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PREFACE

In 1989, the Society for Women and AIDS in Africa (SWAA) first
used the phrase "triple jeopardy” to describe the dangers women
face as individuals, mothers and carers in the face of the AIDS
pandemic. The founding of SWAA the previous year was part of a
growing international awareness of the increasing threat of HIV 1o
women and the importance of women-centred HIV prevention and
care programmes. Almost 10 years into the epidemic, it was not before
fime.

This dossier, published to mark World AIDS Day 1990 which
focuses on women and AIDS, is an important step forward in that
process of awareness and action. Medical issues are clearly laid out
alongside the social, economic and political constraints on women’s
behaviour and choices. The information is as vital for individuals as
for AIDS service organisations and policy-makers worldwide.

AIDS is much more than a medical issue. It raises many of the
fundamental questions of equity — between the sexes and between
regions of the world — at the heart of the development debate, The
stronger women's position in society, the greater their options for HIV
prevention. This timely and important report from Panos tells us how
and why in women’s own words.

Dr Eka Williams

Secretary General

Society for Women and AIDS in Africa (SWAA)
September 1990

Preface
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AIDS: An issue for
every woman

"In our communities whole families are dying. [ watched my mother-in-law lose three
sons — one who died of AIDS, my husband who was diagnosed with HIV-related illness
after he died, and one who suspected that he had AIDS and died from a drug overdose.
Two years after that she buried a daughter-in-law also from AIDS. A whole generation
has been wiped out [11."

Sallie Perryman, herself HIV -positive. special assistant to the director. AIDS Institute, New York
State Department of Health

*The prospect of not being able to have children was — for me — at least as daunting
as the possibility of a premature death. I needed the support of other women who had
been through a similar process of saying good-bye to a future with children (23"
Amanda Heggs, a British woman living in Denmark, who is HIV-positive

"The women tell us they see their husbands with the wives of men who have died of
AIDS. And they ask, ‘What can we do? If we say no, they 'l say: pack up and go. But if
we do, where do we go to?’ They are dependent on the men and they have nowhere to
go. What advice can you give these women [3]?"

Miria Matembe, member of the Ugandan parliament and chairperson of Action for Development

* Another time I took my son Johnny for an ear evaluation. I arrived at the hospital
early...and was still there late in the afternoon when they asked me to leave because it
was time to close the office. I started a big fuss. The nurse in charge didn’t want to deal
with my son out of fear of contamination. The doctor told me he was going to ask
somebady else to do it and I refused. I wanted her to do it. | wanted her to learn that she
couldn’t be contaminated by doing that evaluation {4)."

Maru Anmtufiano, Puerto Rican journalist. She and her son are HIV-positive

"[The doctors] say there is something wrong in my blood because I slept with different
men. Every night I pray that God will make my blood clean again so I can go home. |
promise I won’t return to prostitution again. I just want my mother; she will take care
of me (51."

Selvi, 17-vear-old prostitute with HIV detained for some vears in Madras and released after a court
case (see page 85}
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"“There was & time when Lused to sit on the London {underground train] and wonder what
people would do if they knew [ was HIV-posttive. I felt totally alone. But now, when [
think of how trendy it was to be bisexual in certain circtes in the early 80s, of how many
people have experimented with drugs, of the fact that 95% of gay [homosexual] men have
slept with a woman at one point in their lives, then I no longer teel so alone. I don’t sit
on the tube and think. ‘I am the only one’, [ sit on the tube and think, ‘I wonder how many
of you are positive?’ [6)."

Mary, a British woman in her thirties who is HIV-positive

" Again and again I have to explain tw an unsuspecting mother that her child may have a
disease that she has never heard of and that I cannot cure....By the time that the child is
admitted for the last time, I often know the mother well and the difficulties that she has
faced because of the infection. But when the child dies I have no time to comfort the
mother, because another baby has been admitted and the clinic is crowded. I am busy all
the time, so | have no time to cry [7]."

