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Background

The HIV response in India is firmly located within the rights framework. There exists an inextricable link between human rights, gender and HIV/AIDS.  Available evidence establishes beyond doubt that safer sexual practices for HIV prevention can be adopted by individuals and communities on a sustained basis only when the gender relations between sexual partners and between them and their social environment are equitable and based on mutual respect. Evidence also suggests that individuals’ and communities’ demand for HIV related prevention and care services is directly impacted by the stigma surrounding HIV, which for the large part stems from the social constructs of morality applied differently to those who display dominant and accepted behaviours of masculinity and those who display dominant and accepted behaviours of femininity.  

Gender inequality is thus not only associated with the spread of HIV but also with its consequences. Men and women are vulnerable in different ways - leading to differential rates of susceptibility to infection, access to information and available services for prevention and management of illnesses.  A successful programme on HIV needs to address the gender based differences which have their basis in socio–economic, cultural norms. It is critical that the response is based on a nuanced understanding of how and why the gender roles and relations fuel the uneven spread and impact of the HIV infections. 
Purpose

The Policy Guidelines to Mainstream Gender in HIV Programmes represent NACO’s commitment to address issues of gender inequality in the context of HIV and AIDS. The guidelines will inform the formulation of all policies and programmatic interventions of NACO.
The purpose of these policy guidelines is to facilitate increased and improved action on the intersecting issues of HIV and AIDS and gender inequality by the National AIDS Control Organisation; State AIDS Control Societies (SACS); District AIDS Prevention and Control Units (DAPCUs) and Implementing Partners.  

The guidelines have been developed and framed in consultation with implementing staff in the government, civil society including people living with HIV and the UN system. 
The policy may be periodically reviewed by a Committee comprising representatives from the government, development partners and civil society. 

Gender and HIV
2006 estimates suggest national adult HIV prevalence of approximately 
0.36 percent, amounting to 2 to 3.1 million people living with HIV in India. More men are HIV positive than women. Nationally, the prevalence rate for adult females is 0.29 percent, while for males it is 0.43 percent. This means that for every 100 people living with HIV and AIDS (PLHA), 61 are men and 39 women. Prevalence is also high in the 15-49 age group (88.7 percent of all infections), indicating that most people living with HIV are in the prime of their working lives and have the responsibility of supporting families.  In large numbers of cases, women in monogamous relationships are becoming infected because their husbands have had multiple sexual partners and unprotected sex. The virus has expanded the circle of infected populations to include adolescent girls (married and single); married women of reproductive age; sexually active single women; pregnant women; and women survivors of sexual abuse and rape.
Nonetheless, some population groups are at higher risk of infection than others. These key population groups include sex workers, injecting drug users, truck drivers, migrant workers and men who have sex with men. These groups inevitably show higher numbers. Among Injecting Drug Users (IDUs), it is as high as 8.71 percent, while it is 5.69 percent and 5.38 percent among Men who have Sex with Men (MSM) and Female Sex Workers (FSWs), respectively.  
The latest HIV prevalence estimates also indicate that the infections are moving from the urban areas to the rural areas infecting the most marginalised especially the poor women. These trends indicate that broader cultural and socio-economic conditions heighten vulnerability to HIV. Therefore, it is essential to understand the gendered nature of the epidemic to improve targeting and responsiveness.
Why women are vulnerable? 
The prevailing gender inequalities render women more vulnerable to the infection. These inequalities not only facilitate the spread of HIV but they also get reinforced in those infected and affected. Gender norms impact the way in which infected men and women are perceived,
 thus influencing the ways in which they cope with HIV.

Biologically, women are more susceptible than men to infection from HIV in any given heterosexual encounter due to: greater area of mucous membrane exposed during sex in women than in men; greater quantity of fluids transferred from men to women; higher viral content of male sexual fluids; and micro-tears that can occur in vaginal (or rectal) tissue from sexual penetration.
There is a now a widespread acceptance of the fact that the disempowerment of women – because of which they have no control over decisions about their bodies or sexual health – is largely responsible for the pace at which the infection is spreading among women. Typically, HIV programmes have emphasised condom use, abstinence or faithfulness as key prevention strategies. However, in a gender iniquitous setting, none of the three are within the control of the woman, therefore making her increasingly more vulnerable to HIV infection and less able to exercise safer choices.

