July 2008. UNAIDS would be pleased to expand on any of the points made in this submission or to provide further materials for the consideration of the All Party Parliamentary Group.
Summary 

Worldwide, women now account for about half of all people living with HIV, and for more than 60% of infections in Africa. At the end of 2007, 12 million women over the age of 15 years in sub-Saharan Africa were living with HIV.
The consequences of HIV on maternal morbidity can be reduced by 

a) preventing women becoming HIV infected; 

b) providing care, treatment and support to mothers living with HIV, and 

c) preventing unintended pregnancies among women living with HIV. 
Preventing HIV infection among women by providing them with appropriate information, education and services would directly reduce HIV-related morbidity. Increasing access to HIV testing for them would enable access to timely care.

Key opportunities for addressing women’s vulnerability to HIV include:

· Building on the global mobilization for the prevention of mother to child transmission of HIV

· Providing budget and policy support for gender issues at national level.

· Reducing gender-based violence 

· Supporting greater economic independence by women (young women of higher socioeconomic status also are more likely to delay sexual debut, have fewer sexual partners, and to use condoms)
· Enactment of laws protecting women’s property and inheritance rights (this would increase women’s economic independence. In addition to reducing women’s risk and vulnerability to HIV, such laws would also help mitigate the epidemic’s impact on women by expanding their economic opportunities.)

A. Scope of the problem. 
More than any disease, HIV has exacerbated maternal morbidity globally. In 2007 alone, 33 million people were living with HIV, 2.7 million people became infected with the virus, and 2 million people died of HIV-related causes. Worldwide, women now account for about half of all people living with HIV, and for more than 60% of infections in Africa. At the end of 2007, 12 million women and 8 million men over the age of 15 years in sub-Saharan Africa were living with HIV. Young women between the ages of 15 to 24 in Africa are 3-6 times more likely to be infected than young men the same age.
A direct consequence of HIV-related morbidity is reduced life span: life expectancy at birth has fallen dramatically and in Eastern and southern Africa, declining to levels last seen in the 1950s and 1960s. The epidemic’s effects have been more muted, although still considerable, in regions where HIV prevalence is lower than in sub-Saharan Africa. In Asia, for example, HIV has lowered life expectancy by 3 years.

Access to services

The ravaging consequences of HIV on maternal morbidity can be reduced by 
a) preventing women becoming HIV infected; 
b) providing care, treatment and support to mothers living with HIV, and 
c) preventing unintended pregnancies among women living with HIV. 
However, only 18% of pregnant women in low- to middle-income countries received an HIV test in 2007. While this is an increase from the 10% level observed in 2004, it means that 82% of pregnant women did not receive a test, delaying access to care for those who would have been eligible for treatment.  In 2007 only 12% of HIV+ women identified during antenatal care were assessed for their own eligibility to receive full-course anti-retroviral therapy. Globally 80 million unintended pregnancies occur each year because 120 million couples have an unmet need for safe and effective contraception. Only 22% of women of reproductive age who are married or in union in sub-Saharan Africa are presently using contraception.
Deepening poverty

HIV has inflicted the “single greatest reversal in human development” in modern history. It brings significant additional expenses, which poor households are least capable of bearing. Because most of these households are female-headed, women carry this additional burden. 
For example, even if treatment is ‘free’, patients incur considerable out-of-pocket costs for items such as transport, co-payments, user fees, and uncovered items (e.g. CD4 tests). In South Africa, funerals can cost up to 7 months of income. The financial strain associated with HIV for the poorest households in India represents 82% of annual income, while the comparable burden for the wealthiest families is slightly more than 20%. These-resource reduction events are likely to limit a woman’s access to timely health care, exacerbating her health problems.
Discordance and HIV prevention

The dynamics of HIV transmission have complicated the ability of women to protect themselves. According to Demographic and Health Surveys in five African countries (Burkina Faso, Cameroon, Ghana, Kenya, and the United Republic of Tanzania), two thirds of couples where HIV is present in at least one partner are in fact serodiscordant, that is only one partner is infected. 
In these studies, condom use was rare: in Burkina Faso, for example, almost 90% of the surveyed cohabiting couples said they did not use a condom the last time they had sex. While it is often assumed that it is the male partner who is more likely to have brought HIV into a marriage, it is notable that in 30%–40% of the serodiscordant couples surveyed, the infected partner was female. Indeed, it appears that more than half of the surveyed HIV-infected women who were married or cohabiting had been infected by someone other than their current partner. 
B. HIV responses which will directly reduce impact on women
Responses to reduce HIV-related risk and vulnerability 

Preventing HIV infection among women by providing them with appropriate information, education and services would directly reduce HIV-related morbidity. Increasing access to HIV testing for them would enable access to timely care. Availing free treatment (including eliminating ancillary costs) would have a direct improvement in morbidity. Helping women plan their families would reduce pregnancy-related illnesses.  

