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FOREWORD

This report brings to us views of women and girls living with HIV from India, the Philippines, and Papua New
Guinea (PNG) on progress that has been made in achieving Millennium Development Goal 3 (Promote gender
equality and empower women) and Millennium Development Goal 6 (Combat HIV, malaria, and other diseases).
Although the Asia-Pacific region as a whole is on track to reach the two Millennium Development Goals (MDGs),
the perspective from these women and girls is grim and gives little reason to celebrate.

The report demonstrates that women and girls living with HIV are far too often stigmatised and discriminated
against. This hampers them from accessing vital antiretroviral treatment and other health services, in many
instances causing grievous harm to themselves and their children. Similarly, because of stigma and discrimination,
many women continue to lose their livelihoods and employment, property, and inheritance. In addition, girls
living with HIV, or from households with HIV, often face varying degrees of ostracism at school.

Despite the tremendous work done in these countries to provide a conducive legal and policy environment, the
challenges faced by women and girls are still not adequately addressed. For example, although social protection
schemes exist in all three countries discussed, HIV-positive women found them only sporadically available and
difficult to access. Women also reported that many of these schemes are reliant on donor/external funding,
leaving them insecure about their sustainability.

The report notes that violence against women is widespread in the region and is linked to HIV. In all three countries
enforcement of laws on violence against women was found to be lax; and the participants in this study testified
that the majority of cases go unreported as women have little faith in law or law enforcement agencies. A key
vulnerable group - female sex workers - also complained of routine harassment and abuse by law enforcement
authorities, especially the police.

Implementation of the recommendations of this report is critical to accelerate the agenda on achieving MDGs 3
and 6. Advocacy and awareness efforts must be accelerated, while ensuring that such campaigns do not further
stigmatise women living with HIV. Medical professionals need to be trained to provide treatment for HIV-positive
women, and sanctions should be imposed on medical professionals who discriminate against patients on the
basis of their HIV status. Making HIV treatment more accessible for women should be a key priority; and wherever
possible, avenues for lowering such HIV-related costs as home delivery of treatment need to be explored. Similarly,
further efforts are needed to ensure HIV-positive women have easy access to social protection schemes. Finally,
violence against women, including domestic violence, must be recognised as an issue of serious concern, and the
capacity of law enforcement authorities to address this issue needs to be dealt with much more seriously.

It is our hope and trust that this report, with its first hand accounts of the challenges faced by women and girls
living with HIV, will assist in formulating informed and effective policy responses in the region.

y Nicholas Rosellini

- Deputy Assistant Administrator and
(\) ¢ AM)\/\-\. Deputy Regional Director
Regional Bureau for Asia and the Pacific
UNDP Asia Pacific Regional Centre
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EXECUTIVE SUMMARY

Five years prior to the deadline for meeting the Millennium Development Goals (MDGs), country level reports
from the Asia-Pacific region seem to provide a mixed assessment of the progress towards the objectives, especially
those enshrined in MDG 3 (Promote gender equality and empower women) and MDG 6 (Combat HIV/AIDS,
malaria, and other diseases). In early 2010 it was reported that “The region as a whole is an early achiever for a
number of indicators: reducing gender disparities in primary and tertiary education; [and] stopping the spread of
HIV and AIDS” (UNESCAP, ADB, UNDP 2010: 1). Despite this encouragement, however, ground assessments from
country progress reports are mixed. HIV infections among women in the region are on the increase. Of all positive
people in the region, the proportion of women living with HIV rose from 19 percent in 2000 to 35 percent in 2008
(UNAIDS 2009). Prenatal transmission also continues to be on the rise, the latter accounting for 5.1 percent of new
infections in 2005 (SPC 2009). Joint research by WHO, UNAIDS, and UNICEF conducted in 2009 estimates that only
12 percent of pregnant women in East, South, and South-East Asia receive an HIV test. The extent of antiretroviral
(ARV) coverage likewise appears to be in the need of urgent attention. The same research suggests that only a
quarter of HIV-infected pregnant women were receiving ARVs, while ARV coverage across the whole population
was marginally more than a third.

In early 2010, as input to the 2010 UN Millennium Development Goals Summit, the United Nations Development
Programme (UNDP) lead a process by which national-level networks or organizations of women living with HIV
across the globe could analyse their region’s progress in achieving MDGs 3 and 6 from the perspective of women
and girls’ HIV-related vulnerabilities and resilience. This is in line with UNAIDS' 2010 “Agenda for Accelerated
Country Action for Women, Girls, Gender Equality, and HIV,"which emphasises that while the political commitment
to empowering women and addressing the drivers (and the impact) of HIV among/on women and girls continues
to be unequivocally articulated, achievements on the ground remain, at best, limited.

Under this initiative the UNDP HIV Practice Team, Regional Centre, Bangkok, engaged women living with HIV
in three countries in the Asia-Pacific region: Papua New Guinea (PNG), the Philippines, and India. Focus group
discussions involving a total of 135 women (35 in three centres in PNG, 30 in one centre in the Philippines, and
70 in four cities India) were conducted over a staggered period of 30 days. The findings of these consultations
form the crux of this Regional Report. It is envisaged that the women's narratives will draw attention to both best
practices and bottlenecks in the design and delivery of HIV prevention and treatment technologies and social
support systems for women and girls living with HIV. Ultimately, by contributing to the discussions at the 2010
UN MDG Summit, this report hopes to contribute to the formulation of effective HIV and gender empowerment
policies that are sensitive to the particular perspectives, vulnerabilities, and social contexts of these women in Asia
and the Pacific.

Based on the consultations that took place, this report identifies the following achievements of, and gaps in,
strategies employed to fast-track the three countries towards meeting MDGs 3 and 6:

« While sexuality and HIV-related awareness has increased, there is a lack of institutionalized delivery of
standardized content to adolescents. Awareness of sexual and reproductive rights among girls is negligible.

«  Although condoms are easily accessible, women rely on male partners/spouses to procure and use condoms.
Women lack the power to insist on condom use, and women hardly use female condoms.
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Confidentiality of test results is not always maintained; on the other hand, sometimes confidentiality is used
to hide HIV-positive status from partners/spouses.

Post-testing and prevention of parent-to-child transmission/prevention of mother-to-child transmission
(PPTCT/PMTCT) counsellingis often inadequate and of poor quality on account of human resource bottlenecks.

While antiretroviral drugs are made available to those in need free of charge, the cost of accessing treatment
is pushed up by the costs of commuting to antiretroviral treatment (ART) centres, of diagnostic tests, and of
medication for opportunistic infections.

HIV-related stigma and HIV-based discrimination is common and pervasive across institutional (including
health care), work, and social settings.

Social prejudice against most-at-risk populations (MARPs) is high; for example, female sex workers are
routinely discriminated against by health care workers and law enforcement officers.

Gender-based violence is endemic and remains a key obstacle to ensuring the empowerment of women;
enforcement of laws against violence against women is lax.

All three countries provide some form of social protection for HIV-positive people; however, such protection
still remains largely inadequate.

The HIV-positive status of a family member has a substantially adverse impact on the economic circumstances
of the household; to manage the diminution of income as well as the HIV-induced increase in cost of living,
women often resort to economic activity in the informal sector (selling home-grown farm produce, sewing,
hawking, selling firewood, etc.).

Positive status of oneself or a family member has a negligible impact on education; however, girls who are
themselves HIV-positive or come from an HIV-affected family must endure stigmatization, to varying degrees,
in school settings.

In the light of these findings, this report makes the following recommendations:

More resources need to be allocated to improve the extent and quality of post-testing and PMTCT counselling,
especially to train healthcare workers and by forging partnerships with non-governmental organizations
(NGOs) and networks of people living with HIV (PLHIV).

Time-bound plans are needed to address discrimination in service delivery settings, particularly in view of the
barriers it poses to accessing life-saving treatments, through legal and behavioural steps.

Avenues for lowering costs of accessing ARV treatment need to be explored, for example, home delivery of
treatment and of portable CD4 diagnostic machines for home-based use (CD4 is the type of cell attacked by
HIV).

There is a clear need to push for institutionalised delivery of age-appropriate sex education for children and
adolescent.

Specific efforts should be made to ensure that girls affected by HIV are not pulled out of school.

Because male condoms remain the most effective-HIV prevention intervention, there is an urgent need to
educate and involve all stakeholders in condom use. Also, further efforts are needed to enhance women’s
capacity to insist on condom use by making condoms available through women and by designing community
level interventions to debunk myths associated with their use.

MDG 3 AND 6: WHAT DO THEY SAY?
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It is important to establish special cells and fast-track courts to improve the enforcement of laws against
gender-based violence and to enhance women'’s access to alternative dispute mechanisms.

HIV needs to be integrated into social protection schemes at the national and local level; and socio-economic
support for women living with/affected by HIV needs to be strengthen by allocating more public funds for
HIV-related welfare schemes.

