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Gender Equality in HIV and AIDS Programming

VSO’s position on gender equality
VSO is commi ed to embodying, and to advancing in all areas of its programming, policies and
prac ces, the principles and values that aim to contribute towards the achievement of gender equality and the
promo on of human rights as essen al for sustainable development and social and economic jus ce.
VSO recognises that gender biases and stereotypes are one of the major causes of poverty, that they are socially acquired
and not biologically determined, and that they can and should be challenged. VSO also recognises that achieving gender
equality means that people are free to make their own choices, have equal access to services such as educa on, health,
HIV and AIDS and livelihoods, decision making bodies, posi ons and spaces, and the capability to u lise economic resources, and par cipate equally in society and poli cs. This necessitates a respect for human rights and addressing genderbased power diﬀeren als in people’s access to and control over resources, and par cipa on in ins tu ons of community,
civil society, state and business. It recognises that these principles must also be applied within the global VSO and within
all programming processes with partners and beneﬁciaries.
VSO also recognises that these gender biases mean that poverty and disadvantage has a woman’s face.
VSO understands that the achievement of gender equality requires the prac ce of gender equity, including
measures to compensate for historical, economic and social disadvantages that prevent people from otherwise
opera ng on a level playing ﬁeld. This does not amount to special treatment, but rather, it is a legi mate
support to enable disadvantaged groups to ‘catch up’ with the rest of the popula on and therefore to reduce
inequality. To this end, VSO further understands that interven ons that speciﬁcally focus on redressing the
unequal distribu on of power and resources, which impacts on women, need to be priori sed and well
resourced.
VSO believes that in order to make further inroads into dismantling the norms and prac ces that legi mise the oppression
and discrimina on of a signiﬁcant number of people worldwide, issues of gender equity must be consistently addressed
in development interven ons. This requires interven ons at all levels of decision making where human interac on takes
place. It requires us to place the dignity of every human being at the centre of what we do and how we do development.
It requires us to recognise and take steps to address the unequal distribu on of power and resources, in par cular as they
aﬀect women as a large propor on of the world’s poor. This can only be achieved by transforming structures, systems, policies, and prac ces that are entrenched in or reproduce gender inequality. Biases must be exposed and worked through,
while both men and women are supported to achieve social change, always remembering that women have been and
con nue to be more disadvantaged.
There are very clear gender dimensions that aﬀect the main pillars of the response to HIV and AIDS - preven on, treatment and care and support. In developing countries, a persons chances of contrac ng or not contrac ng HIV depend
highly on their gender. Their chances of accessing treatment and adhering to it also vary with gender. As regards care and
support of the aﬀected and infected, HIV and AIDS impact on men is very diﬀerent from that on women. In this posi on
paper, VSO calls on all stakeholders to design and implement HIV and AIDS interven ons with a keen awareness of the
gender dimensions that characterise the disease.

AIDS Agenda is the name given to VSO’s HIV and AIDS Advocacy. The aim of AIDS Agenda is to mi gate the
impact of HIV and AIDS on women, girls and vulnerable men and to address the gender inequali es that currently drive the pandemic. This paper summarises VSO’s key posi ons on HIV and AIDS and gender.
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Gender equality and HIV and AIDS programming
MDG Goal 6: Combat HIV and AIDS, malaria and other diseases

• Target 6.A: Have halted by 2015 and begun to reverse the spread of HIV and AIDS
• Target 6.B: Achieve, by 2010, universal access to treatment for HIV and AIDS for all those who need it
The HIV and AIDS pandemic has slowed and in some cases reversed development progress in the last two decades.
Governments and health agencies have invested huge resources in an eﬀort to reverse the spread of HIV and AIDS. But in
many cases these eﬀorts have been hindered by poor gender analysis or a gender imbalance in programming eﬀorts. VSO
believes that HIV programming can become more eﬀec ve if there are be er gender indicators in programme design,
analysis; implementa on and evalua on.