In addition to these measure to address immediate risks and increase care access, the causes of heightened women’s vulnerability to HIV need to be addressed effectively and definitively. Gender inequality has a clear, demonstrable impact on the epidemic. In Botswana, individuals who held three or more discriminatory gender beliefs (e.g. extramarital sex is less permissible for women than for men, a husband is justified in beating his wife if she has sex outside the marriage) were nearly three times more likely to have had unprotected sex with a non-marital partner in the previous year than those without such beliefs. A related study in Swaziland found that people who had six or more discriminatory gender attitudes were more than twice as likely to have multiple sex partners than those without such attitudes.  

Traditional expectations related to masculinity and male sexual behaviour also increase the risk of infection among men and boys.  The mutually harmful nature of some gender norms underscores the importance of involving men and boys in any effort towards change.  

Building on the global mobilization for the prevention of mother to child transmission of HIV

Since it became apparent during the 1990s that the transmission of HIV from mothers to infants, a significant source of new HIV infections worldwide, could be nearly eliminated with anti-retroviral therapy and the avoidance of breastfeeding, considerable attention has been paid to programmes to eliminate this form of HIV transmission. As these programmes have matured, more attention has been paid to women themselves, rather than regarding women only as vectors of transmission to their infants. This has entailed, in particular, a focus on preventing HIV infections among women, and ensuring that those HIV positive women who wish to avoid pregnancy are able to. More recently, such programmes have also paid more attention to the role of fathers and of extended families. 

Government and nongovernmental informants in 63% of countries with generalized epidemics report having implemented prevention of mother to- child transmission in most or all districts in need (UNGASS Country Progress Reports 2008), actual programme coverage does not reflect such a high degree of access. Epidemiological estimates suggest that coverage for antiretroviral prophylaxis to HIV-positive pregnant women for prevention of mother-to-child transmission in low- and middle-income countries increased from 9% in 2004 to 33% in 2007. As noted above, estimates suggest that only 18% of all HIV positive pregnant women receive testing in antenatal care clinics. However, of women who received testing, 80% of those testing positive received antiretroviral prophylaxis. This suggests that lack of testing may be hindering efforts to increase prevention coverage for pregnant women in need (UNICEF, 2008). 
Several countries have made marked progress in expanding coverage for HIV-positive pregnant women in recent years. Between 2004 and 2006, coverage of prevention of mother-to-child transmission increased from 12% to 64%  in Namibia, from 5% to 67% in Swaziland, and from 15% to 67% in South Africa. 
The package of prevention services available to pregnant women is designed for delivery in health-care settings, yet use of antenatal care varies widely within and among countries, and is typically much lower in rural areas (Say & Rain, 2007). Even in antenatal settings where HIV prevention uptake is high, such as Bangkok, surveys indicate that many women fail to use the services because of inconsistent antenatal care, fear of stigmatization, and concerns regarding disclosure of their HIV status (Teeraratkul, 2005). 
In the immediate future, countries, donors, and other partners should build on recent progress to make services that are broadly accessible sufficiently available in low- and middle-income countries to replicate achievements of high income settings. Such measures will save lives and reduce future treatment costs. Implementation of provider-initiated HIV testing in antenatal and other settings is already increasing programme uptake. In some clinics, pregnant women who are unlikely to return to the clinic for delivery are provided with doses of nevirapine for themselves and their infants (Stripipatana, 2007). Programmes in Ethiopia and South Africa have mobilized HIV-positive mothers who have experience of services to prevent mother-to-child transmission to provide education, information, and support for pregnant women. A recent study in selected maternity hospitals in St. Petersburg, the Russian Federation, found that the point-of-care offer of rapid HIV testing resulted in identification of a significant number of previously undiagnosed HIV-positive women (Kissin et al., 2008).   