Dr Wendy Holmes, formerly government medical officer in a provincial hospital in Zimbabwe

" A young woman of 27 came to us with AIDS. She had contracted it from her lover who
was an injecting drug user. which she wasn’t. She came to us during her second bout of
pneumonia with a prescription she couldn’t afford. She still — after three bouts of
pneumonia — has not received any social security. This is the reality of the black
community. [ don’t know whether they do it by zip code or by looking at your face. But
1 cannot understand why | have to go with her and appeal the fact that she’s not eligible
for social security. Fdon’tknow what more she has 1o prove after three bouts of pneumonia
which have left her so thin she can hardly stand — maybe she has to die? Two other
siblings are positive. One has already been into hospital two or three times....The other
found out that he was positive when he was going into the army. His wife was already
pregnant. Now everyone's hoping the baby’s going to be all right (8}."

Marie St Cyr, executive director of the Women's Action Resource Network in New York

"There is no pattern emerging: there is no group that is more at risk than any other. We’re
in contact with teenagers to grandmothers of every class and ethnic group.Over
three-quarters of the wormen who contact us have acquired the virus heterosexually [91."
Sheila Gilchrist, director of the UK-based support group Positively Women




CHAPTER 1

THE GLOBAL
PICTURE

Eight to ten million people are estimated to be infected with HIV
— the virus which leads to AIDS -- according to the World
Health Organization (WHQO). About one-third are women [10).,
Overwhelmingly, they have contracted the virus through heterosexual
intercourse, which globally is the major route for HIV transmission,
accounting for about 60% of all infections by 1990. WHO expects that
75-80% of HIV infections will have resulted from heterosexual
intercourse by the year 2000 [11].

In many industrialised countries, however, there remains the
impression that HIV and AIDS only affect certain minority population
groups such as homosexual men and injecting drug users and
recipients of blood transfusions or blood products, particularly men
with haemophilia. The true impact of HIV/AIDS on women is little
recognised and rarely documented.

In those countries of the developing world where H1V has spread
predominantly through heterosexual intercourse, there is greater
awareness of the impact of HIV on women but often scant attention
is paid to their specific needs. As women are at risk, so too arc any
tuture children they may have. Within a family, HIV often affects
more than one person. Infection is commonly passed between sexual
partners, and from mother to new-bomn infant. And in addition to

No risk in 2 Kiss says o
Spanish povernment
cartoon.

Means of transmission NO .

HIV can be transmitted through blood and seminal or

vaginal fluid. [t can therefore pass from one person to

another in three ways:

« via unprotected sexual intercourse (intercourse
without a condom) with an infected person

* via infected blood — in transfusions, blood
products and through the re-use of necedles, G VONKTIEKI T SANIDAD YLORE W0

syringes or other skin-piercing instruments .
* from an infected mother to her baby — before. during or after birth

HIV is a virus which does not survive easily outside the body. There is no evidence that it has
been transmitted in the everyday circumstances of home, school. the workplace, restaurants or any
public place, or on toilet seats, by hugging, kissing or shaking hands. by sharing cups or cutlery, from

coughing or from mosquito or other insect bites {45,
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HIV and AIDS

AIDS — Acquired Immune Deficiency Syndrome — is the term used to refer to the physical
condition resulting from infection by HIV —the Human Immunodeficiency Virus. HIV is the generic
term for two similar viruses known as HIV-1 and HIV-2, which are transmitted in the same ways
(see box on previous page) and which both result in AIDS. HIV-1 has been detected worldwide;
HIV-2 is most common in West Africa but has also been detected in North America, South America
and Europe {41}].

Being infected with HIV does not automatically mean that a person has AIDS or is ill. It does
mean that a person can transmit HIV to someone else.

HIV gradually disables an important part of the body’s immune system. Its main targets are celis
inthe blood called "T-helper cells”, which HIV invades and eventually destroys. These cells normally
help protect the body from attack by infection. As the immune system is progressively damaged, a
person becomes increasingly vulnerable to a range of infections.

