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The Center for Health and Gender Equity, a leading international women’s health advocacy organization, is deeply concerned that the overarching U.S. global AIDS strategy now being developed by the Global AIDS Coordinator, including the President’s Emergency Plan for AIDS Relief, adequately address the specific vulnerabilities of women, girls, and other groups to HIV/AIDS.  

Today, an estimated 40 million people worldwide are infected with HIV.  More than 50 percent of those infected are women.  In sub-Saharan Africa, the region hardest hit by the AIDS epidemic to date, women represent more than two-thirds of those infected.  In some areas, adolescent girls are infected with HIV at five times the rate of adolescent boys.  And in countries in early stages of the epidemic, women and girls are increasingly at risk.  In India, for example, women make up more than 30 percent of those infected, and in several states the rate of new infections is highest among married women of reproductive age.  Indeed, these trends are truly global: in the United States, African American and Latina women also now make up a large and rapidly growing share of those infected with HIV.  Unprotected heterosexual sex is the leading factor in the spread of HIV worldwide.

An overwhelming body of scientific, medical, and public health data now irrefutably confirms the unique biological, social, cultural, and economic vulnerability of women and girls to HIV/AIDS.  In recognition of this evidence, the United States Leadership Against HIV/AIDS, Tuberculosis, and Malaria Act of 2003 requires the President and the Global Coordinator to develop specific strategies “to meet the unique needs of women, including the empowerment of women in interpersonal situations, young people and children, including those who are victims of the sex trade, rape, sexual abuse, assault, and exploitation.”  In addition, the President is required to report to Congress annually on the effectiveness of the U.S. Global AIDS strategy in “reducing the spread of HIV infection, particularly in women and girls, [and] in reducing mother-to-child transmission of the HIV infection…”.

To accomplish these goals, and reduce the toll of illness and death due to HIV/AIDS worldwide, the United States global AIDS policy must rely on integrated strategies that promote women’s rights, women’s health, and gender equity in access to prevention, treatment, and care at every level of policy and program.  In short, US global AIDS policy must, at a minimum, include support for: 

· Comprehensive HIV prevention strategies that promote scientifically proven, field-tested strategies and best practices to meet the diverse and changing needs of young girls, married adolescents, and married women of all ages.  Such strategies must provide couples and individuals with access to the full range of HIV prevention information and technologies now available, including both male and female condoms and other barrier methods; provide accurate and complete information on abstinence, partner reduction, and persistent and effective condom use; and provide women and men with the tools to communicate about and negotiate safer sex.  Such strategies must acknowledge that in most cultures, women are expected to be sexually available to their husbands or partners upon demand, and are unable to control the timing and frequency of sexual intercourse.  

For these women, “abstinence-only” is not a viable option.  An undue focus on abstinence-until-marriage programs is inappropriate in settings where girls are forcibly sexually initiated or where the rate of child marriage, or early adolescent marriage is high.  In many countries, for example, 50 percent of girls are married by the time they reach age 18.  In most cases, these girls are marrying much older men.  We fear that abstinence-until-marriage policies have the potential to increase child marriages and to ignore the special needs of married or betrothed adolescents.

· Expanded access to integrated health services that provide women and adolescents with a full complement of HIV, STD, and reproductive health information and services, including family planning information and services for sexually active individuals wishing to avoid both infection and unintended pregnancy, as well as for HIV-positive women who seek to avoid pregnancy.  All women should have access to emergency contraception and to post-abortion care as a critical aspect of pregnancy prevention for those infected and not infected and to further improve the health and well being of women at risk.

· Strategies to reduce gender violence, sexual coercion, harmful traditional practices, and other barriers to women’s health and rights.  Data from a multi-country study conducted by WHO now show that from 15 to 50 percent of women have experienced sexual coercion or domestic abuse in their lifetimes.  Gender violence and sexual coercion are known risk factors for HIV infection.  Fear of violence and retribution from their husbands and/or families prevents many women from seeking voluntary counseling and testing services, gaining access to treatment, and receiving other urgently needed services.  Stigma, discrimination, and blame exacerbate gender disparities in access to prevention and treatment information and services, further fueling the epidemic.  To save lives and stem the spread of HIV, U.S. programs must directly challenge the widespread stigma and discrimination faced by those infected with HIV, particularly women, and must promote the principles of non-discrimination for all persons, including women in prostitution.
· Strategies to ensure equitable access to treatment and care for all women.  The U.S. should focus on reducing economic and social barriers to treatment that disproportionately affect women.  U.S. funding must directly increase women’s access to affordable drugs; expand access to programs preventing maternal-to-child transmission while ensuring treatment for mothers themselves; and provide adequate pre- and post-natal care to pregnant women and mothers infected with HIV through increased access to integrated maternal and child health and reproductive health services.  Indeed, all HIV-infected women should have access to reproductive health services.
· Strategies to address the special needs of AIDS orphans, especially to protect girls from sexual exploitation, violence, and coercion.  

· Strategies to promote social and economic empowerment by increasing women’s access to education and training; ensuring women and girls have equitable access to formal labor markets, technical assistance, credit, and other productive resources; securing their rights to inherit land and property, and promoting women’s rights more broadly.  Targeted interventions, such as efforts to offset or eliminate school fees for girls, can have dramatic effects on improving the prospects of young girls outside of early marriage.