1

“Hal ng the spread of HIV is not only an MDG in itself, it is a pre-requisite for reaching most of the others” - Ko Annan
(Former UN Secretary General)

VSO calls for HIV and AIDS programmes that are gender responsive. This is where gender norms, roles and inequali es
have been carefully considered, and measures have been taken to ac vely address them. e.g. a gender-responsive treatment programme in many countries would have to take into account women’s lack of decision-making power in the family.
It would then work with women and men to change this imbalance of power, and assess how to reach women, men, boys
and girls successfully. 2 Even when women are not directly infected by HIV, they are more likely than men to be heavily affected by HIV due to women’s tradi onal role as carers, for children and for members of the family or the community who
become sick and need care. In the same way that women are more aﬀected by HIV than men, people with varied sexuality
are also highly vulnerable. Homosexual men, transgendered people, commercial sex workers and men who have sex with
other men are among the most aﬀected popula ons. Their behavior is criminalized in many countries, and harassment and
outright discrimina on means that these groups may be driven underground making them harder to reach with prevenon, treatment and care and support programmes.
Studies con rm gender norms to be among the strongest underlying social factors in uencing sexual behaviour and HIV
risk. The following are just some of the key manifesta ons of gender inequali es in rela on to HIV and AIDS:

•

Unequal access to pre
Because women have higher levels of illiteracy, because they are less
free to travel and because they have less power within sexual rela ons, women have poorer understanding of HIV
preven on messages and low levels of control over preven on methods.

•

Unequal rights to property and unequal access to income: In some countries women can be forced out of their homes
when widowed or diagnosed with HIV. In most countries women have lower access to paid work and thus independence. This increases their vulnerability and leaves them dependent on men. Poverty means some women have to
undertake sex work.

•

Gender violence is strongly linked to HIV transmission: The fear of violence also reduces the ability of women and vulnerable men to discuss sex with their partners.

•

vulnerable groups increases their vulnerability to HIV. At the same me, groups targeted by speciﬁc preven on
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•

Unequal access to treatment: In resource-limit
increases the impact of the disease on women.

•

Inequality in responding to the burden of care for the sick, including HIV and AIDS care: Research by VSO and WHO
found that 90% of Home-based Care in Southern Africa in 2008 was provided by women and girls. They do this with
very li le or no support at all from their governments.

•

Unequal access to resources:

, men ar

en more able to gain HIV treatment. This

care, are girls.3

Increasing burden of HIV and AIDS on women globally
The percentage of people living with HIV and AIDS who are women and girls has risen from 41% in 1997 to
over 51% at the end of 2010.
In Sub-Saharan Africa 57% of new HIV infec ons occurred amongst women and girls in 2009.4
In Asia the number of HIV infected women rose from 19% in 2000 to 35% in 2008. 5
Young women (15–24 years) are three
group.6

mes more likely to be infected than men in the same age

75% of young people living with HIV and AIDS in Sub-Saharan Africa are female.7

©VSO/Bongai Mundeta
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Obstacles to gender equality in HIV and AIDS
programming
In 2006 world leaders c
services to all those in need by 2010. This has remained a mirage. The following sec on highlights gender-related issues
ed by VSO and partners which have slowed progress towards Universal Access. VSO asserts that these areas need
urgent a en on.

Obstacles to gender equality in HIV and AIDS Prevention
The AIDS epidemic has had a unique impact on women and vulnerable men, such as gay men and men who have sex
with men (MSM). For women, this has been exacerbated by both their role in society and their biological makeup. Women
are twice as vulnerable to HIV infec on through unprotected heterosexual intercourse than men. For vulnerable men their
sexual preferences are o en criminalized and they face high levels of s gma and discrimina on.

Culture and Norms
“My husband tested posi ve before me, but my aun es together with my husband disapproved of condom use, arguing that
he had paid up all the bride wealth and therefore I was supposed not to deny him sex, unprotected or not.” 8