Because a variety of symptoms can occur in a person infected with HI'V even prior to a diagnosis
of AIDS, some experts now prefer to talk about "HIV infection and related disease” rather than BIV
infection and AIDS. In mid-1990, WHO proposed a staging system of four parts to describe the
patterns of ill health which result from HIV infection. The fourth stage corresponds to AIDS [42].
(See Chapter 4.) -

The average time of progression from infection with HIV 1o the onset of AIDS (as defined by
WHO and US Centers for Disease Control in 1987) — the incubation period — is approximately 10
years. Some people stay healthy for a much shorter period than this, but few develop AIDS within
the first three years of infection {43). Researchers estimate that others may be infected with HIV for
up to 20 years before the onset of serious illness. People with HIV-2 seem to stay healthy longer than
people with HIV- 1 [44]. Once a person has developed AIDS, however, it seems to be almost invariably
fatal.

It is not known exactly why some people stay healthy longer than others after contracting HIV.
One reason is thought to be that HIV mutates frequently into slightly different forms, some of which
appear to be more harmful and to replicate more quickly than others. Another possibility is that people
who already have a weak immune system, as the result of other infections such as malaria,
tuberculosis or malnutrition, may succumb more quickly to the effects of HIV infection.

During this long period without symptoms, the way HIV infection can be detected is by testing
a person’s biood. The most common test involves checking a blood sample for the presence of HEV
antibodies. Antibodies are defence compounds produced by the body in response to an invading
organistn — such as a virus, The presence of antibodies in a person’s blood shows that they have
been exposed to that virus. In the case of HIV, this will give rise to an HIV-positive test result.

coping with their own infection and illness, women usually find
themselves responsible for caring for the entire household. It is not
surprising that in Zambia AIDS is known as "the family disease”.

THE EXTENT OF THE EPIDEMIC

By September 1990, WHO had reported 283,010 cases of AIDS
worldwide. Of these, 50% were in the United States, and 25%, 14%
and 9% in sub-Saharan Africa, Europe, and Latin America and the
Caribbean respectively. The rest of the world accounted for less than
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TOTAL AIDS HIV-POSITIVE WOMEN*
CASES HIV-POSEITIVE

NORTH AMERICA 175,000 1,000,000 100,000
LATIN AMERICA 75.000 1,000,000 200,000
(inclides the Caribbéan) . '
EUROPE 50,000 <500,000 60,000
AFRICA >500,000 5,000,000 >2,500,000
ASIA . >1,000 500,000 200,000
OCEANIA <1,000 30,000 3,000
*Women aged 15-49
> more than
< less than

Soum: World Health Organization Global Programme on AIDS, September 1990

HIV infection and AIDS — global estimates for 1990

PERCENTAGE
WOMEN*

.ffo_.u
02

0.8
25

’"" ;”;0.03
" 0.06

3% of cases. However, these figures may be inaccurate because in
many countries, particularly in the developing world, reporting of
cases is often delayed and incomplete. A more accurate estimate of
AIDS cases, calculated by WHO to take under-reporting into account,
is given in the box above.

Even the figures for AIDS cases in the above table do not give an
accurate picture of the current state of the epidemic. Because the
average incubation period is approximately 10 years, reported
numbers of AIDS cases only indicate how many people were infected
at an uncertain point in the past; they do not reveal how many people
have HIV today,

A more accurate indication of levels of infection comes from the
results of blood tests which detect exposure to HIV among selected
groups of the population; these may be patients attending sexually
transmitted disease (STD) clinics, hospital outpatients, blood donors,
male and female prostitutes, injecting drug users and pregnant women
or new-born babies (who carry their mothers’ antibodies to HIV for
several months whether or not they are infected themselves). The
process of testing large groups of people for the epidemiological
purpose of mapping the path of HIV is known as screening; screening
of similar population groups over time gives an indication of the
developing course of the epidemic.

