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Abstract 

The focus of this paper is on the what, why, and how of gender, sexuality, and HIV/AIDS and is limited to issues 

related to the heterosexual transmission of HIV because that has been the the most common transmission HIV for 

women since the emergence of the epidemic in Sub-Saharan Africa and particularly amongst poor rural women which 

has been the focus of my work over the last decade. We recognize that heterosexual transmission is only one aspect of 

the epidemic, but it is by no means irrelevant since the most recent statistics show that heterosexual transmission of HIV 

remains by far the most common mode of transmission not only in Africa but globally Gupta (2000). We have known for 

at least a decade that gender and sexuality are significant factors in the sexual transmission of HIV, and we now know 

that they also influence treatment, care, and support Gupta, (2000) Hussayn (2016,2017). Both terms, nevertheless, 

continue to remain misunderstood and inappropriately used.  

 

I. INTRODUCTION 

The United Nations (UN) named year 2000 as the year in which gender equality, development and peace shall be 

guaranteed women for the twenty first century. The UN emphasized that gendered issues surrounding the reproductive 

life of women be paid serious consideration in promoting the Reproductive Health Decision-Making (RDHM) process. 

Almost two decades after this declaration and commitment by almost all the countries the world gender has continued 

to dictate the life of women in different spheres especially that of married women, men‘s inability or willingness to 

engage in risky sexual behaviour by not curbing curb their sexual desires and appetites has continued to increase their 

wives HIV vulnerability status. Theways and manner that women were vulnerable to Sexually Transmitted Infections 

(STIs) and Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency Syndrome (AIDS) due to their lack 

of contribution to RHDM. Accordingly Hussayn (2017) identified the levels of women‘s vulnerability which can be 

noticed in the following aspects of their lives:  

(a)Women‘s role in the RHDM process;  

(b) The key factors influencing women‘s participation in RHDM;  

(c) The impacts of women‘s involvement in RDHM;  

(d) Challenges faced by women in contributing to RHDM and;  

(e) If there is a communication model that facilitates participation RHDM. 

These five factors can be very significant according to Hussayn (2015, 2016, 2017) in understanding the varying degrees 

of women‘s vulnerability to heterosexual transmission ofHIV. 

The revolution around the role of women in the social order has been a global one creating more awareness about 

gender roles in policy making and the need to adopt gender inclusive perspective goals for the purpose of empowering 

women. According to United Nations Fund for Population Activities (UNFPA), (2005) when these goals are achieved 

then development, peace and the condition necessary for sustainable development would have been created (Hussayn, 

2017).  

Past United Nation‘s conferences such as the Convention on the Elimination of All forms of Discrimination Against 

Women (CEDAW) (1979), the World Conference on Human Rights, Vienna (1993), the International Conference on 

Population and Development, Cairo (1994), the World Conference on Women, Beijing (1995), and the Security Council 

Resolution of the United Nations (2000), have all paid serious attention to ensuring equal treatment of men and women 

(Hussayn, 2017).  

The widespread existence of discrimination against women prompted resolution 12 of CEDAW in the area of equality of 

men and women in healthcare including those related to the family worldwide National Action Committee on AIDS 

(NACA, 2012). Beijing (1995) restates the commitment reached at the 1994 International Conference on Population and 

Development (ICPD) with special emphasis on women‘s reproductive health and rights. The ICPD (1994) saw 

reproductive health as ‗the state ofcomprehensive well-being of women, be it social, mental, psychological or physical, 
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not simply the non-appearance of ailment or susceptibility in all matters concerning the reproductive health systems 

and to its utilities and processes‘ United Nation Aids (UNAIDS) 2012; UNFPA, 2011). 

Gender is not a synonym for sex. It refers to the widely shared expectations and norms within a society about 

appropriate male and female behavior, characteristics, and roles. It is a social and cultural construct that differentiates 

women from men and defines the ways in which women and men interact with each other. Gender is a culture-specific 

construct—there are significant differences in what women and men can or cannot do in one culture as compared to 

another. But what is fairly consistent across cultures is that there is always a distinct difference betweenwomen‘s and 

men‘s roles, access to productive resources, and decision-making authority (Gupta, 2000, Hussayn, 2016, 2017).  