In many se ngs, sexual norms dictate that women be kept ignorant about sex, that they should not discuss or ini ate sex,
and that they should remain faithful to one partner and be passive in sexual rela onships. Informa on about condoms may
be kept from women and girls due to a percieved link between having informa on and increased promiscuity. Only 38% of
young women have accurate, comprehensive knowledge of HIVand AIDS according to the 2008 UNAIDS global report. These
norms prevent women from obtaining informa on on how to protect themselves.
Many married women are unable to refuse sex with their husbands even if they know they could be at risk for HIV infecon. This is par cularly true if they are economically disadvantaged. In many cultures, women are less likely to be able to
nego ate condom use and are more likely to be subjected to non-consensual sex. Some researches show that due to fear of
violence or rejec on, 58% of African girls avoid discussing condom use with their partners.10
In cultures where HIV is seen as a sign of sexual promiscuity gender norms shape the way men and women infected with HIV
are perceived; HIV-posi ve women o en face greater s gma za on and rejec on than men. Women living with HIV may
also be expected to refrain from being sexually ac ve, despite not having control in their sexual rela onships. 11 Studies have
shown that fear of nega ve consequences as a result of a posi ve status is one of the main barriers to the uptake of tes ng
among women. 12
For men, risk and vulnerability are heightened by norms that make it hard for them to acknowledge gaps in their knowledge
about sexuality; the link between socializing and alcohol use; the frequency of drug use, including by injec on and predominantly male occupa ons (e.g. truck-driving, seafaring, and military) that entail mobility and family disrup on. 13

Gender based Violence and Power R
“Violence against women is a fact of life in India. A woman has the duty of pleasing her husband; if she refuses sex, she risks
violence, abuse and abandonment. These women tolerate their husband’s inﬁdelity and abuse and submit to their demands to
avoid further abuse, remaining in these rela onships for fear of abandonment. The culture of silence is maintained and many
view this violent rela onship as ‘normal.” 14

Ac vists have come to refer to the ‘twin pandemics’ of HIV and AIDS and violence against women and girls.15
Violence against women (physical, sexual and emo onal) is a signiﬁcant contribu ng factor to the transmission of HIV and a
feature of life for many posi ve women. Violence, or the threat of it, inhibits women’s ability to nego ate safe sex or choose
to abstain from it. Women and vulnerable men who fear or experience violence lack the power to ask their partners to use
condoms or refuse unprotected sex. Fear of violence can prevent women from learning and/or disclosing their HIV status
and accessing treatment.
In South Africa, women who are in abusive rela onships are 50% more likely to contract HIV than women not involved in
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abusive rela onships. 16 Women who have experienced sexual assault may also be unwilling to access treatment care services or disclosing their HIV status for fear of repercussions in the wider family or community. Some studies found that up to
76% of women do not adhere to An retrovial therapy or An retroviral drugs (ART/ARVs). Fear of disclosure and subsequent
violence, discrimina on or abandonment leads to refusal to adhere to ART regimes. 17 In other studies, women indicated
they may not be able to make decisions about taking ARV prophylaxis without the consent of partners and family members,
or may not have the me, money or ability to return for further treatment. 18
Male rape is a rarely discussed aspect of gender violence, yet it is a reality. The associated shame and s gma makes men
who have been raped very reluctant to speak out, thus being further exposed to HIV infec on. There are many reasons that
male vic ms do not come forward and report, but perhaps the biggest reason is the fear of being perceived as homosexual.
However, male sexual assault has nothing to do with the sexual orienta on of the a acker or the vic m; it is a violent crime
that aﬀects heterosexual men as much as gay men. 19 A large number of males become vic ms of sexual assaults and forced
sodomy in their own houses, pubs, prisons or even in the workplace. 20 Male rape vic ms are as much at risk of being
Lesbians, Bisexuals and Transgender people suﬀer high levels of sexual violence
in the form of hate crimes based on their non-conformity with gender norms or their perceived sexual orienta on. 21

Gender Violence and HIV
• Vulnerable men and Women may accept violence against them as normal and in some situa ons may even condone it
•
•
•

(e.g. in cases where a married woman refuses to have sex with her husband).
For some women fear of violence is a barrier to disclosure of HIV status; for other women violence is an outcome of
disclosure.
Women may be reluctant to disclose their experience of violence because of the fear and s gma associated with it.
A lack of availability of referral services, inaccessible legal services and law enforcement oﬃcers not trained in gender
based violence makes it diﬃcult to address violence against women and vulnerable men.