Income earning opportunities for women living with HIV need to be expanded through micro-credit and
cash-for-work schemes; instituting positive discrimination practices for employment in the government
sector; and by providing incentives to the private sector for recruiting and retaining PLHIV.

Leadership is needed to embrace more fully new roles in relationships for men and women. Within this
context, strong partnerships are needed at the community level.

MDG 3 AND 6: WHAT DO THEY SAY?
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| INTRODUCTION AND SCOPE

Five years prior to the deadline for meeting the Millennium Development Goals (MDGs), country level reports from
the Asia-Pacific region seem to provide a mixed assessment of the progress towards the objectives, especially those
enshrined in MDG 3 (Promote gender equality and empower women) and MDG 6 (Combat HIV/AIDS, malaria, and
other diseases). In early 2010 it was reported that “The region as a whole is an early achiever for a number of
indicators: reducing gender disparities in primary and tertiary education; [and] stopping the spread of HIV and
AIDS” (UNESCAP, ADB, UNDP 2010: 1). Despite this encouragement, however, ground assessments from country
progress reports are mixed. HIV infections among women in the region are on the increase, with the proportion of
women living with HIV raising from 19 percent in 2000 to 35 percent in 2008 (UNAIDS 2009). Prenatal transmission
also continues to be on the rise, the latter accounting for 5.1 percent of new infections in 2005 (SPC 2009). Joint
research by WHO, UNAIDS, and UNICEF conducted in 2009 estimates that only 12 percent of pregnant women in
East, South, and South-East Asia receive an HIV test. The extent of antiretroviral (ARV) coverage likewise appears
to be in the need of urgent attention. The same research suggests that only a quarter of HIV-infected pregnant
women were receiving ARVs, while ARV coverage across the whole population was marginally more than a third.

In early 2010, as input to the 2010 UN Millennium Development Goals Summit, the United Nations Development
Programme (UNDP) lead a process by which national-level networks or organizations of women living with HIV
across the globe could analyse their region’s progress in achieving MDGs 3 and 6 from the perspective of women
and girls’ HIV-related vulnerabilities and resilience. This is in line with the 2010 UNAIDS “Agenda for Accelerated
Country Action for Women, Girls, Gender Equality, and HIV,”which emphasises that while the political commitment
to empowering women and addressing the drivers (and the impact) of HIV among/on women and girls continues
to be unequivocally articulated, achievements on the ground remain, at best, limited.

Under this initiative the UNDP HIV Practice Team, Regional Centre, Bangkok, engaged women living with HIV
in three countries in the Asia-Pacific region: Papua New Guinea (PNG), the Philippines, and India. Focus group
discussions involving a total of 135 women (35 in three centres in PNG, 30 in one centre in the Philippines, and
70 in four cities India) were conducted over a staggered period of 30 days. The findings of these consultations
form the crux of this Regional Report. It is envisaged that the women'’s narratives will draw attention to both best
practices and bottlenecks in the design and delivery of HIV prevention and treatment technologies and social
support systems for women and girls living with HIV. Ultimately, by contributing to the discussions at the 2010
UN MDG Summit, this report hopes to contribute to the formulation of effective HIV and gender empowerment
policies that are sensitive to the particular perspectives, vulnerabilities, and social contexts of these women in Asia
and the Pacific.

This report is organized as follows: Section 2 provides a statistical overview of the state of the epidemic in the
region and summarizes the latest MDG progress reports from the three countries under study. Section 3 provides
a description of the methodology used in the report’s preparation; and the findings of the consultations with
women living with HIV in these countries are presented and evaluated against the country reports in Section 4.
Based on identified gaps and best practices, recommendations for accessing prevention/treatment technologies,
economic support systems, accurate HIV-related knowledge, and supportive institutional and social environments
are presented in the final section.
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) BACKGROUND

2.1 The state of HIV/AIDS in Asia in the Pacific: Situation analysis

In 2008 some 4.7 million people were living with HIV in Asia, approximately 350,000 of who had become newly
infected. In the same year, AIDS accounted for an estimated 330,000 deaths. India accounts for roughly half of
Asia’s HIV incidence (AIDS Epidemic Update 2009). Despite low prevalence rates in Asia (most Asian countries
have adult prevalence rates of less than 1 percent), the absolute size of the epidemic has immense development
implications: the Commission on AIDS in Asia (2008) estimates that the epidemic will account for the poverty of 6
million additional households.

While Asia’s epidemic has had a history of being localised within specific populations, sexual modes of transmission
is significantly contributing to the spread of infection to groups hitherto considered to be at low risk. In India, for
example, barring the North East, sexual transmission accounts for a staggering 90 percent of all new infections.
The trend towards heterosexual transmission is mirrored in China and Indonesia: in China, sexual transmission is
now the primary mode of transmission; in Indonesia, the locus of the epidemic is reported to be shifting away
from injecting drug users (IDUs) and toward sexual activity. Especially as a result of risky sexual behaviour of
male partners and a relative lack of female empowerment, women are particularly vulnerable to infection. The
proportion of women among all HIV-positive people in the region rose from 19 percent in 2000 to 35 percent
in 2008. In particular country contexts, women's lack of resilience to HIV is dramatically manifest. For example,
India’s National AIDS Control Organisation (2008) estimated that women account for 39 percent of nation-wide
HIV prevalence.

Attempts to scale-up treatment coverage in Asia has been met with mixed success. According to UNAIDS (2009),
in 2008 marginally more than a third of all PLHIV in need of ART were receiving it. While this represents a seven-
fold increase in treatment coverage over a five-year period, it is still below the global average for all middle- and
low-income countries.

Data from 2008 estimates that 21,000 children in Asia below the age of 15 were newly infected with HIV that year.
While the percentage of prenatal transmission among new HIV infections remains modest, there is a threat that a
significant shift might occur if ARV coverage of pregnant women does not expand rapidly; and UNAIDS estimates
that only about a quarter of positive pregnant women were receiving antiretroviral therapy as of 2009. While this
is a significant improvement over the 8 percent coverage reported in 2004, it is still 20 percentage points below
the relevant global average for middle- and low-income countries.

2.2 Country level review of MDG 3 and MDG 6: Progress reports from Papua New
Guinea, the Philippines, and India

It is not surprising that in the developing world progress in meeting MDG 3 targets is, more often than not,
correlated with progress in meeting MDG 6 targets (especially with respect to HIV/AIDS). Gender equality and
the empowerment of women (comprising increased and equal access of women to educational opportunities,
increased and equal participation by women in formal employment outside such traditional sectors as agriculture,
proportional representation of women in political processes, and immunity from gender-based violence, among

MDG 3 AND 6: WHAT DO THEY SAY?
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others) are indispensable in counteracting the prevalence, incidence, and spread of HIV/AIDS. Conversely, there is
valid concern that an inability to contain and reverse the spread of HIV can severely compromise the push towards
gender equality. Thus, acknowledging the complementarities between MDG 3 and MDG 6 is critical to designing,
implementing, and reviewing effective interventions at the global, national, and community level.

2.2.1 Papua New Guinea

Papua New Guinea (PNG) provides the most convincing evidence for the nexus between gender disparity and
the surge in HIV incidence and prevalence. According to the country’s latest progress report, issued in 2009, there
is very little cause for optimism that it will be able to meet the 2015 deadline in terms of MDGs 3 and 6. With
respect to MDG 3, Gender Parity Indices (GPIs) of both primary and secondary Gender Enrolment Ratios and
Cohort Retention Ratios continue to remain low, dropping below the 1990 base year values in several instances.
Even after adjusting for the spatial variability in statistics (gender disparity is significantly more pronounced in the
Highlands area than elsewhere), it appears highly improbable that PNG can achieve the targeted values on the
education related GPIs by 2015. The report yields more disheartening news on the progress on other dimensions
of gender equality and female empowerment in the non-agricultural sector; female representation in the national
Parliament is at less than 1 percent; and gender-based violence shows an increasing trend.

Poor performance on the MDG 3 front is mirrored by poor performance on the HIV component of MDG 6. Even
though the annual rate of increase in HIV infections has stabilised, the annual number of new infections as well
as HIV prevalence and incidence show steady increases; as such, it is highly unlikely that targets under MDG 6 will
be met by 2015. A spatial disparity in relevant statistics corresponding to the one observed in gender equality-
related indicators is also observed (infection, prevalence, and incidence rates are highest in the Highlands area),
confirming the thesis that MDG 3 and MDG 6 are highly correlated. The report acknowledges as much, on the one
hand highlighting gender disparity as the prime driver of the HIV epidemic, while on the other hand identifying
high HIV/AIDS incidence as the most significant impediment to the empowerment of women.

Nonetheless, on some fronts the country’s performance in combating HIV/AIDS gives reason for optimism.
There has been a marked increase in public awareness of HIV/AIDS since the early 2000s, with the largest growth
recorded in the urban sector where the broadcast media, especially radio, has played a major role in disseminating
HIV-related information. In the rural areas, however, the transmission of HIV-related knowledge is still restricted to
the information provided by healthcare workers. Similarly, the coverage of the ART programme, which started in
2004, has increased to more than 60 percent. Heartening, close to 20 percent of health facilities across the country
were equipped to provide ART in 2008.