National policy responses to gender inequality 
Although a large majority of countries have begun to recognize gender issues in their HIV planning processes, a substantial number lack budget and policy support for such issues. More than 80% of national governments report a focus on women as part of their multisectoral strategy for HIV, but only 52% report having a dedicated budget allocation for programmes addressing women’s issues (UNGASS Country Progress Reports, 2008). The largest proportions of countries with reported budgets for such efforts are in Asia (69%) and sub- Saharan Africa (68%).  
Despite the large number of countries with such policies in place, nongovernment informants in 12% of these countries report the existence of other laws and policies that present obstacles to the delivery of services to women (UNGASS Country Progress Reports, 2008). For example, nongovernmental informants reported that nearly one third of countries (31%) do not have non-discrimination laws or regulations in place that explicitly mention women (with a range across regions of 12%–50%) (UNGASS Country Progress Reports, 2008).  
Reducing gender-based violence 
Widespread violence against women not only represents a global human rights crisis but also contributes to women’s vulnerability to HIV. Between 40% and 60% of women surveyed in Bangladesh, Ethiopia, Peru, Samoa, Thailand, and the United Republic of Tanzania said they had been physically and/or sexually abused by their intimate partners (Garcia-Moreno et al., 2005). In conflict situations, rape and other forms of sexual coercion are often used as weapons of war (Raise Initiative, 2007). In parts of the Democratic Republic of the Congo affected by conflict, the prevalence of rape is believed to be the highest in the world (McCrummen, 2007). 
According to the Global Coalition on Women and AIDS, in several African countries, the risk of HIV among women who have experienced gender based violence may be up to three times higher than among those who have not. Fear of violence can be a barrier to HIV disclosure (Medley et al., 2004); for example, in Cambodia, fear of violence contributes to the low numbers of women accessing counselling and testing services in antenatal clinics (Duvurry & Knoess, 2005). International experience has shown that rates of violence can be lowered. However, 29% of national governments report that they lack laws or policies to prevent violence against women. To be successful, efforts to reduce gender violence must reverse social norms that hold violence to be natural and acceptable. Norm changing programmes should be supported by legal reform, enhanced law enforcement to hold perpetrators of violence to account, and activities to address the attitudes and conditions that may contribute to gender-based violence.  
Income-generating strategies
 In many regions, gender inequality may result in women’s economic dependence on men, which may in turn heighten their vulnerability to HIV. In places where laws or social customs deprive women of an independent means to generate income, and permit husbands to abandon their wives if they are disobedient, women often have little, if any, means to insist on abstinence or condom use by their husbands. 
According to a recent study in Botswana and Swaziland, women who lack sufficient food are 70% less likely to perceive personal control in sexual relationships, 50% more likely to engage in intergenerational sex, 80% more likely to engage in survival sex, and 70% more likely to have unprotected sex (Weiser et al., 2007). Women who own property or control other economic assets have higher incomes, a secure place to live, and greater bargaining power within their households. With a heightened sense of self-efficacy, women are better able to remove themselves from domestic violence, or to leave a relationship that threatens them with HIV infection. With greater ownership and control over economic assets, women are more empowered to negotiate abstinence, fidelity, and safer sex, and can avoid exchanging sex for money, food, or shelter (Strickland, 2004; Gupta, 2005; Global Coalition on Women and AIDS, 2006). 
Young women with higher socioeconomic status also are more likely to delay sexual debut, have fewer sexual partners, and to use condoms (Hallman, 2004; Hallman, 2005). In many countries heavily affected by HIV, however, laws do not recognize women’s right to own or inherit property. Such institutionalized discrimination is often compounded by cultural norms, such as the practice in some communities that requires widows to marry a male relative of the deceased (Carpano, Izumi & Mathiesobn, 2007). The Canadian HIV/AIDS Legal Network is collecting “best practices” in the area of legislative reform to empower women, with the goal of drawing up model legislation and a legal toolkit to aid country-level advocacy (Carpano, Izumi & Mathieson, 2007). 
In settings where women’s economic rights are recognized, efforts are often required to acquaint women with their rights and to assist them in protecting those rights. In several African countries, grass-roots organizations help women to navigate the legal process, and train paralegals and others in the enforcement of women’s property, inheritance, and legal rights (ICRW, 2006). For example, Women’s Land Link Africa links grassroots organizations in 10 African countries to improve women’s access to land and property ownership, and to advocate greater inclusion of women in policy-making processes (Carpano, Izumi & Mathieson, 2007). In India, the Lawyers Collective integrates training in HIV prevention and care into its legal services for women (Global Coalition on Women and AIDS, 2006). Women who participated in a World Vision programme combining HIV education and microfinance showed greater economic resilience, higher levels of HIV awareness and prevention behaviours, and improved educational attainment and nutrition among their families (World Vision, 2008). A multiyear project in Mozambique aims to increase the gender sensitivity of judicial officers (Carpano, Izumi & Mathieson, 2007). 
However— according to a survey of nongovernmental organizations in Bangladesh, India, Nepal, and Sri Lanka—efforts to link women’s property rights to HIV initiatives have largely been fragmented and ad hoc (ICRW, 2006). In addition to legal reform to increase property ownership by women, substantially greater international support is needed for womenfocused microfinance initiatives that provide direct financial support for women’s economic independence. A study of the IMAGE project in South Africa, which combines microfinance with gender and HIV training, demonstrated a 55% reduction in intimate partner violence against women (Pronyk et al., 2006) 
Among low-income women in Africa, those having some type of formal or informal work are less likely to die than those who lack work (Chapoto & Jayne, 2005). Accordingly, increasing women’s financial options helps to mitigate some of the epidemic’s most harmful effects. Microfinance initiatives are frequently cited as a possible means to empower women by increasing their economic independence. A randomized controlled trial of a microfinance initiative in the Philippines recently found that access to a microsavings account improved women’s decision- making within the household, enhanced their self-perception of savings behaviour, and positively affected actual consumption of durable goods (Karlan, Ashraf & Yin, 2007). In another study, 90% of women participating in microfinance initiatives reported significant improvement in their lives, including improved sense of community solidarity in crises and reductions in partner violence (Pronyk, 2006).