Masculinity
Understanding the social produc on of what it is to ‘be a man’ is key to understanding men’s sexual behaviours. In some socie es, dominant interpreta ons of cultures socialise men into believing that it is integral to being a man to take risks – parcularly sexual ones, including having regular sex with mul ple partners. 22 Men in some socie es are some mes expected
by their peers to use alcohol and drugs and display dominant, some mes violent, behaviour to women and girls. Men who
do not conform to this are perceived as weak or eﬀeminate. Men in society may also be expected to be the sole economic
providers for their families. In other socie es where it is not culturally acceptable to engage in behaviour such as sex before
marriage, extra marital sex or homosexuality, men are o en placed under extreme pressure to conform to accepted norms
such as early marriage or denial of their sexuality. Gender norms related to masculinity can encourage men to have more
sexual partners and older men to have sexual rela ons with much younger women. In some se ngs, this contributes to
higher infec on rates among young women (15-24 years) compared to young men. Homophobia, s gma zes men who
have sex with men (MSMs) and it is only recently that the needs of MSMs and transgender people have began to be
adressed. 23 These norms can make them and their partners vulnerable to HIV transmission while non conformity means
levels of s gma and increased vulnerability to HIV and AIDS. 24
Within the response to HIV and AIDS, some men may prefer to discuss and share issues related to HIV and AIDS, including
care and support, with other men rather than with women.25 The involvement of men who are engaged in cri cal discussions
and reassessments of gender norms is crucial to the building of HIV and AIDS awareness and preven on programming that
is transforma ve for both men and women.

P

Transmission

11% of women and girls living with HIV and AIDS received treatmen
parent-to-child transmission.26
Although about a sixth of all HIV infec ons occur through parent-to-child transmission, and the means to prevent this is
available through the use of ARVs, there is low uptake even when services are available.
11% of women and
girls living with HIV and AIDS received treatment for prev
from a lack of informa on among pregnant women and girls living with HIV and AIDS, fear of s gma and discrimina on or
a tudes of health staﬀ that alienate pregnant women and girls.
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Preven on of parent-to-child transmission has tradi onally focused on the health of the child rather than that of the mother.
Mothers are o en made to feel at blame for placing their child at risk of HIV infec on. The focus on ‘mother’ to child rather
than ‘parent’ to child has further placed the burden of responsibility onto mothers.
Many women ﬁnd out their HIV status when they are tested in the context of pregnancy or delivery, and ar
ﬁrst in their families to be tested and diagnosed with HIV. As a result, women are o en blamed for bringing HIV into their
families and passing it on to their children. 28
Studies indicate that parent to child interven ons which involve the father in joint tes ng, provision of treatment, or care
and support result in increased uptake of interven ons and reduce the s gma associated with a posi ve disclosure. 29 Up
un l now however this hugely eﬀec ve interven on has been under-u lised and under-funded. Parent-to-child transmission
is rela vely easy to implement and yet the roll out of this prac ce, taking gender into account, has been very slow.

Obstacles to gender equality in HIV and AIDS TREATMENT
P
“Most of us women living with HIV and AIDS and who are using ARVs face a common problem that
our husbands or partners tend to force us to give them our ARVs doses while he has not tested for HIV and
doesn’t know his CD4 count.” 30
An retroviral medicines are not a cure for HIV but do increase life expectancy, o en drama cally. ARVs are now (since mid
1990s) being provided for free in most developing countries with good evidence of adherence, good pa ent reten on and
good clinical outcomes. 31
Economic dependency means that women and girls are less likely to have the money to pay for ARVs and opportunis c infecons.Even when treatment is free, women may be less able to gain access to treatment programmes, due to costs involved
with transporta on to clinics, permission needed from male rela ves to a end a clinic or me constraints caused by family
and care commitments. For female-headed households, seeking treatment results in opportunity costs, namely the me and
money spent to access treatment. 32
Other challenges faced by women and girls include freedom of mobility and safety to access treatment. In some countries,
women living with HIV and AIDS reported their fears of night- me travel to reach the health clinic early in the morning when
ART is distributed as a result of understaﬀed health facili es in rural areas of most poor countries.

“How can I get up at 3am then travel alone during the night to make sure
I get ARVs? But a man can easily walk during the night.” 34
These issues are not unique to HIV and AIDS. Access to treatment (in general and not just ART) in resource-limited se ngs
poses a challenge to women and girls. In most cases, men and boys are priori sed over women and girls as dictated by cultural norms. 34

“Since the beginning of the epidemic, s gma, discrimina on, and gender inequality have been iden ﬁed
as major obstacles to eﬀec ve responses to HIV. Yet there has never been serious poli cal and programma c commitment to doing anything about them.” 35
Peter Piot, Ex