The PNG report identifies several factors that impair the country’s capacity to eliminate gender disparities and
manage HIV-related concerns effectively. Low nominal wages in the rural sector; high un- and underemployment
in the urban sector (as much a consequence of institutional factors as of high fertility rates); and inadequate
allocation in the national budget for the education, employment, and healthcare for women all exacerbate
traditionally high economic disparities. Further, the sociocultural context is such that it condones (or, at least,
does not condemn) institutionalized preferential treatment for boys over girls. Girls, for example, are more likely
to be withdrawn from school to look after a person living with HIV/AIDS, as well as being more likely to bear the
economic burden of an HIV-related drop in household income. The situation is further worsened by such practices
as the marriage of girls below the age of 15 and endemic gender-based violence.

MDG 3 AND 6: WHAT DO THEY SAY?
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In terms of managing HIV-related issues, significant obstacles as identified by the report include inadequate HIV
surveillance (partly attributable to infrastructure scarcity and partly to the stigma associated with HIV/AIDS); a
complacent political leadership that under allocates funds for HIV/AIDS interventions; a high incidence of seasonal,
economically motivated migration to high HIV-prevalence areas; HIV-induced reduction in income earning
opportunities and consequent poverty; low levels of education and literacy that compromise HIV awareness and
sustain the stigmatization of persons living with HIV; high-risk sexual behaviour, including unsafe sex and sex with
multiple partners; and the routine occurrence of gender-based violence, including rape and incest.

An examination of these challenges clearly reveals the nexus between a failure to empower women and their
heightened vulnerability to HIV, as well as the inability of women living with HIV to function normally and
effectively within society. Conversely, it is also apparent that HIV mitigates against women'’s empowerment by
marginalizing those living with HIV and depriving them of opportunities to realize their economic, social, and,
ultimately, human potential.

2.2.2 The Philippines

The Philippines report provides a mixed assessment of the country’s progress towards meeting MDG 3 and MDG
6 targets by 2015. In primary, secondary, and tertiary education, the enrolment, retention, and survival statistics
demonstrate a marginal disparity in the favour of women. Further, while the report is silent on gender gaps in
wage employment in the formal sector, an analysis of the discipline-based decomposition of female enrolment
at the tertiary level, combined with the increasing feminisation of migration for overseas employment, gives
reason for optimism. Female representation in politics also show an increasing trend, with the number of elected
women representatives across the spectrum of government (from federal to local) increasing from 2,226 in 1995
to 3,040 in 2007. However, the extent to which this increase constitutes an improvement in female empowerment
is dubious; political offices remain dominated by men, and a large number of female representatives are elected
on the basis of their‘male’ connections (that is, their political assets are attributed to being either the mother or
daughter of a male politician). An additional cause for concern is the trend in gender-based violence. According to
the report, the number of such incidences rises and falls over time; nonetheless, 10,440 cases — the largest number
over a decade - were reported in 2009, indicating that gender-based violence constitutes a formidable obstacle
to female empowerment.

In terms of progress on meeting MDG 6 targets, especially with respect to HIV, the Philippines remains a low HIV-
prevalence country, with prevalence rates below 1 percent. That said, infection rates show an alarming rate of
increase; over the last couple of years the average number of cases reported on a daily basis has doubled, while
within the most-at-risk populations prevalence rates have increased between 2007 and 2009 from 0.08 percent
to 0.47 percent. Age disaggregated HIV data gives cause for further concern. People in the 20-39 age group - the
most productive age category in the labour force — made up 74 percent of all HIV cases. The dominant mode of
transmission is sexual contact, accounting for 90 percent of all HIV cases within this group. Based on these data,
the report suggests that the growth in HIV infection rates is driven by an increase in risky behaviour as well as by
the limited coverage and efficacy of HIV-prevention related interventions.

The case in favour of this hypothesis is bolstered by the findings of the 2008 National Demographic and Health
Survey (NDHS). The NDHS made some disturbing revelations about the HIV-related knowledge, attitudes, and
behaviour of women. Notably, only 11 percent of women in the 15-24 age group reported using a condom at
their last high-risk sexual encounter; and less than 5 percent in the same age group had comprehensive HIV-
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related knowledge (the corresponding proportion is negligible when it comes to women with no education).
In this context, the importance of community-level action to increase HIV awareness and for designing and
delivering prevention interventions targeted at MARPs cannot be overestimated in terms of keeping the country
on track to meet the MDG 6 targets by 2015.

Despite this rather gloomy picture, the Philippines has made substantial progress in expanding ART coverage to
those in need. By 2009 the proportion of the population with advanced HIV infection (that is, the proportion with
low a CD4 cell count) receiving ART reached 89 percent. Based on this progress, it is reasonable to anticipate full
coverage by 2015.

In terms of outstanding challenges to meeting MDGs 3 and 6, the Philippines report identifies several institutional
and resource bottlenecks that compromise the country’s efforts in eliminating gender disparity and combating
the HIV threat. On the first front, significant barriers to women’s empowerment — despite the government’s efforts
to the contrary - take the form of negligible female participation in bureaucracy and politics; the pervasiveness
of gender-based violence; the gender-based inequities inherent in a migration process that systematically
discriminates against women, either through labour or immigration laws or by exposing them to exploitation,
harassment, and abuse.

Efforts to contain HIV, on the other hand, are reportedly frustrated by a multitude of related factors. The coverage
of HIV-prevention programmes, especially among MARPs, remains low. While this contributes to insufficient and
inaccurate HIV-related knowledge, it also feeds back into lowering HIV-risk perceptions, which, in turn, precipitates
an increase in the incidence of risky behaviour. Thus, though the report does not explicitly mention the linkages
between the elimination of gender disparity and the mitigation of HIV risk, it is a highly plausible hypothesis that
unempowered women - given their significantly lower resilience — are most vulnerable to the observed trends in
high-risk behaviour.

2.2.3 India

Comparable to the Philippines, India’s progress in meeting MDG 3 and MDG 6 targets is encouraging on some
fronts and dispiriting on others. Initiatives to eliminate gender inequality and empower women have resulted
in a substantial improvement on the education/literacy front; government estimates of primary and secondary
enrolment and retention and literacy GPI suggest that at current levels and rates, the country will be able to attain
gender parity in this regard by 2015. Nonetheless, gender gaps in tertiary education and wage employment in
non-farm sectors persist. Similarly, the proportion of women in the national and state parliaments continues to
remain below 7 percent.

According to government statistics, overall, India has witnessed a steady decline in the incidence of HIV/AIDS.
Prevalence among adults dropped from 0.45 percent (2002) to 0.34 percent (2007); prevalence among pregnant
women in the 15-24 age group dropped from 0.86 percent (2004) to 0.49 percent (2007); prevalence among
pregnant women in the 25-49 age group dropped by more than 50 percent, from 1.09 percent (2004) to 0.52
percent (2007); and the number of women living with HIV/AIDS has declined from 1.07 million (2002) to 0.95
million (2007). Nonetheless, there are a few caveats to what appears to be a success story. In contrast to the
overall decline of HIV/AIDS, prevalence among MARPs has marginally increased, prompting speculation that the
epidemic in India is largely concentrated among high-risk groups. Incidence of HIV/AIDS among IDUs, female sex
workers (FSWs), and male sex workers (MSMs) are reported to have increase within the two assessment periods by
0.3 to 1.3 percentage points.
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There are other worrying signs as well, for while to a large extent the decline in overall HIV incidence is attributable
to an increase in awareness and an expansion in the coverage of prevention and harm reduction technologies,
awareness and condom usage levels remain low in absolute terms. Less than 30 percent of the population
between 15 and 49 years is estimated to have correct HIV awareness. The gap in awareness between rural and
urban populations is pronounced, as it is in terms of condom usage. Official statistics suggest that less than 4
percent of the rural population prefers to use condoms over other forms of contraception. Given that sexual
transmission has been identified as the primary form of HIV transmission in India, there is considerable potential
for this reluctance toward condom usage to undo the advances that the country has made thus far.

MDG 3 AND 6: WHAT DO THEY SAY?
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3 METHODOLOGY

The Asia Pacific Regional Center of UNDP, conducted a situation analysis, including a brief literature review, to
identify critical issues related to women's vulnerability to HIV in region. This was used to develop a list of critical HIV-
related indicators (see below) for achieving MDG 3 and MDG 6 and an analysis of critical pathways among these
indicators, HIV vulnerability, and the attainment of the two Goals. Based on this list, the consultant formulated key
questions regarding how these indicators have contributed to progress in the two MDG areas, as well as country-

specific examples of successes and obstacles that have been identified.

The indicators were drawn from a number of sources, namely the UNAIDS Action Framework on Women and
Girls (2009); a document entitled “Taking Action: Achieving Gender Equality and Empowering Women," written for
the Millennium Project by Caren Grown, Geeta Rao Gupta, and Aslihan Kes (2005), and the website of the Global

Coalition on Women and AIDS (www.womenaids.net).