· Efforts to address marginalized populations.  Gender-sensitive HIV/AIDS prevention programs also require targeting education and behavior change programs at groups particularly at risk for HIV infection.  It is therefore necessary to work with high-risk groups such as prostitutes, as the sex industry and the trafficking of individuals into such industry are causes of and factors in the spread of the HIV/AIDS epidemic worldwide.  In some countries, HIV infection rates among prostitutes exceed eighty percent.  HIV education projects focusing on prostitutes and reliant upon education to increase condom use have markedly reduced sexually transmitted infections in several settings.  Many women become prostitutes due to physical coercion or economic need; therefore, educating all women and girls about HIV prevention may raise women’s awareness about methods of protecting themselves in coercive sexual encounters.  The President’s Plan must be careful to recognize that the provision of HIV education and prevention supplies to prostitutes is not akin to, and will not have the result of, promoting prostitution.
· Strong and sustained support for the Global Fund for AIDS, Tuberculosis, and Malaria.  The Global Fund provides critical support to those countries and regions with the greatest need.  Proposals are prepared through a process that involves broad participation from governments, NGOS, the private sector, people living with HIV/AIDS, TB or malaria, religious groups, academics, and international agencies.  Mechanisms exist for monitoring progress at the country and international levels.  Programs supported by the Global Fund are directly accountable to the constituencies they serve in the countries in which they operate.  Accountability, transparency, and participatory mechanisms for setting priorities are critical to meeting the needs of women and girls and marginalized populations.
· Strategies to alleviate poverty and debt.  An effective global response to HIV/AIDS will require consistent and sustained strategies for the eradication of poverty and a sustainable solution to the burden of debt, most particularly in Africa.  The United States should strongly support these strategies in both policy and practice.
In recent meetings, Ambassador Tobias has suggested that the above-named efforts will be separate from the main strategy.  Ambassador Tobias has spoken eloquently about his concerns regarding the extremely high HIV infection rates in women in Africa.  At the same time, however, other statements have underscored the intention of the Coordinator’s Office to focus on “health-care solutions” to a crisis that is embedded in social, cultural, and gender disparities.  Today, the HIV/AIDS epidemic is driven in large part by lack of information and technology, and by discrimination and violence against women, among other critical factors.  While treatment efforts are critical, these too must focus on barriers to access.  Moreover, all our efforts will ultimately fail unless they focus on integrated efforts at improving health and treating illness.

Further notes on HIV/AIDS as a reproductive and sexual health issue:  We are also concerned by the politicization of and declining funds from the U.S. government for reproductive health and family planning services worldwide.  Integrated HIV/AIDS and reproductive health care saves lives.  The single most effective strategy to prevent AIDS deaths is to combine political will, economic resources, and sound public health policies to strengthen and expand access to sexual and reproductive health services.  The vast majority of women at risk become infected with HIV through heterosexual sexual intercourse.  HIV/AIDS is thus a sexual and reproductive health issue.  Separating HIV/AIDS programs and services from reproductive health programs and services is illogical, will undermine efforts to reach the largest number possible with prevention information, and will result in the duplication of effort and the waste of resources.  

For women, access to integrated sexual and reproductive health services can make the difference between life and death.  Reproductive health services offer women a host of basic health care interventions, including pre- and post-natal care, family planning information and supplies, nutritional information, and infant and childcare services.  These health services also offer women confidential outlets for voluntary counseling and testing, referrals for or direct provision of mother-to-child HIV transmission, and treatment for opportunistic infections.  In addition, these services may provide accurate information on sensitive issues, such as whether and how HIV-positive mothers can safely breastfeed their newborns.  

Integrated services are free from the stigma frequently associated with stand-alone HIV prevention programs.  Integrated reproductive health and HIV/AIDS services are increasingly working to change the cultural and social norms that promote violence and other forms of discrimination against women.  Through their established community linkages, reproductive health clinics encourage men and boys to practice safe sex, refrain from violence and coercion against women and girls, and engage in relationships based on mutuality and respect.  Without these programs, the HIV/AIDS epidemic as we know it would be far worse.

Governments and leading donor institutions throughout the world strongly support integrated reproductive health and HIV prevention programs as the best approach to improving both reproductive health outcomes and HIV incidence rates.  The World Health Organization (WHO) Global Sector Strategy for HIV/AIDS underscores that existing family planning programs “provide a clear entry point for the delivery of HIV/AIDS interventions.”  USAID, the World Bank, the European Union, and other leading donors in every region encourage integration as a matter of good public health practice and economic efficiency.  The President’s Emergency Plan for AIDS Relief must also reflect best practices in gender, public health, and economics and must therefore include strategies for integrating HIV/AIDS services with reproductive and sexual health services.

Finally, we wish to include an brief comment on our insistence that integrated reproductive health and HIV/AIDS programs remain untainted by an expanded Mexico City policy that may disqualify from United States funding many key partners in the implementation of HIV/AIDS prevention, treatment, and care programs.  At this critical time, when thousands of women die each day of AIDS, it is urgent to eliminate barriers to effective gender-sensitive HIV/AIDS programs and not to erect new ones.