HIV and AIDS-related s gma and discrimina on refers to prejudice, nega ve a tudes, abuse and maltreatment directed at
people living with HIV and AIDS. It can result in them being shunned by family, peers and the wider community,poor treatment in healthcare and educa on se ngs, an erosion of rights and psychological damage.
36
siccess of HIV t
S gma and discrimina on are daily reali es for people living with HIV and AIDS and for people belonging to groups par cu-
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larly vulnerable to HIV infec on. Such groups include sex workers, MSM, people who inject drugs, prisoners, and people with
tuberculosis. The s gma is usually worse for women and girls. Members of these groups are already s gma zed and are
more likely to face more discrimina on than others when diagnosed with HIV, including being refused services. The layered
s gma that people in these groups experience further heightens the challenge of mee ng their needs with respect to HIV.
Members of these groups o en avoid, or delay, seeking needed services for fear of being “found out”, or humiliated, or, in
some instances, may be prosecuted and imprisoned. 37
Persons with disability also face s gma mainly arising from the unfounded belief that they are asexual. This prevents them
from accessing preven on and treatment informa on thus leaving them exposed to HIV and other STIs.
The a tude of health care providers has a lot to do with the success of ART programmes. In many instances, doctors and
counsellors are widely perceived to be discriminatory regarding women living with HIV and AIDS. Medical conﬁden ality is
not always upheld for example, and a husband may be told of his wife’s status before she is. This is also an issue for men who
have sex with men; there is o en li le knowledge about how to treat oral or anal sexually transmi ed infec ons in men, and
wives or families are o en called in when one is discovered. This type of s gma and discrimina on may prevent women and
vulnerable men from accessing ART services.

Food Security

©VSO/Renaldah Mjomba

The success of ART is to a large extent determined by food availability. Lack of adequate nutri on undermines an already
weakened immune system, thereby increasing the suscep bility of users to opportunis c infec ons. Laws in many countries
inhibit women’s ability to own land therefore impac ng on their ability to meet their own nutri onal needs or those of their
dependents. In situa ons of extreme poverty, women suﬀer more as they may be forced to sell their ARVs in order to buy
food for their families. As caretakers of their families, they
food and in some cases end up missing meals, thus compromising their adherence to ARVs.
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Obstacles to gender equality on HIV and AIDS Care and Support
“Currently most care and support services are beset by a lack of coordina on, unsustainable numbers
of pa ents and unreliable funding from ext
lives of female care-providers.” 38
In HIV and AIDS, care and support is deﬁned as a comprehensive package of interven ons aimed at suppor ng posi ve living
and improving the quality of life for people living with and aﬀected by HIV and AIDS. 39 These interven ons include psychosocial, physical, socio-economic, nutri onal and legal care and support. 40

Lack of Focus
According to UNAIDS up to 90% of care for sick people is provided at home. 41 Despite this, HIV care and support remains
the forgo en pillar of the Universal Access framework; it is scarcely accounted for in formal, funded na onal AIDS responses
or policy-making. At the global level, HIV care and support is not listed as a priority for many interna onal ins tu ons and
donors.
Reasons for this lack of focus include:

•
•
•

It happens out of sight, in the home.
The belief that ‘Care and support is just part of treatment’ , which ignores its social and gender aspects.
The a tude ‘it is only for dying people’, which ignores the cri cal role in suppor ng adherence to ART.

Understaﬀed health services
“The pa ents are many and we are few…the whole ward is in your hands, you have
42
to do everything.”
The world’s 49 poorest countries have huge shortages of health workers who are
AIDS care – this includes doctors and nurses but also lab technicians, outreach staﬀ and the Community Health Workers who
are especially important for HIV services in rural areas.
Sierra Leone for example has only a tenth of the number of health workers they should have. In spite of the work of VSO
training health workers now, and other similar eﬀorts, it will take many years un l the government can build up to the recognised WHO threshold of 23 health workers per 10,000 people. Without health workers, it is impossible to deliver the
preven on messages, treatment or care and support that the popula on needs.