1.

2.

10.
11.
12.

These indicators were then reviewed and deliberated within focus group discussions (FGDs) with 135 female
living with HIV in the three countries, as described above. UNDP staff and professional consultants led the FGDs,

Reduce sexual transmission of HIV

Promote prevention of mother-to-child transmission of HIV
Ensure access to treatment

Increase access to harm-reduction technologies

Remove punitive laws, policies, practices, stigma, and discrimination
Eradicate violence against women

Empower young people to prevent HIV

Enhance social protections for people affected by HIV
Guarantee sexual and reproductive rights

Ensure women'’s property and inheritance rights

Increase girls’enrolment in secondary education

Improve women'’s access to income and control over household assets

which were recorded, transcribed, and analysed for this report.
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FINDINGS: PUTTING COUNTRY PROGRESS

REPORTS IN PERSPECTIVE

While statistical data on gender disparity and HIV phenomena provide concise and comparable bases for measuring
country level progress, an over reliance on these assessments runs the risk of obscuring the impact of gender and
HIV-related policies on the everyday lives of women living with HIV. Women living with and affected by HIV are,
thus, uniquely placed to evaluate the effectiveness of state, NGO, and community-based responses to gender
inequality and HIV/AIDS. Their accounts play an invaluable role both in corroborating and contesting the claims
made by state assessments of progress. Further, directly involving these women in evaluating the achievements
and failings of the various entities involved increases the potential for their participation in the design and delivery
of future HIV interventions and in the amendment of current ones. Even more importantly, inclusive projects
such as this can make immense contributions to developing social capital among and between HIV-positive
networks and organizations as well as between and among the networks, other civil society organizations, and
the government.

This section compiles and discusses the findings of the focus group discussions conducted with organizations of
women living with/affected by HIV/AIDS in India, PNG, and the Philippines, comparing them, where possible, to
best practices and bottlenecks identified in the country reports.

4.1 Key findings

4.1.1 Sexual and HIV-related awareness

Given that sexual transmission has emerged as the primary mode of transmission for HIV, increasing sexuality
and HIV-related awareness plays a key role in minimising the incidence of risky sexual behaviour. Awareness
activities also have the potential to empower women through the provision of timely and accurate information,
which will boost their resilience to HIV. Consultations with women from the three countries suggest that, despite
improvements in awareness, there is no systematic, coordinated delivery of relevant information. Consequently,
adolescents are dependent upon information available through television, magazines, the Internet, and peer
groups.

A.India

Sexual and HIV-related awareness among adolescents and youth remains low. Of the few awareness programmes
that exist, the coverage is neither uniform nor continuous nor comprehensive. Improving awareness is critical to
reducingthe sexual transmission of HIV (very often the primary mode of transmission) in particular,and empowering
women to make correct choices with regard to their sexual health. While awareness, in general, has improved,
key obstacles — as the subsequent discussion will show - remain. These include a lack of institutionalisation of
information delivery; a lack of standardisation in informational content; and a lack of comprehensive coverage of
awareness programmes.

Participants in the FGDs revealed that a Life Skills Module (which included a sexuality/HIV component) that
was taught to secondary and higher secondary school students had been discontinued for several years. While
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representatives from HIV-networks are sometimes invited for sessions on sexuality and HIV in schools and colleges,
school authorities forbid discussions about and demonstrations of condom use on the grounds that it would
promote sexual experimentation.

Primary sources of sexuality-related knowledge among adolescents include the Internet, television, magazines,
and peer groups. It was also reported that in rural communities sporadic attempts are made by NGOs, women'’s
organizations, and state-based child-care (Anganwadi) workers to disseminate sexuality/HIV-related knowledge.
Social mores surrounding sexuality prevent the family from being a vehicle for transmission of sex and/or HIV-
related knowledge and information.

B. Papua New Guinea

Focus group participants in PNG revealed that sexuality and HIV-related information was formally integrated
into the school curriculum. However, there is a lack of standardisation of the content of such instruction across
schools. While in certain schools the coverage is comprehensive, including information on sexual health, safe
sexual behaviour, contraception as a way of family planning, and HIV, at other institutions instruction is restricted
to only a few aspects of sexuality. Women also noted that the information is either in Tok Pisin or English. In a
country of over 850 languages, communicating this information remains a major challenge.

Mirroring the findings from India, the discussants revealed that primary sources of sexuality/HIV-related
information for adolescent girls included the electronic and print media and peer groups. Women noted that in
many instances the reliance of girls on these sources contributed to their having inaccurate information, which, in
turn, promoted risky sexual behaviour and increased their vulnerability to HIV.

C.The Philippines

According to the participants from the Philippines, sexuality and HIV awareness programmes for adolescents are
neither comprehensive nor frequent. Despite the creation of a relevant formal curriculum, implementation of
the same in schools is not enforced. Catholic schools are reported to steer clear of any instruction of sex and HIV-
related matters and concentrate on the biological dimension of sexual activity. Further, efforts by some NGOs
to deliver sexuality/HIV-related knowledge to adolescents through classrooms is compromised by their lack of
resources.

Although participants acknowledged the crucial role that families could play in disseminating critical information
on sexual health to teenage girls, they also acknowledged that this potential remains under-tapped due to social
and religious norms that frown upon sex-related discussions. Consequently, girls are forced to rely on often
inaccurate information provided over the Internet and through movies.

4.1.2 Access to and frequency of use of prevention technology (including condoms and female
condoms)

Given the primary role that sexual transmission plays in the spread of HIV, promoting and ensuring regular and
habitual use of condoms becomes critical to containing the actual or potential epidemic. Two key aspects of
ensuring that condoms become an integral part of the sexual lives of individuals are (1) facilitating access to
condoms and (2) generating a social climate that normalises condom use. Findings from the FGDs show that
while the participating countries have made significant advances on the first aspect, women’s dependence on
their partners’ willingness to use condoms, as well as men'’s widespread reluctance to do so, create conditions that
increase women'’s vulnerability to HIV.
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A.India

Participants reported that condoms are widely and easily available (and, in many instances, for free) through
NGOs, government health care facilities, pharmacies, rural and urban local government centres, and even in boxes
in public toilets. Female condoms are more difficult and more expensive to obtain, and only a few participants
had heard of female condoms, although some NGOs are reported to distribute them, free of cost, to female sex
workers.

Nonetheless, participants reported that women must depend on their male partner to procure and use condoms.
The social stigma, especially in rural areas, associated with condom use (it is perceived as “dirty” and a woman'’s
insistence on its use designates her as “carrying some disease”) and a pervasive male perception that condom
use lowers sexual pleasure contribute to the fact that women are most often powerless in ensuring that they are
practicing safe sex.

B. Papua New Guinea

Responses from the PNG participants mirror the views of their Indian counterparts with regard to access to
condoms. They reported an increase in condom usage (although one participant mentioned that she had to
commute by bus to get condoms), which they attributed to a variety of sources, including voluntary counselling
and testing centres, health clinics, NGOs, family planning clinics, and charitable trusts. Female condoms however,
were found to be not as easily available and tended to be relatively more expensive.

Women reported that those in steady relationships rarely used condoms, often on account of their partner’s
insistence; several women mentioned that fights with their partners over condom use were common. It was also
revealed that the condom is socially projected as a device to be employed only in casual sexual relationships. For
many women in the group, condom use only acquired priority after they had given birth.

C.The Philippines

According to the focus group participants from the Philippines, while condoms were readily available from the
same sorts of sources as mentioned above, and at affordable rates, conservative religious norms often militated
against habitual condom use. It was also identified that the frequency of condom use suffered from a social
stereotyping of the condom as a symbol of mistrust between partners; reluctance of male partners to use
condoms; and, in some instances, women’s allergic response to condoms. More significantly, HIV-positive women
whose partners were also positive routinely avoided condom use due to a lack of knowledge about the potential
for cross-infection.

4.1.3 Access to confidential testing and counselling

While testing for HIV constitutes a critical component of any holistic anti-HIV strategy, ensuring the confidentiality
of test results, especially in social contexts where HIV is highly stigmatised, is crucial to persuading women to opt
for voluntary testing. Similarly, the quality of post-test counselling plays a crucial role in providing women with
the incentive to undergo voluntary testing. Counselling is also important in equipping HIV-positive women with
the knowledge to manage their infection so that they can continue to lead normal lives. Participant responses
with regard to the accessibility of testing facilities, confidentiality of test results, and the availability and quality of
post-test counselling varied substantially across the three sampled countries.
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A.India

Participants from India reported that testing for HIV (and other sexually transmitted infections) was widely available
through government and private-sector healthcare facilities; nonetheless, while government test centres treated
test results confidentially, private-sector testing facilities routinely flouted confidentiality requirements. Similarly,
only government facilities provided pre- and post-test counselling. However, women expressed grievances with
the quality of counselling, citing inadequate healthcare resources. Surprisingly, despite the advantages that
government facilities offered over those in the private sector, a substantial proportion of women reported taking
recourse to the latter for fear of running into friends or family members at or in the vicinity of government testing
centres.