Such data must nevertheless be interpreted cautiously since it is not
always possible to make generalisations from information which
relates to particular individuals. HIV infection is seldom distributed
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Myths that miss the mark

Blood survey results clearly lay to rest the myth that HIV and AIDS only affect "high-risk groups”,
often assumed to be male. Women everywhere. especially young women, and children are
increasingly at risk.

Myth 1: Women don’t get HIV/AIDS

AIDS is now the leading cause of death for women aged 20-40 in major cities in the Americas.
Western Europe. and sub-Saharan Africa. Between 1989 and 1992 the number of women infected
with HIV in sub-Saharan Africa is expected to increase by more than 60% and the number of
infected children to double [45).

In West and Central African couniries, approximately equal numbers of men and women have
developed AIDS, although some studies show more infected women in some cities [47].
(Differcnces in rates of infection amongst men and women niust be interpreted cautiously. The
circumstances in which population groups are selected for testing may bias positive results
towards women or towards men.)

In the United States — where HIV has so far spread mainly among gay (homosexual) men and
injecting drug users — women now account for just over 10% of AIDS cases. [n the year ending
Tuly 1990, at least 345 of new AIDS cases among US women and 3% of new AIDS cases among
US men resulted from heterosexual intercourse (481 In New York, the worst affected state,
accounting for almost a quarter of all ATDS cases in the country, 17.3% of cases reporied in 1989
WETe amMong women (49}

In Europe one in six people diagnosed with AIDS in the year ending April 1990 were women
| 501.

Myth 2: Teenagers don’t get HEV/AIDS

At least half of all people infected with HIV worldwide are under the age of 25. About one-fifth
of all people who have developed AIDS to date are in their twenties {511, Because of the slow rate
of progression from HIV infection to AIDS, many must have been mfected in their teens.

The ratio of male to female cases of HIV is dramatically different in some countries among young
men and women compared with older adults, One Zairean study showed women aged between
15 and 30 to be four times more likely to have HIV than men in the same age group [52). Other
STDs show a similar bias towards young women. For example, in the United Kingdom in 1987,
women accounted for 60% of cases of gonorrhoea reported in people under the age of 20. The
male to female ratio was reversed in people above the age of 20 [53].

A 1990 US study of over a million teenage army applicants found that levels of infection among
young men and women were roughly equal, although the country has reported nearly nine times
as many AIDS cases among men as among women. Because risk data were not collected, the
contribution of injecting drug use, heterosexual or homosexual sex and social and economic
influences to HIV infection levels was unclear. The researchers say that "the most likely reason
tor the higher prevalences among 17- and 18-year-old [wornen] is that they are more likely 1o
have older, infected sexual partners than are males [54]".
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Myth 3: Infants don’t get HIV/AIDS

It is estimated that during the 1980s over 550,000 infants worldwide were bomn HIV-positive;
approximately 90% of these were in sub-Saharan Africa 155). Where levels of HIV infection in
women are high and women have higher levels of fenility, the opportunities tor mother-to-child
transmission of HIV are much greater (56).

AIDS is a sizeable new risk of death for young children in areas of the world where child survival
is already threatened, In some Central African studies between 10% and 20% of pregnant women
are infected. In a country where 100 children in every 1,000 die before the age of five (asituation
common in many developing countries), this level of infection would cause child deaths to
increase from 100 per 1,000 to between 118 and 136 per 1,000 (57). "The advances of
child-survival programmes of the past 20 years may already be reversed,” according to WHO
experts [58]. By comparison, in most industrial countries fewer than 20 children per 1,000 die
from all causes.

in the United States, AIDS is already the ninth leading cause of death among one- to four-year

-olds (591. Almost 2,500 children had been diagnosed with AIDS by July, 1990 (s0}.

evenly throughout a country’s population. Major cities just a few
kilometres apart can report dramatically different levels of infection.
For example, up to 50% of injecting drug users tested in Edinburgh,
United Kingdom, are infected. Seventy kilometres away in Glasgow,
the estimated level of infection in a similar group has never been more
than 6% [12). In the Rakai disirict of Uganda, levels of HIV infection
vary widely, from a low of 1.2% in some areas to 52.8% in others [13].