Burden of Care
“I feel like a balloon. I am full of air in the morning, but as the day goes by
43

In the 1980s and early 1990s, resource-poor countries groaned under the weight of overburdened public health systems.
The concept of ‘Task
There is overwhelming evidence that women dispropor onately carry the burden of care for adults and children living with
and aﬀected by HIV at home and in the community. A recent study across six African countries showed that up to 80% of all
volunteer secondary carers are women. 44 Providing care to the sick, including to People Living with HIV and those living wth
AIDS (PLHAs) is mostly done by women and girls mainly because society views it as a con nua on of roles of caring for their
families. Du es that are related to home-based care are seen as domes c and are therefore considered to be women’s work.
This places an enormous burden of care on women, who are not recognized, valued or remunerated for the care work that
they perform. 45 Girls are o en the most vulnerable, with up to 76% of them dropping out of school to care for their younger
siblings 46
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VSO’s approach to gender equality in HIV and
AIDS Programming
VSO has HIV and AIDS programmes in Africa, Asia and the Paciﬁc. For over a decade now, VSO’s goal has been to combat
by HIV and AIDS. In 2010, VSO had dedicated HIV and AIDS programmes in 17 countries while there was also HIV and AIDS
work as part of other programmes, namely, Health and Secure Livelihoods. We work through placing volunteers to work

Prevention
Between 2009 and 2010, VSO’s partners implemented preven on interven ons reaching over 3.4 Million men, women,
youth and children including key
such as MSM,
Drug Users, commercial sex workers, transgender
people and p
r risoners.
The interven ons are tailor-made to reﬂect the reality on the ground, so in Africa where the epidemic is ‘generalised’ the
programmes are dis nct from Asia and the Paciﬁc where the epidemic is s ll concentrated among key popula ons. Almost
all programmes undertake preven on of parent to child transmission and Voluntary Counselling and Tes ng (VCT), while the
majority of those in Asia and Paciﬁc also feature harm reduc on, peer outreach work and advoca ng for the rights of the key
popula ons including

Treatment
ART/ARV is one of the strongest elements in HIV interven ons. ART/ARV is part and parcel of all our HIV and AIDS partners’
programmes. Because of the generally under-staﬀed and weak health systems in developing countries, most of our partners
work in strengthening referral systems and integra on of treatment services with preven on and care and support services.
We work to ensure home based care services are strongly linked with Primary Health Care provision. 47 We support decentraliza on of treatment services, scale up of services and changes in laws to provide aﬀordable or free treatment to all. We
promote and support policy improvements that result in increased access and uptake of ART such as improvements in staﬀing levels of primary health care facili es.

Care and Support
‘Care and Support’ is the main pillar in which VSO conducts its advocacy. Going by the UNAIDS ﬁndings that up to 90% of care
for long term illnesses including HIV and AIDS is done in the home, VSO and partners, most of who work at the community
level, believe this pillar of universal access has not received its due a en on. 48 Likewise, as a founding member of the
49
Caregiver
Across all socie es, caring for the sick is a role commonly ascribed to women and girls. In many countries caring for PLHIVS
and those with other long term diseases including TB and cancer con nues to be a heavy burden to women and girls. VSO’s
advocacy work with partners aims to reduce the burden of care on women and girls through involvement of men and boys
as well as adop on and implementa on of improved policies. This might be for example, a na onal policy of support to
Home Based Carers that provides minimum standards of training, support, and other basic needs.
In the year 2009/2010, VSO and partners reached over 1.4M people with care and support services including psychosocial,
clinical, socio-economic, human rights and legal support.

PAGE 9

Gender Equality in HIV and AIDS Programming

Case Study
VSO Regional AIDS Initiative of Southern Africa (RAISA)
VSO has had strong HIV and AIDS programmes in Southern African countries for over a decade and in 2000 began working at
a regional level especially on policy change and implementa on with the Southern Africa Development Community (SADC)
of the main aims of RAISA is to reduce the burden of
care on Women and Girls through policy work and progr
In 2008/9, VSO RAISA and WHO conducted a survey in six Southern African countries namely South Africa, Zimbabwe,
Zambia, Namibia, Mozambique, Malawi and Lesotho to establish the state of Home based Care. The survey established that
up to 80% of PLHIVs were being cared for at home and that up to 90% of those who provided care to PLHIVs and TB pa ents
were women and girls.50 The study also established that both boys and girls of school-going age were forced to drop out
of school to provide care to their ailing parents and rela ves. However, 76% of those who dropped out of school to provide
care were girls.51

What do Caregivers do?
The VSO RAISA/WHO survey established that the caregivers conducted many tasks in the c