Early marriage, violence and sexual abuse against women are the major socio-economic reasons of their vulnerability to HIV infection. Prevalent notions of masculinity and femininity generally mean that women have little control or negotiating power in their sexual relationships, including within marriage.  Violence against women and HIV/AIDS continue to be inextricably linked: rape, incest, assault by family members or friends, violence in the course of trafficking or at workplace expose them to HIV infection. Quite often women are aware that their partners are not monogamous, but might choose to stay on in these relationships or express their concern  mainly due to fear of violence, and financial dependence on men. This is exacerbated by the fact that many of the women are unemployed, and few have skills that would make them employable. 

Women have poor access to information and education, which is critical in the context of HIV since behaviour change is the key to controlling the epidemic. The Third National Family Health Survey (NFHS 3) shows that only 
57 percent of women have heard of AIDS as against 80 percent of men.  
There is evidence that suggests beyond doubt that women’s access to health services in general is significantly impacted by the social and economic conditions within which she negotiates her health needs. Often a woman’s health needs, apart from her reproductive roles are ignored. Her access to health services is hindered by limited access to information, physical distance and often insensitive service providers. 
Gender norms influence the ways in which individuals cope with HIV and the society treats them. (See Box 1 )
Global and local evidence shows that women also bear significant brunt of the psychological, social and economic burden because of HIV related to:

1. Care of the sick – Women account for more than 70 percent of caregivers when it comes to providing care to PLWHA. It is a matter of concern that nearly 20 percent of caregivers themselves are HIV positive and need relaxation and extra nutritional care themselves.  In situation where both parents are positive, the burden of care falls on the girl child. This in turn constricts social and economic opportunities, further contributing to the cycle of poverty, lack of empowerment, and vulnerability to infection. 
2. Loss of livelihoods – As care of the sick takes women’s time, or she becomes sick herself, she may be forced to abandon work in formal or informal sectors, with consequent reduction in family income and food security. Lack of time and resources, sickness and exhaustion may lead to the neglect of children. 

3. Economic support to the family – With loss of income as a result of illness or death of the earning member, women have to very often support the family and children in whatever way they can. This may include doing low paid unskilled work or being pushed into flesh trade as the options for meeting the economic demands of the family.  

4.  Alienation or stigmatisation – It is often the woman who is blamed for her husband and/or child falling sick, as well as being railed for her infection, leading to rejection and expulsion by the family and the community.  In some cases, women experience dual stigmatisation – as a widow and especially a widow of positive man. Discriminatory access to property rights, residence and care facilities are some issues which confront the single and widowed women. 

5. Increased risk of violence - The experience of violence, or fear that it might take place, disempowers women in their homes, workplaces and communities leading to an increased vulnerability to coercion, HIV related insecurity and unsafe living conditions. Pervasive gender based violence also limits women and young girls’ ability to participate in and benefit from initiatives for HIV prevention and AIDS mitigation. 
In the above context, women’s empowerment along with behaviour change among men is one of the ways for her to make safer choices especially when there is a near absence of female controlled methods of prevention.
Box 1 - Women are vulnerable in various ways...
 a) “….nearly 60 percent of the HIV-positive widows are nearly less 
than 30 years of age and staying with their natal families after being 
thrown out from their marital homes following the death of their husbands. “
b) There are significant gender differences in the percentages of untreated 
opportunistic infections (that further lead to HIV and AIDS). Not only the 
percentage of women's illnesses, which go untreated is higher than that of 
men, but in case of women, financial constraints turn out to be an important 
reason for not seeking treatment". 

Evidence indicates that:
Number of persons undergoing testing is lower for women ( 40% ) than for men ( 60%).
Women in the age group of 15- 24 are significantly more vulnerable than men.
Men in the age group of 30 and above are significantly more vulnerable than women.
Percentage of women (32 %) receiving ART treatment is lower than men (62%).
 c) “…in HIV households, due to limited resources, the girls are more 
likely to be withdrawn from schools than boys as they are expected to take 
care of their younger siblings and household chores. “

Gender Impact of HIV/AIDS in India', UNDP-NACO-NCAER 2005 

Why men are vulnerable to HIV infection?
Through socialisation, both men and women are subject to ideas about what is considered “normal behaviour” for women and men respectively; what are ‘typical’ feminine and masculine characteristics?; and how women and men should behave in particular situations? As a result of this socialisation process, men may be excused for not using condoms or for ‘normal masculine behaviour’ such as coercing women into intercourse (UNFPA, 2000a). 

Another challenge is the societal expectation that men are “supposed” to be knowledgeable about sex and there is social acceptance of aggressive behaviour for  men. This can make them uncomfortable about admitting that they do not know, limiting their access to information and push them for more risk taking and violent practices and behaviours. (UNAIDS, 2001a). 