B. Papua New Guinea

Most urban participants in the PNG discussions confirmed that testing was both anonymous and supplemented by
post-test counselling. The evidence of women from rural areas, however, suggests that counselling services, even
when available, remain inadequate. Women from both domains, however, were strongly in favour of reviewing
the confidentiality of HIV test results. Almost all women highlighted the fact that confidentiality clauses allow their
partners/husbands to avoid disclosing their status, which exposes women to substantial HIV risks.

C.The Philippines

Participants from the Philippines reported that while HIV-testing facilities were easily accessible, the confidentiality
of test results were not always maintained. Evidence from the women also suggests that there is no systematic
provision for post-test counselling.

4.1.4 Access to PMTCT/PPTCT services and support

Provision of adequate and effective PMTCT/PPTCT-related counselling and care is indispensable not only to
containing the spread of HIV but also in guaranteeing women'’s reproductive rights. To enable women living with
HIV to enjoy full reproductive lives, holistic support services — including equipping them with accurate information;
ensuring their access to treatment during and post pregnancy; and providing help in terms of nutritional and
dietary supplements - are essential. Focus group discussions show that while awareness about PMTCT/PPTCT has
witnessed a significant increase (which signals the effectiveness of antenatal clinics in disseminating information
and functioning as links between HIV-positive pregnant women and PPTCT centres), participants across countries
differed over the adequacy and quality of counselling and supplementary support services.

A.India

Most participants had relatively comprehensive awareness of PMTCT/PPTCT. Government hospitals and PPTCT
centres routinely test pregnant mothers for HIV, and in the event of a positive test result, post-test counselling
is provided. However, the content of the counselling is limited to providing information on breast feeding and
Nevirapine (a drug used to treat HIV/AIDS). Participants further disclosed that post-counselling follow-up services
are virtually non-existent, especially after the withdrawal of outreach workers (who had previously been deployed
under GFATM). Moreover, women revealed that within the private healthcare sector there was no attempt to
provide any form of counselling. Notably, pregnant women are reportedly tested without consent; caesarean
procedures are employed where normal deliveries are possible; and Nevirapine is administered without providing
information on its side effects. On the positive side, women reported that government facilities provided them
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with informed access to ART during and after pregnancy, and that they also received some quantity of dietary
supplements through NGOs and Anganwadi workers (local health personnel). Nonetheless, the need for scaling-
up such measures was unanimously voiced.

Based on the discussions, the inability of women who are not aware of or do not disclose their HIV status and who
resort to non-institutional delivery settings to access relevant counselling and care facilities emerged as the key
obstacle to expanding PMTCT coverage.

B. Papua New Guinea

PNG participants affirmed that women had access to comprehensive counselling and care during pregnancy,
labour, and post-delivery period. These services were provided by organizations of pregnant women, networks of
women living with HIV, and government PPTCT clinics. Attendance levels at antenatal clinics are high, and these
clinics perform effectively as referral and information centres. Women requiring post-pregnancy ARV coverage
reported being able to continue staying on ARVs. Further, they reported receiving some nutritional supplements
for themselves and their infants and, in many instances, enjoyed free or subsidised transportation to antenatal
clinics, PPTCT clinics, and nutrition centres. Participants acknowledged this as a significant improvement over
circumstances in 2007, when nutritional support was limited to a weekly supply of milk.

C.The Philippines

The responses of women in the Philippines provide evidence for a rural/urban divide in terms of access to PPTCT-
related information, as women from the national and provincial capitals were found to be more aware than their
counterparts from more remote regions. The latter group further indicated that medical personnel in these regions
often did not have accurate, up-to-date information; and several women reported having been recommended
inappropriate courses of action during pregnancy and in the post-natal period.

4.1.5 Access to treatment

Strategies to manage HIV are key components of any holistic HIV intervention programme, in so far as they
enhance women'’s capacity to function effectively and fully in spite of their HIV status. Further, ensuring that
HIV-positive women have access to affordable treatment (ARVs and treatment for opportunistic infections) is an
integral constituent of any HIV-management strategy. In the three countries sampled for this report, as well as
in the Asia-Pacific region in general, ARV coverage has expanded significantly over the course of the past five
years. Nonetheless, in absolute terms ARV coverage is still accessible to only about a third of the population that
needs it. Findings from the FGDs provided sufficient cause for optimism to believe that ARV coverage will, in
time, be universally accessible; but at the same time participants across countries identified a common set of
problems in accessing treatment, including the logistical cost of accessing ART (the therapy itself is, invariably,
dispensed free of charge); the cost of diagnostic tests (including those for CD4 counts); and the cost of medication
for opportunistic infections.

A.India

All participants were well informed about ART and several were themselves availing themselves to the therapy. Of
the women who were not, some were postponing the start of therapy by using a nutritious diet to maintain their
CD4 counts, while others had been diagnosed to be not in need. Though ART is provided free of charge through
government facilities, the cost of treatment is pushed up by commuting costs to ART collection centres. Further,
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second-line treatment is available only in state capitals, which can imply long commutes and even overnight stays
for many women. While participants agreed that the setting up of local ART centres in various districts would
reduce commuting costs and time, they also revealed a reluctance to procure their medication from these centres
on account of an anxiety of running into family, friends, colleagues, or acquaintances.

Even though HIV-related diagnostic tests (for CD4 counts as well as for opportunistic infections) are available free
of charge in government facilities, participants noted that physical and human resource bottlenecks (common
complaints included “doctors not on duty,”“no more x-ray films available,”“CD4 machine not operating,” etc.) often
forced them seek expensive private-sector testing and treatment facilities. Further, only limited medication for

opportunistic infections (Septran, for example) is made available free of charge.

B. Papua New Guinea

All PNG participants demonstrated an awareness of the need to be on ARVs in order to lead normal and functional
lives, and all were on ARVs at the time of discussion. While they acknowledged that the drugs and related
counselling were provided free of charge, commuting distances, times, and costs were identified as key obstacles
to accessing treatment and care facilities.

C.The Philippines

Mirroring the findings from India and PNG, all participating women were aware of the importance of ART.
Approximately 67 percent on ARVs; of those who were not, some had high CD4 counts, while others had recently
been infected. Though ART was provided free of charge, many women reported knowing others who were unable
to access ART and other HIV-related testing and treatment due to economic hardship. Participants reiterated
that commuting time and distance imposed significant costs, and they related accounts of women who had
consequently been unable to start ART. The ongoing political/military conflict in Mindanao was also identified as
responsible for restricting access to treatment in that region.

4.1.6 HIV-related stigma and HIV-based discrimination

Clearly, HIV-related stigma is the primary driver of discrimination against persons (and especially women) living
with HIV. Discriminatory practices can be localised within institutional, employment, or social contexts or, in an
extreme case, can spill over across all three to become a defining feature of the overall social life of PLHIV. Stigma
and consequent discrimination can deter testing and disclosure, leading to detection failures, which feed back
into ineffective intervention design and delivery. More significantly, HIV-related stigma probably represents the
single greatest obstacle to the ability of HIV-positive women to live empowered, dignified, and functional lives.
The FGDs suggest that stigma and discrimination — to various degrees and in various settings — exist in all three
countries under discussion. Discrimination is most rampant in India, pervading all aspects of an HIV-positive
woman’s life, depriving her of access to effective healthcare and productive employment opportunities as well as
denying her a sympathetic social environment.

A.India

Participants reported experiencing a high level of stigma and discrimination in healthcare settings. Common
instances of discriminatory behaviour include: rudeness of doctors, nurses, and diagnostic staff towards PLHIV;
doctors’ avoidance of physical contact with PLHIV (for medical examination, surgery, and even tooth extraction);
and breach of confidentiality of HIV status during routine visits to the healthcare facility. In addition, participants
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reported being asked to use separate toilets; and there were instances of individuals’ HIV status visibly indicated
on their treatment charts.

The women in the FGDs also suggested that disclosure of HIV-positive status is a significant impediment to
their being gainfully employed. Many reported having lost their jobs and finding it hard to secure alternative
employment when colleagues or employers discovered their condition. Such conditions encourage nondisclosure
of one’s HIV status, which can prevent timely access to necessary and urgent treatment. Indeed, several women
indicated that they routinely had to make excuses to colleagues and employers to take time off to collect ARVs
from relatively remote centres where their anonymity would be maintained. On the brighter side, women working
for HIV-positive networks and NGOs reported that they did not feel deterred from disclosing their status.

The responses of women indicated that HIV-based discrimination spills over to other social contexts, and even
to interactions within the family. There is constant anxiety among family members that — based on previous
experiences — the family would not be able to find accommodations. The women are also worried that their
children’s/sibling’s marital, social, educational and economic prospects would suffer. The participants related
stories about being forced to use separate vessels even within their own families, and of being excluded from
using community resources such as the village well. As mentioned earlier, the threat of ostracism contributes
to women adopting a multitude of ways to hide the fact that they are HIV-positive; but, again, participants who
belonged to support networks displayed substantially lower insecurity and were more willing to be open about
their status.