In 1985, about half of the global total of HIV infections were
estimated to be in the developing world. By 1990, on the basis of new
and improved blood survey data, this proportion had risen to
two-thirds of the estimated 8- 10 million people infected. Further rises
to as high as 75-80% and 80-90% are projected by the year 2000 and
2010 respectively [t4]. In mid-1990 Dr Michael Merson, newly
appointed director of WHO’s Global Programme on AIDS, stated that
the main message of these figures was that "the toll of HIV infection
around the globe is worsening rapidly, especially in developing
countries”. He added that "if HIV prevalence over the next couple of
years increases markedly in Asia and Latin America, and continues
to expand in sub-Saharan Africa, then our projections — which are

considered conservative — will need to be revised even further The toll of HIV

upward [15]". infection
Using the information from the improved blood surveys reported around the

in 1990, WHO constructed an epidemiologically based "AIDS globe is
projection model” to estimate the current levels of HIV infection in worsening
women and children around the world and to make short-term rapidly,
predictions of future levels. The model estimated that by the end of especially in
1992, sub-Saharan Africa would see a total of 600,000 cases of AIDS developing
in women and a similar number in children. Four million women and countries
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one million children would have been infected with the virus, This .
would likely represent about 90% of all cases of HIV infection in b
women and children worldwide f16].

PATTERNS OF INFECTION

Early in the epidemic, WHO identified regions by predominant modes

of transmission.

e North America, Western Europe, Australia and New Zealand,
where the overwhelming majority of people with HIV were men
infected through homosexual transmission or men and women
infected by sharing needles for drug use, were denoted pattern L.

o Sub-Saharan Africa, where the overwhelming majority of those

_with HIV were infected heterosexually, and where in consequence
HIV infection among children was relatively high, was pattern IL.

+ The Middle East, Asia and Eastern Europe, where extensive spread
of HIV began in the mid to late 1980s via blood transfusion and
sexual transmission, were pattern ITIL.

» Latin America and the Caribbean were originally deemed to be
pattern I areas, but the increasing number of women infected
heterosexually caused WHO to redesignate the region pattern I/I1.

Within this broad classification, patterns of infection within a region
vary from country to country. Furthermore, they are not static. In the
United Kingdom, for example, although the majority of people who
are HIV-positive are gay (homosexual) men and injecting drug users,
people who acquire HIV through heterosexual intercourse make up a
rising percentage of those affected[17]. In the United States, the 1980s
public perception of people with AIDS as middle-class, white,
homosexual men has been revised in the 1990s as disproportionate
levels of infection among black and Latino men and women in
underprivileged communities became apparent. From very few cases
of infection in the mid- 1980s, Thailand now reports accelerating HIV
spread. Infection is spreading in three ways: through shared needles,
and unprotected homosexual and heterosexual sex. Only in
sub-Saharan Africa has the pattern of transmission — predominantly
unprotected heterosexual intercourse — remained constant across the
region and over a period of years.

Women, heterosexual spread and drug use

Among industrialised countries, the United States has reported the
largest number of AIDS cases in women and chiidren: 13,395 and
2,464 respectively at the end of July 1990 18). These cases, however,
only represent the tip of the iceberg.



The global picture 7

Estimates from 24 US states suggest that three out of every 2,600
childbearing women nationwide are HIV-pasitive. Even this national
average can be misleading. Some US inner cities have much higher
rates of infection and some women face more risks than others. In the
six states in this study with data on mothers’ race, levels of HIV
infection were 5 to 15 times higher among black women than among
white women (19]. The identification of high levels of infection among
black and Latino communities in this and other US studies is an
indication of an underlying factor which helps the virus to spread in
many parts of the world — disadvantage and poverty.