All over the world, men tend to have more sexual partners than women, including more extramarital partners. Male migration and mobility, common in many developing countries where men are forced by economic factors to leave their village and obtain work elsewhere, reinforce this tendency for men to have sexual relationships outside their marriage. Predominantly male occupations, such as truck-driving, seafaring and the military, also entail family disruption and create a high demand for commercial sex. When men return home to their households, they re-establish sexual relationships and increase the possibility that HIV/AIDS will be transmitted to rural women (UNIFEM, 2001). Men may believe that their control of women’s lives is an essential element of masculinity. They may become angry or frustrated when they appear to be losing control (UNFPA, 2000a). 

Men are less likely than women to seek health care or pay attention to their sexual health. Further, men who have sex with men have been disproportionately affected by the HIV epidemic. Contributing factors are multiple sex partners, unprotected anal sex and the hidden nature of sexual relations between men in many communities. Risk-taking behaviour may be exacerbated by denial and discrimination, making it difficult to reach them with HIV prevention interventions. ( Box 2)
Box  2 - Men, gender and sexuality

A cross sectional survey of 2910 rural Indian men aged 18-40 years from five rural districts in five different states in north India revealed that nearly 10 percent of single and 3 percent of married men had had unprotected anal sex with a man in the past year. Homosexually active men are not a separate sexual category, and report extensive mixing with female partners. They have more female partners than other men and they practiced anal intercourse in 
11 percent of their heterosexual contacts.
 ( Ravi Verma , 2004)

Bisexual behaviour among men is usually attributed to the following factors:

- Moral and social policing of females making them more difficult to be sexually accessed by men

- Ready availability of males involved in male-to-male sex in certain environments

- Socially compulsory marriage, but often delayed till mid-twenties and older

- Poverty leading to the provision of sex as transactional commodity.
When gender roles determine that men should provide for their families, those who are unable to do so may respond by becoming dependent on alcohol or inflicting violence on those weaker than themselves, often their partners (UNAIDS, 2001a).  Risk and vulnerability are heightened by the link between socialising and alcohol use and by higher frequency among men of drug abuse, including by injection (Nath, 2001b). 

	Risk and Vulnerability to HIV

	
	Men
	Women

	Behaviour
	Multiple sex partners
	High risk behaviour of regular sexual partner

	Social Norms
	Sexual domination
	Virginity and marriage; Value of motherhood

	
	Social inhibitions in seeking correct information and Knowledge; peer/social  pressure for sexual performance 
	Silence and invisibility over female sexuality 

	
	Violence 
	Culture of violence 

	Economic
	Power – command over resources, pressure on the bread winner & his role for the family 
	Insecurity – exchange sex for money/favours

	…leads to increased risk and vulnerability for BOTH men and women


It is clear from above that approaches to HIV and  AIDS prevention will be effective only if they include interventions that recognise specific problems of and solutions for women and men.

2. Guiding Principles
In the context of gender equality, the NACP-III plan document reflects a deep understanding of the following principles:
· Gender equity and GIPA are intrinsic to India’s response to HIV at all levels.
· Empowerment will be the key strategy to enable women  to be safe and protected from HIV, as their subordinate position in the society accentuates their vulnerability.
· Behaviour change will be the key strategy adopted to enable men to be safe from HIV and be responsible and equal partners in prevention of  HIV. 

· The response will not be based on moral judgements of right vs. wrong behaviours.  It will be based on an agreed understanding of HIV related safer vs. unsafe behaviours.
· Women, men and young people will be enabled and supported to make informed choices regarding all aspects of their lives including sexuality and reproductive behaviours  to make HIV response sustainable.
· HIV prevention and care related services will be provided on the understanding that prevailing gender relations in communities determine the demand for and utilisation of such services.
3. Policy Guidelines 

All HIV prevention and care interventions will be based on: 
1. Thorough understanding of the different concerns, experiences, capacities and needs of women/girls and men/boys. 

2. Acknowledgement of diversity in sexual practices and behaviours prevalent in communities.  Service providers will respect the rights of sexual minorities
 and behaviours outside the mainstream. Their dignity and empowerment will be a key strategy to assist sustained practice of safer practices among such groups. 

3. Recognition of men’s role as equal partners and not that of adversaries in change will be the basis of this policy.
4. Assessment of gender dimensions of HIV related stigma, discrimination and  denial and awareness will be created to challenge and reduce them. 