Participants noted that the electronic and print media could be vital tools in any campaign to alter social mindsets
about HIV and PLHIV. While they were generally appreciative of media efforts to foster attitudinal changes,
they highlighted key aspects that compromised the effectiveness of media messages on HIV. These include the
relative lack of HIV-related messages on the increasingly popular private television channels; the lack of women-
specific content in media messages; the negative portrayal of HIV and PLHIV (HIV-related posters were reported
to frequently have black backgrounds, and images of PLHIV feature weak and thin men); and, the occasional
transmission of misinformation.

B. Papua New Guinea

The PNG discussions suggest that the stigmatisation of HIV is significantly lower in comparison to India,
consequently disclosure of HIV status is far more pronounced. The degree of disclosure varied among the women;
some only let their spouses know, others included immediate family members, while a few women shared their
status with colleagues and neighbours. Commonly cited reasons for disclosure included the need to seek help
from their spouse; advised to do so by doctors and counsellors; and for the protection of members of their family,
especially children and siblings. However, participants who were reluctant to disclose their status revealed that
their reluctance was founded on anxieties about post-disclosure stigma and ostracism.

Heartening, PNG participants reported that they were not stigmatised in healthcare settings; where discrimination
existed, especially in HIV-related facilities, it took the form of positive discrimination Women were divided on the
question of discrimination experienced within their community: while some narrated episodes of being verbally
(and, in some few instances, physically) harassed by people in the neighbourhood, many said that most members
of the community were tolerant and supportive.

Participants, like their counterparts in India, were generally appreciative of the content and tone of media
messages, and believe that the media plays a key role in sensitising society to the needs of PLHIV. Nonetheless, a
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common complaint was that media messages invariably targeted members of the larger society and not women
living with HIV; in this context, the need for media to be employed to disseminate specific information for women
living with HIV was expressed. It was further highlighted that while media messages were commonly designed to
generate social sympathy for PLHIV, there was an urgent need to demonstrate that women living with HIV could,
with the right medical and social support, lead fully functional lives.

C.The Philippines

Accounts provided by the Philippines participants indicated that these women routinely experienced various
forms of discrimination based on their HIV status. In most cases disclosure was limited to immediate members of
the family only, and wider disclosure was pre-empted by anxieties about potential discrimination.

While the participants did not relate any account of prejudicial treatment in healthcare settings, they identified
loss of jobs, failure to find alternative employment, and residential displacement as common instances of
discriminatory practices. Stories of harassment through text messages were also common. Some of the women
reported being denied access to taxis in their neighbourhood, and some narrated how they had been differentially
treated by vendors at neighbourhood food stalls (the vendor would wear gloves only if he was serving these
women).

Participants suggested that media attention to HIV and PLHIV was inadequate. PLHIV were portrayed narrowly in
media messages: in the very few images of women living with HIV, they are presented as silent silhouettes, which
contributes to the stereotyping of women as victims.

4.1.7 Social attitudes towards MARPs

The success of Knowledge, Attitudes, and Practices-based interventions among MARPs depends on enhancing
their access to information, harm reduction technologies, treatment facilities, and institutional and social support.
These preconditions can only be met in friendly institutional and social environments. Findings from the FGDs,
however, suggest that FSWs (and, where applicable, IDUs') operate in a hostile and prejudicial social climate that
condones institutional harassment, often by law enforcement officials. Routine abuse contributes to lowering the
resilience of women to HIV while heightening their vulnerability.

A.India

Due to the concentration of IDUs in the remote north-eastern regions of India, only participants from those regions
had any awareness of IDUs and harm-reduction technologies. The availability of clean needles is reported to be
only sporadic. Intervention programmes targeting IDUs overlook rural areas and focus on the urban population.

Both IDUs and FSWs are reportedly harassed by the police. The latter are often illegally detained and sexually
abused. Participants indicated that FSWs were discriminated against at government healthcare facilities and even
at ART centres, and find it difficult to find places for their children in educational institutions and hostels. In many
instances the pervasive social stigma against MARPs is nourished by rigid religious norms. All of this contributes to
low disclosure rates for vocation and HIV status, which, in turn, contributes to low HIV awareness.

Participants mentioned that NGOs and support networks are playing a strategically vital role in bringing FSWs
(and IDUs) under the coverage of HIV-related interventions by disseminating information; facilitating testing;

1 The IDU component of the questionnaire was deemed not to be applicable in PNG and the Philippines.
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ensuring access to ART; and, most importantly, providing much needed social capital and support. Despite this,
it was reported that HIV-positive FSWs are wary of participating in network activities on account of a worry that
discovery of their involvement will earmark them for further harassment and have a negative impact on their
vocation.

B. Papua New Guinea

Participants from PNG reported that access of FSWs to information and testing and treatment facilities is inhibited
by discriminatory social attitudes that prevent disclosure. FSWs are often mistreated, humiliated, and sexually
abused by the police. However, participants from the urban areas noted improvements in the situation after a
sexual offences desk was created at police stations. Healthcare workers were also said to be guilty of discrimination,
as well as of providing ill treatment and routinely publicising confidential information about FSWs.

Participants observed that discrimination against FSWs is negligible within churches and in interactions with
faith-based organizations (FBOs).

C.The Philippines

In contrast to the findings from India and PNG, the participants from the Philippines observed that, despite sex
work being illegal in the country, police and healthcare workers did not usually discriminate against FSWs. As a
result, FSWs had normal access to HIV-related information and to prevention, testing, and treatment facilities.

4.1.8 Violence against women

Theincidence of violence againstwomen constitutes one of the greatest challenges to the empowerment of women.
As such, it significantly contributes to their vulnerability to HIV. Violence against women is multidimensional, both
in its nature and locus: violence could be gender based (simply for being a woman); motivated by vocation (as in
violence against FSWs); or triggered by HIV status (violence against women living with HIV). Violent conduct could
be located within the family or could be directed against women by their immediate communities.

The discussions revealed that violence against women is commonplace in the contexts of all three countries.
Findingsalso  suggest that the source of violent conduct is most likely to be a male within the family.

A.India

Participants from India reported that discussions of violence against women feature prominently in self-help
group meetings, which is an indication of how widespread the phenomenon is. Most participants reported having
to endure physically, sexually, and emotionally violent conduct on a regular basis. While duress is inflicted from
both within and outside the family, the women reported that the incidence and impact of within-family violence
is substantially greater. Being beaten by husbands, abused by fathers and other male relatives, and physically
harassed by in-laws (often in the absence of the husband) were common grievances.

Social mores are identified as contributing to normalising the phenomenon of gender-based violence; and women
are encouraged to bear the trauma rather than seek redress, since “it is in the women'’s fate.” Lax enforcement
of laws against such violence (police officers are reported to ask for bribes or sexual favours before recording
complaints or acting on them) is also highlighted as being instrumental in preventing women from bringing
instances of physical and sexual abuse to light.
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B. Papua New Guinea

Reports from PNG participants suggest that while gender-based violence (and, more specifically, domestic
violence) features in community-level discussions, these do not translate into any concrete action to stem violent
conduct. Women report being subjected to psychological harassment, both from within the family and by
members of the community. Indeed, an overwhelming majority of the participants reported having to encounter
violence almost on a daily basis.

Domestic violence accounts for almost all of the episodes of violent conduct reported by the women, followed by
sexual abuse. Their responses also suggest that incidents of physical and sexual abuse go unreported, primarily
due to a worry that reporting will merely serve to increase the intensity and frequency of future violent conduct,
as well as a belief that they cannot receive any form of protection against domestic violence.

C.The Philippines

Participants’ responses to the questionnaire items seem to suggest that violence against women, despite its
prevalence, is not on the agenda for community-level discussions. Mirroring the findings from India and PNG, the
women revealed that violence and other forms of psychological harassment were commonplace and more likely
to be located within the family.

It was also indicated that the reluctance of the police to act on complaints against domestic abuse and the inability
of women to take legal recourse (“we cannot afford lawyers”) constituted major deterrents to bringing episodes
of abuse to light.

4.1.9 Sexual and reproductive rights

Ensuring that sexual and reproductive rights of women are legally recognised and effectively enforced is key
to empowering women to exercise choice and discretion on issues that directly determine their well-being. For
women in general (and for women living with HIV, in particular), the recognition and enforcement of such rights
allow them to be more resilient and less vulnerable to HIV and to lead functional, fulfilling lives of their own
choosing.

Discussions conducted in these countries suggest that there is a fracture between law and convention in both the
recognition and enforcement of these rights. While the countries constitutionally guarantee such rights, social
norms militate against their enforcement — leading to a situation where women and girls are generally unaware of
their rights and are powerless in having them enforced.