A major factor in this spread through inner-city communities is
injecting drug use, reflecting "the frustration and anger of
marginalized and impoverished populations seeking escape through
mood-altering drugs,” according to Don Edwards, former executive
director of the US National Minority AIDS Council 20]. Injecting drug
use in itself accounted for almost half of all female US AIDS cases in
the year ending July 1990. In the same period over one-third of female
AIDS cases resulted from heterosexual sex (21]. Black and Latina
women are over-represented in these figures but the risk is not
exclusive to poor urban communities (22].

In Europe, particularly in Switzerland, ltaly, France and Spain,
HIV has spread rapidly among injecting drug users and their sexual
partners. Miore than half of the 1,729 people who tested HIV-positive
in Scotland by the end of 1989 werc injecting drug users. Many have
acknowledged their injecting risk but do not yet realise the extent to
which unprotected sexual intercourse puts partners at risk, say
counsellors. In one city, Edinburgh, one in a 100 men between the

Highway headlines:
messages that can't be
missed in Zarmbhio tell
drivers they cannot
gvoid HIV by assuming
i is someone else’s
problem. Risks are
firmly attached to

| activities and not to

particular proups of

people,
Ron GilingiPanos
Picturcs

The impact
of HIV is
magnified
by poverty
and under-
development
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ages of 15 and 44 are estimated to be infected (23] and some researchers
say heterosexual sex is now a more common means of transmission
than needle sharing [24).

The number of women infected by unprotected heterosexual sex
may even be slightly underestimated by those countries which use a
hierarchical system to classify risk factors for AIDS. In the United
States and the United Kingdom, for example, a drug-using woman
with AIDS is classified according to her injecting risk rather than
because she has sex with a drug-using partner, even though the latter
may have been her source of infection.

Bisexual men and their women partners

Some men have sexual relations both with women and other men.
Many of these men marry and do not identify themselves as bisexual
or homosexual. Some studies suggest that men who do not
acknowledge their bisexual behaviour are less likely to use condoms
with their female partners than with their male partners [25].

The first appearance of AIDS in Latin America and the Caribbean
was in men who had contracted the virus through unprotected
homosexual sex. But because a significant number of men in the
region have intercourse with both sexes [26], infection has spread
increasingly 1o women. By mid- 1990, 20% of HIV infections in South
America were estimated to be in women [271.

In Brazil, which has reported the greatest number of AIDS cases
in Latin America, unprotected bisexual sex has had a greater influence
on heterosexual spread than injecting drug use — which is generally
confined to specific areas, such as Rio de Janeiro and S3o Paulo [2s}.
Similar trends are emerging in other Latin American countries. In
Mexico, the ratio of male to female infection was 7:1 in December
1989. The following April it stood at 5:1 [29]. In late 1989, Honduras
reported a male to female ratio of infection of 1.3:1. In April that year,
13.7% of the country’s AIDS cases occurred among homosexual men
and 13.3% in bisexual men. The "truly surprising fact” say
researchers, is that 65.8% of the cases have occurred among
heterosexuals -~ nearly half of them women. Seven per cent were
female prostitutes, "but the remainder...most likely represent women
infected by bisexual men" (30]. Some countries in the Caribbean show
the same trend. In 1983, many Trinidadians believed HIV was
exclusively confined to homosexual and bisexual men. During 1989,
however, figures showed that 43% of AIDS cases occurred among
heterosexuals. Many must have been infected several years earlier.
The male to female ratio of infection in Trinidad fell from 19:1 in
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1984 to 3:1 in 1989 [31].

The phenomenon of women at risk of infection from unprotected
sex with a bisexual partner who may have been exposed to HIV is
not unique to Latin America and the Carribean. In the United
Kingdom, for example, according to a 1990 report, over 10% of
homosexual men said they had had sex with a female partner within
the previous year [32].