All HIV prevention and care interventions will ensure: 
5. Enabling environment for women and girls and men and boys to adopt safer practices, accessing equal and substantive opportunities for livelihoods, participation in public life, safety and accessing basic services. 

6. Personnel at service delivery points pay special attention to women, girls and individuals from sexual minorities to make sure they have easy and equal access to quality care, treatment and information.

7. Training and capacity building processes for HIV prevention control and care will include mandatory training on gender issues and its links with HIV with the specific objective of facilitating internal attitudinal change among participants. Training programmes include discussion on social, cultural norms (for e.g.: with regard to masculinity/femininity, power relation between men and women) and harmful traditional practices that increase the vulnerability and impact of HIV/AIDS on men and women.
8. Advocacy and IEC messages will not perpetuate gender stereotypes and pronounce moral judgements on sexual minorities, sex workers and PLHIV, with respect to their sexual practices and way of life. 

All HIV prevention and care interventions will be strengthened by:
9. Supporting programmatic and legal interventions to address all forms of discrimination against women/girls and men/boys such as  trafficking of women and girls, child labour, forced marriage, sexual and economic exploitation that increase their vulnerability and exacerbate the impact of HIV/AIDS. 

10. Assisting government stakeholders and duty bearers to effectively respond in a gender sensitive manner to human rights abuses, discrimination and gender based violence within the context of sexual health and HIV.
11. Promoting economic rights of women and girls, ensuring property ownership and inheritance rights and equal participation of men and women in income generating activities in the context of HIV/AIDS. 

12. Ensuring that all partnerships and alliances will be based on a common understanding of rights framework and an unequivocal commitment to the understanding of gender equity.
13. Institutionalising accountability for all implementing partners and programme managers for the implementation of this gender policy in letter and spirit. 

It is envisaged that by incorporating gender into HIV, NACP-III can not only effectively address feminisation of the HIV epidemic but also contribute to change in an array of gender issues around equity, empowerment and promotion of human rights.
4. Implementation Guidelines

Role of NACO

Key role of NACO will be to ensure that the gender policy is implemented across the programme components of NACP-III.  Specifically, NACO will:
· Invest in organisation-wide capacity development on gender  issues in HIV.
· Develop accountability measures to ensure effective implementation of this policy.
· Provide technical support to SACS to implement gender and HIV policy. 

· Will help different ministries map available resources (persons, tools, institutions) for mainstreaming and help in building additional resources through training institutions, inside and outside the ministry. 

· Work with the faculty of the training institutions under the ministry to add gender and HIV/AIDS related information to their training curriculum. One or more training institutions identified by the ministry will be supported to become the nodal resource centre for the sector, e.g. NIPCCD or State Institutes of Rural Development (SIRD). 

· Ensure that the advocacy and Information, Education and Communication (IEC) materials do not reinforce gender stereotypes.

· Document and disseminate good practices, and create a forum for ministries to share information and learn from each other on gender issues.
Role of SACS

1. Directors of SACS will ensure that all efforts are made to have 
100 percent gender sensitised staff.
a. Staff will be hired on the basis of their understanding of gender
b. Existing staff will be provided the opportunity to upgrade their levels of understanding.
2. Provide technical support to DAPCUs  and other implementing partners to implement gender and HIV policy. 

3. Regularly communicate concerns pertaining to stigma and discrimination against men and women living with HIV/AIDS to the ministries and to the private sector so as to help them reflect the issues in their plans.
4. Share good practice in this context and encourage learning across the organisation. 
Role of DAPCUs 

1. Maintain proactive interface with District Collectors/CEO for the implementation of the action plan on mainstreaming gender and HIV.
2. Provide technical support for the implementation of gender and HIV policy.

District Collector/CEO will play an important role at district level in the HIV related interventions. They will ensure inter-departmental coordination, provide direction to the mainstreaming of HIV by identifying strengths and specific problems in their respective districts.
Suggested Checklist

A checklist has been designed to mainstream gender equality considerations in HIV programmes. This checklist will serve as a tool to assist in monitoring and reporting upon gender mainstreaming activities. This checklist is complementary to the Gender and HIV Policy of NACO. 

A. Priority Setting

1. Has relevant gender information, especially socio-economic information been identified and collated in such a way as to be included in country programming planning discussions?

2. Is background data/situation analysis disaggregated by age, sex and ethnic origin?

3. How far have gender specialists and representatives of women at all levels been consulted throughout the process?

4. Has attention been paid to the inclusion of gender equality concerns in macro-economic and public administration programming in particular, including the linkages between micro, meso and macro levels of analysis and policy-making?
    B.
Project and Programme Formulation
1. Have gender issues relevant to each project/programme, including gender impact and anticipated outcomes, been systematically identified, and updated as appropriate?