A.India

Most of the Indian participants had limited knowledge about their sexual and reproductive rights. As such, several
violations were reported. The women mentioned that doctors routinely advise pregnant women with HIV to abort
babies and discourage HIV-positive women from having children altogether. On an encouraging note, women
belonging to support networks reported having conducted occasional sensitisation sessions for medical staff in
hospitals in response to such violations. Networks were also identified as playing a valuable role in encouraging
pregnant HIV-positive women to continue their pregnancy and supporting them throughout the process.

In terms of violation of sexual rights, participants from India mentioned that there were mechanisms available to
lodge complaints about sexual harassment at the work place or about general sexual abuse. Nonetheless, women
rarely utilise these channels to seek redress as enforcement authorities seldom pursue such complaints without a
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monetary incentive to do so. Participants also highlighted that redress procedures were needlessly complicated,
and pointed out that they were altogether powerlessness to take any form of action if their sexual rights had been
violated by their husbands.

B. Papua New Guinea

PNG participants indicated that while the country’s laws and policies are designed to protect the rights of women
(and, especially, of women living with HIV), its cultural norms do not readily acknowledge these rights. This
translates into a lack of awareness about these rights among women and girls, as well as into a lack of enforcement
of laws related to these rights, especially in the rural areas. The participants reported further that even if healthcare
and law enforcement officers were aware of these rights, they would make no attempt to ensure that these were
respected; as such, routine violations are condoned and, indeed, regularised.

C.The Philippines

The responses of women from the Philippines indicate that, in general, women have no comprehensive awareness
of their sexual and reproductive rights. Women who had some knowledge of their rights believed that the country’s
laws guaranteed them these rights, but they also indicated that the laws were generally not enforced.

4.1.10Socio-economic support for women living with HIV

A positive HIV status, especially in societies where HIV-related stigma is high, can compromise the ability of
women to function normally by, on the one hand, increasing the cost of living and need for social support, and, on
the other hand, by jeopardising employment prospects and destroying social support networks. In the case of the
Philippines, for instance, testing positive eliminates a woman’s chances of being employed abroad, a key source
of income and economic freedom for a large number of women. There is, thus, a clear need to redress the fragile
circumstances of living with HIV through social and economic interventions that can boost women'’s resilience to
their HIV-positive status. Such interventions, which can take the form of increasing the social capital of PLHIV and
providing them with economic assistance, provide ample scope for fruitful and sustainable partnerships between
and among governments, NGOs, civil society organizations, and the media.

Focus group discussions found that in all three countries there has been some attempt to correct the socio-
economic imbalances that a positive HIV status inflicts upon women. However, participants were unanimous in
their opinion that existing services were largely inadequate. The consultation also provided evidence for the fact
that governments, civil society organizations (CSOs), and NGOs worked in relative isolation from each other.

A.India

Participants from India mentioned that various welfare schemes were available to them. These schemes provide
a wide range of economic assistance, including provision of midday meals for children; food grains at highly
subsidised prices; pensions for widows; loans for PLHIV engaged in agriculture; child support; and monthly
rations of food staples. While some schemes (like the widow pension programme) are centrally funded and, hence,
accessible to all women irrespective of their domicile, others are state funded and are available only to those who
are state residents. Participants reported that information about these schemes were not readily available, and
mentioned that in many instances it is necessary to bribe officials in order to be listed as beneficiaries. Women
belonging to support networks highlighted resource bottlenecks as the primary cause of their inability to publicise
these welfare services as widely as they would like to.
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It was reported that NGOs, CSOs, and HIV-positive networks are more actively engaged in boosting the social
capital of women living with HIV and in facilitating their access to testing and treatment facilities than in providing
financial assistance, though some NGOs, - often backed by corporations — do provide financial support for
transportation, nutrition, regular and emergency medical care, children’s education, etc.

B. Papua New Guinea

PNG participants indicated that there was limited avenues for receiving economic assistance. Although cash is
provided for voluntary work with support networks and NGOs, there are no provisions for cash transfers or food
subsidies on a regular basis; no available help with children’s education; and no micro-credit schemes for women
living with HIV. Sporadic attempts at providing economic assistance, contingent on the availability of external
funds, are not advertised well enough for PLHIV to benefit widely.

The focus group also reported that social support is provided by NGOs, FBOs, the Church, and HIV-positive
networks. However, all participants agreed that the extent of support remained grossly inadequate.

C.The Philippines

With the focus group a few participants reported to have received grants, scholarships for children, or loans. These
forms of assistance are only made available to women who have not previously benefited from economic support
schemes. These women also reported that the magnitude and scope of economic support was insubstantial, and
they demanded better employment opportunities, support for children’s education, and better access to credit
facilities.

In terms of social support schemes, participants’ responses identified that urban women have better access to
these services, often provided by NGOs, than women who live in more remote provinces.

4.1.11 Empowerment of women

While social and economic assistance to women living with HIV constitutes attempts to help them manage their
fragile socio-economic circumstances, ultimately they are not sustainable. In order to ensure that women develop
the capacity to be resilient to their HIV status; that their HIV status does not compromise their ability to lead
normal, functional, and productive lives; and that living with (or being affected by) HIV does not jeopardise the
educational, economic, and social prospects available to their children, long term strategies to empower women
are imperative. Such strategies comprise guaranteeing the inheritance and property rights of women (so that HIV
does not push them into resource poverty); ensuring that girls receive an education (so that they are more aware
and better placed to take advantage of economic and social opportunities); and enhancing women'’s participation
in and control over economic decision-making at the household level.

Our consultations suggest that even though laws provide women with inheritance and property rights across the
three countries, these rights are scarcely enforced. In general, in families with male members, women have little
control over household expenditures; however, those living alone or with their children have complete control
over the way in which their incomes are expended. HIV/AIDS-related declines in household incomes are met by
mortgaging existing assets, borrowing, and engaging in economic activities in the informal sector. Participants
from all three countries affirmed that their children (especially daughters) attended school and reiterated their
commitment to educating them beyond the secondary level.
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A.India

Participants’responses indicated that women are generally unaware of their inheritance rights. Of those who were
aware, several suggested that having those rights enforced involves participating in a cumbersome and expensive
legal process. Some reported being deprived pf any share of their deceased husband’s assets and property by
their in-laws; in such cases the women desisted from lodging complaints with the authorities due to fears of a
backlash from their in-laws and other relatives.

Responses from various groups indicated that there is a discriminatory attitude toward the education of girls
in families affected by HIV, and discrimination in schools against HIV-affected families was reported to exist to
varying degrees. However, the only constraint on continuing a daughter’s education was reported to be financial
in nature.

To manage additional HIV-related expenses on medication and nutrition, etc., the women found employment in
non-discriminatory environments with NGOs and support networks, disposed of personal assets, enlisted support
under relevant economic welfare schemes, or became active in the informal sector. All participants emphasised
the importance of frugal consumption behaviour, and also mentioned using the resulting savings to acquire
assets either in their own or in their children’s names.

B. Papua New Guinea

Participants indicated that cultural norms promote the claims of men on inheritance over those of women. While
the inheritance of property showed a distinct male bias, some women reported receiving their husband'’s or
father’s house. However, most of the women mentioned that they had been installed by their husbands as “next
of kin” — often after the husband had been diagnosed as HIV-positive. These women then received some fraction
of their husband'’s savings after his death.

All participants reported sending their daughters to school and expressed a desire to educate them beyond the
secondary level.

Participants from PNG indicated that they had control over economic decisions of the household and that
household assets were jointly owned. Women were unanimous in their view that their HIV status had adversely
affected their economic circumstances; and that the additional HIV-related expenditures were often met by
seeking financial support from NGOs, CSOs, FBOs, and HIV-positive networks, as well as by scaling-up their
activities in the informal sector.

C.The Philippines

Participants from the Philippines were aware that laws gave women equal inheritance rights as men, and indicated
that they had indeed received their share of inheritance after the death of their husbands.

All of the women reported sending their daughters to school and expressed an eagerness that they should receive
tertiary education. Most of the women sent their children to public school, where education is provided free of
charge; some were able to avail themselves of financial assistance in the form of scholarships. The participants also
indicated that care for PLHIV is equally shared between men and women in the family; consequently, they saw no
threat to the continuation of the education of girls on this account.

Several of the women reported having a control over household expenses and indicated that decisions to acquire
assets were jointly taken. These women highlighted that their post-diagnosis economic condition had worsened.
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In the context of the Philippines, where a significant proportion of the female labour force migrates for lucrative

overseas employment, a positive HIV test can be as morally devastating as it is economically. In the absence of

significant domestic employment opportunities, the women reported relying on welfare schemes and home-

based economic activity in order to manage their loss in income and the additional HIV-related expenses of

testing and treatment.

4.2 Summary of key findings

Sexual and HIV-related awareness among adolescents remains low. There is a lack of formal dissemination of
standardised information. Girls depend on media-based information and peer group discussions for sexuality
and HIV-related knowledge.