Pre
Condom distribu on
Family planning educa on
Counselling for HIV tes ng
Infant feeding guidance
Educa on on Infec on,
control
Educa on on ART
Community educa on on STIs
Community educa on on HIV
tes ng
Resource mobiliza on
Home t

Adherence Support

Providing Psychological support to
clients and their families
Reﬁlling prescrip ons
Provision of transport to clients
Treatment follow-up
Physical care
Treatment of minor ailments
Nursing care
Training of household members in Training of household members in
Treatment literacy and Adherence Treatment care and support
Facilita ng referral of clients to
Assis ng with household chores
health centres /professionals
Treatment educa on
Nutri on support
Nutri on suppport
Referring clients and their families
to social services and other
agencies
Pallia ve care
Resource Mobiliz

Source: VSO RAISA/WHO (2008-9), Consulta ons from Malawi, Mozambique, Namibia, South Africa, Zambia and Zimbabwe

Challenges of Care
“We walk for miles and miles in order to reach clients in other homesteads. Once we are there clients expect a lot from us, like
food and even money. This puts pressure on our personal resources.” 52

The RAISA/WHO study established that the caregivers, most of whom were women, girls and older people, received either
very li le or no support at all from governments or other stakeholders. They face many challenges in the process of conducting their du es ranging from lack of resources to mental stress and trauma some mes resul ng from high expecta ons on
distances in unfriendly weather to reach the people they provide care to.
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Policies
“[Care giving] responsibili es fall almost exclusively on women, and increasingly older women and girls,
who have li le or no support and receive no recogni on for their work” 53
Although the services Caregivers are providing are supposed to have been provided in hospitals and paid for by governments, most developing countries s ll do not have policies of compensa ng caregivers for their me in providing care. The
caregivers work free of charge (ie as volunteers), yet they spend as many as 6 hours a day providing care.54
There is a need to develop policies that priori ze the work of Caregivers in all the countries. To be able to do that, VSO RAISA
entered into a partnership with the South African Development Community’s Parliamentarians Forum (SADC-PF) to work
on Caregivers’ policies. 55 VSO RAISA is calling for the formula on of policies that should have six key components namely:

1. Compensa on Providing Care to PLWHAs should be Governments’ responsibility. Caregivers are providing services that
should have been provided by governments. Therefore, caregivers have a right to be ﬁnancially rewarded, compensated or
reimbursed for their me. They should be supported so that they are more commi ed. Their commitment directly impacts
on the quality of care they provide to their clients. If there were to be compensated, more men are likely to join and this
would ease the burden on women and girls.
2. Logis c and Material Support Home Based Care (HBC) Kits are crucial for service delivery. Caregivers should be provided
with HBC kits whose contents are replenished regularly. The kits contain disinfectant and gloves among other things thus
protec ng them from infec on. Any other thing to make their life and that of their clients easier should be provided. This
might include Income Genera ng Projects to support their livelihoods.
3. Training and Professional Recogni on There is need to standardize and regulate the training provided to Caregivers so
as to improve standards. Gaps in quality control and supervision put both pa ent and client at risk. Protocols of training and
accredita on should be developed to standardize the training.
4. Psychosocial Support Care work results in a lot of stress that can easily result in burnout. Care Providers should have
access to counseling services as well as other psychosocial support mechanisms. This will have a direct impact on the quality
of care they will be able to provide.
5. Gender Equity Society expects women to be caregivers. This some mes happens at the expense of women’s livelihood
and progress. Governments should empower women economically and encourage greater par cipa on of men in care
work.
6. Public Private Partnerships There is need to advocate for stronger Public Private Partnerships since HIV and AIDS aﬀects
both sectors and thus requires concerted eﬀort by all stakeholders. Community and Home based care and care work in
general should be linked with Social Protec on Programmes for sustainability.
VSO RAISA and partners conducted a series of advocacy
both at the regional and
level targ
policy
makers. Their work is now bearing fruit as several countries have put in place mechanisms to start reviewing their e
Community and Home Based Care policies so as to include the principles outlined above.
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RAISA Success Stories
In Malawi the HIV and AIDS parliamentary commit ee, in 2010 introduced in parliament a bill to revise the e
Community
and Home Based Care policy to include the above six elements. In 2010, Zimbabwe too revised their policy. Several other
Southern African countries are in the process of doing the same.Namibia’s is the best policy so far; it contains all the
ele-ments being advocated for and once rolled out, will be very beneﬁ cial to Caregivers and their clients. VSO will assist in
the rolling out.
The experience of Southern Africa is valuable for and applicable to other parts of the world. One example is that in April
2011, VSO RAISA, VSO Jitolee (Kenya), the East African Community and their key stakeholders held a conference for members
ve Assembly (EALA) 56. The aim of the conference was to discuss social prot
of parliament from the East Africa
policies at the service of Community and Home Based Care. The conference resolved that there was need to conduct a rapid
assessment of Community and Home Based Care (C & HBC) in the region so as to inform policy change and/or f
to ensure caregivers are recognized by governments for their work and that women and girls do not unduly bear the burden
of HIV and AIDS care. The research is currently (2011) in progress.
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Recommendations
All HIV and AIDS interven ons must take the gender dimension into considera on in their planning and implementa on.
There is need for provision of comprehensive healthcare services that take into account the needs of women and key