2. How far have personnel belonging to NACO/SACS/DPACUs/IPs informed themselves substantively of the gender dimensions of the HIV challenge to be solved?

3. How far have individuals and women's NGOs with knowledge and experience of gender mainstreaming participated in project identification, formulation and appraisal?

4. Have women been consulted equally with men during the formulation process, especially female beneficiaries?

5. Has the proportion of financial resources allocated to the attainment of objective to empower young girls, women and sexual minorities been clearly indicated?

6. Have gender-related linkages with other projects and programmes been identified and incorporated in documentation?

7. Has all background information been disaggregated by age, sex, and ethnic origin?

C. Project and Programme Implementation 

1. Has gender balance in project training been ensured?

2. How far has gender balance among participants in all consultations been attained?

3. Do  Programme and Project Evaluation Reports reflect gender issues, and is all information disaggregated by sex?

4. Do final project reports systematically identify gender gaps and gender-related project successes?

5. Do NACO/SACS/DPACUs/IPs personnel monitor project disbursements to ensure that inputs are used in such a way as to ensure equality of outcome for both women and men project/programme beneficiaries?

          D.   Gender Sensitive Project/Programme Evaluation
1. Do evaluation mission terms of reference require relevant gender expertise and experience?

2. Are evaluation mission members briefed on relevant gender issues and provided with documentation?

3. Do relevant personnel review the draft evaluation report to ensure that gender-related omissions and successes in the project/programme are reflected?

4. Do relevant personnel understand and apply process indicators of success?
         E   Policy Advice and Dialogue
1. Do NACO/SACS/DPACUs/IPs document GOI core messages on gender equality issues and analysing local gender-related priorities available to contribute to policy dialogue?

2. Has all information used in policy dialogue been disaggregated by age, sex and ethnic origin?
        F    Resource mobilisation activities
1. Is summary information on the gender dimensions of NACO/SACS/DPACUs/IPs activities, systematically prepared and distributed as appropriate?

2. Are governments and donors informed on NACO/SACS/DPACUs/IPs core messages on gender equality?

3. Do all project/programme briefs and summaries reflect the relevant gender equality dimensions?

4. Do NACO/SACS/DPACUs/IPs personnel actively interact with donors, including gender equality dimensions appropriately in all discussions?

        G.    Gender Training and Briefing Sessions 
1. Have the needs of NACO/SACS/DPACUs/IPs personnel for training or information on gender mainstreaming been identified?

2. Have these needs been analysed so as to identify the most effective means of meeting them (training, briefing, weekly consultation, one-on-one discussion, etc.)?

3. Has training or capacity building been provided to meet these needs?

4. Have relevant documentation and training materials been identified and provided?

5. Is gender equality information systematically prepared and presented at meetings, in order to ensure productive discussion of gender issues and learning by participants?

6. Have appropriate monitoring mechanisms to measure the impact of training on improved performance been established?

H.
Special Events (workshops, seminars, press conferences, launchings, receptions, etc.)

1. Have gender equality priorities been reflected in the selection of topics and agendas for special events?

2. Are there consistent mechanisms in place to ensure that women and men participate equally in special events as speakers, chairpersons, decision-makers etc. and are equally consulted during preparations and follow-up?

3. Are all participants made aware of the gender dimensions of the special event, through background documentation, presentations, agenda-setting and through discussions at the meeting?

4. Is the press routinely informed of the gender dimensions of NACO/SACS/DPACUs/IPs special events?
I.
Representation of NACO/SACS/DPACUs/IPs Gender Equality Activities in the Public Arena, especially in the Local Media.

1. Have contacts with members of the local press corps who are sympathetic to gender equality been systematically built up?

2. Has the press been fully briefed on NACO/SACS/DPACUs/IPs gender equality priorities and gender-related activities?

3. Has a briefing note or brochure on the NACO/SACS/DPACUs/IPs gender mainstreaming priorities and activities been prepared and distributed to the press?

� Men who become infected may be seen as homosexual, bisexual or as having had sex with prostitutes. Women with HIV/AIDS are viewed as having been 'promiscuous' or as having been sex workers.


� Verma, Ravi, and Martine Collumbien: Homosexual activity among rural Indian men. Research Letters, AIDS 2004, 18: 1845-1847


� Sexual minorities include MSM (men having who have sex with men) and transgenders.
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