Heterosexual spread

In Central, Eastern and Southern Africa and in some parts of the
Caribbean, men and women have been infected with HIV in roughly
equal numbers, primarily through heterosexual sex, since the
beginning of the epidemic. In sub-Saharan Africa, one in 40 adult men
and women are estimated to be HIV-positive {33], but the picture is far
from uniform across the region. Some countries are particularly badly
affected, while others are relatively untouched.

The reasons for such widespread infection in sub-Saharan Africa,
and the implications for women, arc examined in later chapters of this
dossier. The impact of HIV in developing countries is magnified by
poverty and underdevelopment, which limit available health
programmes and threaten community stability. In some of the most
heavily affected countries in Africa, inadequate access to basic health

"¥en who have sex
with men should have
repuilar heulth cheeks,”
advises & Norwegian
poster. Stedies show
that many men who do
not ecknowledge their
bisexuality are less
likely to use condoms —
particularly with their
female partners.
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services has meant that many people are not effectively treated for
sexually transmitted diseases — which in themselves appear to be
significant co-factors in HIV transmission (sec Chapter 2).

An open door

A few years ago it scemed that AIDS was knocking on the door of
Asia, That door is now wide open. In mid-1990, WHO reported that
the total number of people with HIV in Asia had risen from virtually
nil two years previously to an estimated total of at least 500,000 -— a
much more rapid increase than had been predicted. WHO wamed that
estimates of HIV infections in Asia by the year 2000 — between 1.0
and 1.5 million -— might have to be revised dramatically upwards if
current trends continued {34].

In Thailand in the mid-1980s, cases of HIV infection were
restricted to the extensive networks of homosexual prostitutes
catering for foreign visitors. By 1988, HIV was spreading rapidly
within a second population: Thailand’s estimated 100,000 injecting
drug users [35]. Testing among some groups of Thai drug users found
nearly half were HIV-positive by mid-1990, according to WHO [36).
Heterosexual transmission of HIV is emerging as a significant
problem. Poorly paid women in the Thai sex industry are particularty
affected. Atthe end of 1989, the average rates of HIV infection among
different groups of sex workers, many of whom cater for international
sex tourists, ranged from nearly 2% to almost 7% — double the figures
recorded six months earlier. The sex ratio of people with HIV rose
from one woman for every 17 men in 1986 to one woman for every
five men in 1990 (37).

Reports from India show that HIV is making rapid inroads. Over
100,000 blood donations tested in Bombay in 1989 revealed that
0.14% of those who gave blood voluntarily were HIV-positive,
Among donors who sell blood, generally as a means of livelihood,
2.4% tested positive [38]. Meanwhile, tests between September 1986
and January 1990 showed that 6.2% of nearly 2,000 women working
inthe "red light" areas of Bombay tested positive. Initially few women
were infected, but among those tested in the six-month period up to
January 1990, almost one-quarter were HIV-positive [39],

Other countries are also increasingly affected, although figures on
the impact on wornen are not always available. Infection in Sri Lanka
and Indonesia — still uncommon — is associated with homosexual
transmission, while infection resulting from sharing needles for drug
use has been detected in China, India and Malaysia.



The global picture

A major challenge

Although the exact level of HIV infection among women worldwide
is not known, evidence exists to show that millions are already
HIV-positive, and that millions more are likely to become infected
before the end of the century. In the words of WHO, HIV infection in
women is set to become "one of the major challenges to public health,
health care and social support systems worldwide” [401.

HIV and AIDS are a potential threat to women all over the world.
This dossier contains examples, information and testimony from
many countries but has necessarily concentrated on two areas: Africa,
where HIV infection among women is believed to be most
widespread; and the United States, which reports the greatest number
of affected women in the industrialised world and where resources
have allowed most research on the epidemic.

Wherever it strikes, the epidemic of HIV/AIDS has an impact far
beyond that of individual illness and early death. The Human
Immunodeficiency Virus affects every aspect of women’s lives,
whether or not they themselves are infected. Some of these aspects
are examined in the following chapters.
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