In one of the most extensive studies of women-focused microfinance initiatives, researchers examined the impact of an intervention that combined microfinance with participatory training on HIV infection, gender norms, domestic violence, and sexuality. Although no impact on HIV incidence was observed, the combined microfinance initiative was associated with a reduction of more than half of physical and sexual violence by an intimate partner. The study also found significant improvements across a broad range of qualitative indicators of empowerment (Kim et al., 2007).

To make microfinance feasible, initiatives should address transport and literacy barriers that many women confront in accessing financial assistance. In addition, microfinance programmes should include community-based work with men, to address traditional gender norms and the resistance of some men to women-focused financial assistance.

Support for caregivers

As the primary caregivers in Africa and other regions, women have seen their household and community burdens grow as a result of HIV, often compromising their health, their ability to generate income, and other markers of well-being. Women account for two thirds of all caregivers for people living with HIV in Africa (Secretary-General’s Task Force, 2004). 

Women who are widowed as a result of HIV are at high risk of becoming destitute as a result of legal regimes that fail to recognize or protect women’s right to inherit property. In Zambia, one study found that the amount of land under the control of a widow-headed household fell by 35% within three years of the death of the husband (Chapoto, Jayne & Mason, 2007).In Kenya, Mozambique, Viet Nam, and other countries, community networks ease caregivers’ burdens and provide emotional and practical support for those caring for people living with HIV (Global Coalition on Women and AIDS, 2006). Swaziland provides a small allowance to HIV caregivers (IRIN News, 2006), while a Global Fund-supported project in South Africa trains caregivers and provides financial and other support to households that include children orphaned by HIV. In Kenya, Grassroots Organizations Operating Together in Sisterhood (GROOTS) is a network of self-help groups that aid women responsible for home-based care and supporting community capacity to address HIV-related care needs. 

Legal reform

Enactment of laws protecting women’s property and inheritance rights would increase women’s economic independence. In addition to reducing women’s risk and vulnerability to HIV, such laws would also help mitigate the epidemic’s impact on women by expanding their economic opportunities. Although progress has been slow in the implementation and enforcement of such laws in many countries, civil society groups are mobilizing to promote such legal reforms. In Zambia, for example, the Justice for Widows and Orphans Project serves as a referral point for widows who need assistance with inheritance and property rights (ICRW, 2007). Positive Women’s Network—based in Chennai, India—and other south Asian organizations provide legal assistance to help women to secure their property rights (Swaminathan, Bhatla & Chakraborty, 2007).

Other material: 

Further details may be found in the 2008 Report on the global AIDS epidemic (July 2008) and available here:

 http://www.unaids.org/en/KnowledgeCentre/HIVData/GlobalReport/2008/2008_Global_report.asp
In addition, that report includes summary data presented to UNAIDS by countries in their reports on indicators agreed following the UN General Assembly Special Session on HIV/AIDS in 2001, know as the UNGASS Country Reports.  
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