While condoms are widely available, women have to depend on their male partners for regular condom
use. Male partners are reluctant to use condoms due to social stigma associated with condoms and a male
perception that their use lowers sexual pleasure.

Evidence from India and the Philippines suggests that the confidentiality of test results is not always
maintained. Participants from PNG called for a review of confidentiality rules, citing that the rules allow
husbands/partners to expose them to HIV by allowing them not to disclose their HIV status.

Participants from all three countries suggested that post-test counselling was neither comprehensive nor
adequate.

Participants in India complained that PMTCT/PPTCT counselling was only provided in government
healthcare facilities; nonetheless, the content of counselling was restricted to the provision of information
on breastfeeding and Nevirapine. PNG participants affirmed that comprehensive counselling and care was
accessible during pregnancy, labour, and post-delivery periods. Participants from the Philippines provided
evidence of a significant rural/urban divide in women'’s access to PMTCT/PPTCT counselling and care facilities.

While ARVs are made available free of charge in government healthcare facilities, women'’s accessibility to
treatment is compromised by the logistical difficulties in accessing these facilities. These difficulties include
commuting time and costs in travelling to and from ART centres; the cost of diagnostic tests; and the cost of
treatment for opportunistic infections.

HIV-related stigma and HIV-based discrimination was found to be present, albeit to different degrees, in all
three countries where the FGDs were conducted. Stigma and discriminatory practices were most evident
on India, which deprived HIV-positive women of access to effective healthcare, productive employment
opportunities, and a sympathetic social environment.

FSWs (and, where applicable, IDUs) operate in a hostile and prejudicial social climate that condones their
systematic harassment by healthcare and law enforcement officials.

Violence against women was found to be endemic in all three countries, and more often than not the source
of such violence is the women’s immediate family. Episodes of violence against women go unreported on
account of social mores that regularise the phenomenon and lax enforcement of laws against gender-based
violence. Some participants highlighted the limited sensitisation and engagement of the police and other law
enforcement in programme implementation, which keeps them ignorant of some laws and rights designed

to protect women.
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Consultations with women in the three countries suggest that there is a fracture between law and convention
in recognising and enforcing women'’s sexual and reproductive rights. A pervasive society-wide reluctance to
acknowledge that women have these rights contributes to low awareness among women themselves about
these rights.

While economic assistance and social support in various forms and to various degrees is made available to
women living with (or affected by) HIV, participants were unanimous in their view that these welfare schemes
are in urgent need of being scaled-up. Cooperative practice between and among the government, NGOs,
CSOs, and HIV-positive networks needs to be developed in order to improve the well-being of women affected
by HIV as well as that of their families.

Women'’s rights to inheritance and property are enforced to varying degrees across the three countries. While
in India women are likely not to receive any part of their husband’s assets after he passes away, participants
from PNG and the Philippines reported receiving some or a substantial part of the inheritance from their
deceased husbands.

Participants across the three countries affirmed that HIV had placed them in compromising economic
circumstances. Being tested positive deprives women and their households of income, while pushing up the
cost of living (due to increased HIV-related expenses). Most of the women reported attempting to plug this
income gap by resorting to mortgaging existing assets, applying for government/NGO-sponsored welfare
schemes, and by engaging in income earning opportunities within the informal sector.
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5 RECOMMENDATIONS

Based on a survey of the country level progress reports and the insights gained from the consultations conducted
with women affected by HIV in India, Papua New Guinea and the Philippines, this section identifies best practices
that need to be scaled-up, and suggests ways in which the identified gaps in female empowerment and HIV
interventions can by filled. Following the structure of Section 4 (Key findings), recommendations are presented
under corresponding headings.

e Increase sexuality and HIV-related awareness.

Standardised, country-specific curricula containing sexuality, HIV, and life skills-related information need to
be developed and delivered in a formal manner. Such curriculum should contain information on the sexual
reproductive and inheritance rights of women. The success of such curricula in plugging the awareness gaps that
have been identified in the three countries is contingent on:

(i) training personnel to deliver the content in a value neutral manner;
(ii) enforcing content delivery, if necessary, through statutory provisions; and,
(iii) supplementing institutionalised content delivery with informal campaigns involving NGOs and HIV-

positive networks.

e Improve access to and frequency of use of prevention technology.

The practice of making condoms easily accessible needs to be continued and improved. However, it is imperative
that (i) the power to insist on condom use be vested in women, and (ii) the male resistance to condom use be
overcome. In India, women'’s access to condoms can be enhanced by deploying women (working for NGOs/
networks oras afunctionary in the village government) to distribute condoms, however discreetly, to other women.
In all countries, female condoms should be popularised and made widely available. Condom popularisation
campaigns, with a decentralised focus and suitably tailored messages, need to be carried out and, where they
exist, scaled-up.

e Ensure confidentiality of testing and provide adequate and effective counselling.

Practices related to confidentiality need an urgent and thorough review. Medical councils in respective countries
should be tasked to enforce statutory provisions regarding breach of confidentiality. In PNG, where confidentiality
is suggested to be counterproductive, the feasibility of instituting a practice whereby test results are disclosed
not to the male alone but jointly to the male and his spouse/partner should be accessed. In order to improve the
content and quality of counselling, staffing bottlenecks in counselling facilities should be eliminated through an
injection of funds.

e Expand PMTCT/PPTCT coverage.

Institutional deliveries among rural women should be promoted by village level interventions and incentivised
by providing transfers of cash or kind. At the same time, there is a need to reinstate post-counselling follow-up
mechanisms to ensure that the practices of HIV-positive pregnant women and mothers are in accord with the
counselling they have received. Training for healthcare workers in remote and rural areas - to equip them with
PPTCT/PMTCT know-how - is a priority in order to break the rural/urban divide in PPTCT/PMTCT access. There is
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also a need to popularise IVF as an alternative among HIV-positive prospective mothers and make it accessible
and affordable.

e Expand ARV coverage.

While decentralisation appears, at least on paper, to be a sound way of lowering the cost of accessing ARVs, the
lack of popularity of Link ARV Centres in India suggests that alternative methods of ARV delivery need to be
studied. The feasibility of door-to-door delivery of ARVs — by involving NGOs and support networks — needs to be
studied. It is also recommended that a technical committee be established to explore the possibility of designing
portable and user-friendly CD4 diagnostic devices so that women can access their need for ARVs at home.

e Combat HIV-related stigma and HIV-based discrimination.

While changing social attitudes towards HIV is a long-term project, it can be catalysed by a combination of
media-based campaigns, sensitisation projects, and statutory provisions. To eliminate HIV-based discrimination
in healthcare settings by doctors and nurses, it is recommended that healthcare workers be provided mandatory
and, if needed, periodic sensitisation training. Medical councils should be incorporated to play a more proactive
role in monitoring and imposing sanctions on discriminatory behaviour by doctors. The prospect of an anti-
discrimination bill, imposing penal provisions on doctors found to have discriminated against patients on the
basis of HIV, should be studied. Even though it is possible that women would lack the legal resources to enforce
such provisions, the symbolic value of such a bill cannot be underestimated. Finally, extensive and sustained
media campaigns that seek to normalise HIV as ‘any other infirmity’ should be planned and implemented.

e Alter social attitudes towards MARPs.

Law enforcement officials must be made to undergo mandatory courses that sensitise them to the needs
of and the problems facing FSWs. Rights committees, empowered to probe allegations of abuse, should be
established. Imposing and publicising deterrent sanctions against errant officials is also recommended as a way
of setting precedents. The setting up of independent review groups to periodically monitor HIV/MARPs-related
discrimination and abuse is also recommended.

e Combat gender-based violence.

In order to strengthen the enforcement of laws against GBV, it is recommended that special enforcement cells and
fast-track courts be established. The jurisdiction of these courts should be expanded to include the enforcement of
women'’s sexual and reproductive rights. PNG’s experience with the village court system shows that interventions
designed to catalyse attitude change are most effective if targeted at the village level. It is recommended that
village level committees under the stewardship of community leaders be set up for regular village level dialogue
on violence against women.

e  Scale-up socio-economic support.

This report identifies an urgent need to scale-up socio-economic support schemes for women living with/affected
by HIV. As such, it strongly recommends a larger allocation of the national budget to finance welfare schemes
for PLHIV. It also advocates that global funds be made available on a needs basis for welfare interventions in
specific areas (such as nutrition support, income support, healthcare support, etc.). A multinational monitoring
committee to oversee the disbursement of HIV-related aid is also recommended.
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e Enhance employment opportunities for women living with/affected by HIV.

Given the importance of the informal sector in sustainably augmenting household incomes for families affected
by HIV, this report recommends the expansion of micro-credit facilities for women - for example, micro-credit
schemes toloan minimal capital for the starting up of small-scale businesses. The discrimination of women affected
by HIV with regard to employment opportunities in the government sector needs to be statutorily addressed. In
terms of the private sector, it is recommended that governments provide economic incentives (in the form of tax
breaks, for example) to firms that hire PLHIV or retain HIV-positive on their payroll.
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