Recommendations for Governments in the South

Governments are key stakeholders in health and HIV and AIDS interven ons. They should acknowledge the role of gender in
HIV and AIDS and develop and implement policies that address gender inequali es. More speciﬁcally, governments should

•
•
•
•
•

Desist from passing any legisla on that criminalizes HIV and AIDS. All treatment and other services should be made accessible and free of s gma for all, including men who have sex with men; commercial sex workers and Injec ng Drug
Users.
Adopt and implement a Care and Support policy that provides Caregivers with the support they need and deserve.
Mi gate the economic and social inequali es that hinder women and girls’ access to property and limit their inheritance rights. Overdependence of women on men for their livelihood makes them less able to nego ate for safer sex or
leave sexual partners who may be exposing them to risks of infec on.
Adopt policies that enhance social protec on of women, girls, older people and other marginalized groups by increasing their access to preven on, treatment and care and support.
Build the capacity of service providers and policy makers to respond to gender inequali es through appropriate policies, gender-responsive policies; programmes, monitoring and evalua on.

Recommendations for donors and multilateral agencies

Since a majority of governments in the south rely on external funding for their Health and HIV and AIDS programmes,
donors and mul lateral agencies should:

•
•
•
•

Increase funding so that inclusive HIV and AIDS programmes can be provided for all, free or at minimal cost
Assist governments in the South to formulate and implement s gma free policies and programmes.
Provide support to Civil Society for it to monitor and hold governments to account in ensuring they are implemen ng the right policies and programmes.
Provide technical support and resources so that each country can have an adequate human resources workplan and
increase the number of health workers available to reach at least the WHO minimum threshold (23 health workers per
10,000 popula on)

Recommendations to Civil Society Organizations (CSOs)

CSOs play an important role of transla ng government messages to the people, mobilizing communi es and monitoring
government ac ons. CSOs should:
• Advocate for formula on and implementa on of appropriate policies and programmes that are gender-responsive and
address the needs of especially women, girls and key popula ons.
• Monitor the implementa on of government policies and provide feedback sugges ng review and/or changes to meet
the needs of men and women, boys and girls.
• Inform and involve men and boys in all their programming, including in programmes targe ng women and girls. This
will increase the uptake of the interven ons by all in the community and reduce gender dispari es in ma ers related
to Health and HIV and AIDS.

Recommendations for all stakeholders on Increasing Male Involvement
There is need for special eﬀort to involve more men and boys in HIV and AIDS interv

•

•
•
•

Women whose partners access HIV tes ng and counselling are up to three mes more likely to receive and use the
necessary drugs . Women who receive HIV tes ng and counselling with their partners are up to eight mes more likely
to a end the follow-up and more likely to use condoms a er HIV diagnosis. All HIV and AIDS programmes should
make an extra eﬀort to include men in their plans.
Programme planners should target harmful norms related to masculinity that con nue to encourage men and boys to
play a dominant role in sexual decisions.
Governments and NGOs should make sexual and reproduc ve health services more male-friendly, including for MSM
and other key popula ons. This can be done for example by developing informa on materials targe ng men, or by
re-training health-care providers, including male staﬀ, to reach out to men.
Service providers should recruit, train and retain a mix of male and female health-care providers at appropriate levels,
so that male and female clients can receive services from providers with whom they are comfortable.
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