Typically, men are seen as being responsible for the productive activities outside the home while women are expected to 

be responsible for reproductive and productive activities within the home. And we know from over twenty years of 

research on women‘s roles in development that women have less access over and control of productive resources than 

men—resources such as income, land, credit, and education (Gupta, 2000). While the extent of this difference varies 

considerably from one cultureto the next, it almost always persists (Sivard et al.1995; Buvinic 1995).  

Sexuality is distinct from gender yet intimately linked to it. It is the social construction of a biological drive. An 

individual‘s sexuality is defined by whom one has sex with, in what ways, why, under what circumstances, and with 

what outcomes (Gupta, 2000, Hussayn, 2016, 2017). It is more than sexual behavior; it is a multidimensional and 

dynamic concept. Explicit and implicit rules imposed by society, as defined by one‘s gender, age, economic status, 

ethnicity and other factors, influence an individual‘s sexuality (Zeidenstein and Moore 1996; Mueller 1993).  

The International Centre for Research on Women (ICRW)discussions about the components of sexuality are classified as 

the six Ps of sexuality—practices, partners, pleasure/pressure/pain, and procreation. The first two refer to aspects of 

behavior—how one has sex and with whom; while the others refer to the underlying motives. But we have learned 

through data gathered over many years that there is an additional P of sexuality that is the most important—power. The 

power underlying any sexual interaction, heterosexual or homosexual, determines how all the other Ps of sexuality are 

expressed and experienced.  

Power determines whose pleasure is given priority and when, how, and with whom sex takes place. Each component of 

sexuality is closely related to the other but the balance of power in a sexual interaction determines its outcome (Weiss 

and Rao Gupta 1998). Power is fundamental to both sexuality and gender. The unequal power balance in gender 

relations that favors men, translates into an unequal power balance in heterosexual interactions, in which male pleasure 

supersedes female pleasure and men have greater control than women over when, where, and how sex takes place.  

An understanding of individual sexual behavior, male or female, thus, necessitates an understanding of gender and 

sexuality as constructed by a complex interplay of social, cultural, and economic forces that determine the distribution of 

power. Research supported by ICRW and conducted by researchers worldwide has identified the different ways in 

which the imbalance in power between women and men in gender relations curtails women‘s sexual autonomy and 

expands male sexual freedom, thereby increasing women‘s AND men‘s risk and vulnerability to HIV (Weiss and Rao 

Gupta 1998; de Bruyn et al. 1995; Heise and Elias 1995). Let me first briefly go through the factors associated with 

women‘s vulnerability to HIV.  

The imbalance of power between men and women led Atol (2002) to define empowerment as the process through which 

―power‖ can be acquired by people acting in their individual and collective capacity, among individuals or a 

community, it designates first and foremost the ability to act independently, but that when power has been acquired the 

means needed for the exercise of that power must also be inherent in the acquired power, (Sophie &Lissette, 2007). 

Empowerment is thus presented as encompassing a two-way dimension seen as a process, a dynamic construction of 

identity, at the individual and collective level (Action AID and Romano, 2002, &Charliers, 2006). 

Feminist groups and development Non-Governmental Organizations (NGOs) recognized this definition and further 

broadened it in the following dimension of empowerment (Action Aid & Romano, 2002).  

 

• ―Power over‖: this brand of power explains a dominion relationship between parties involved. This definition 

assumes that available power is limited and the holder of that limited power must wield it to subjugate and control 

his/her subjects; • ―Power to‖: this dimension of power includes the holders ability to make decision for and on behalf 

of those for whom power is held including exercise authority on their behalf and find solutions to problem for them on 

their behalf. Thisis the kind of power that husbands exercise on their wife‘s behalf as they arrogate to themselves an all 

knowing right over their wives desires and wishes. The implication of this form of power can be said to mean cognitive 

ability involving the use of knowledge and the knowhow as well as economic power which comes from access and 

control of resources implying assets;  

• ―Power with‖: comes with exercise of social or political power in which highlights the group aim and agreement or 

common purpose or understanding, as well as the readiness or the capacity to come together and aggregate and protect 
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shared goals, when people collectively agree and feel they have power they take joint action whenever necessary to 

fulfill their common and collective vision;  

• ―Power within‖: this notion of power refers to self-consciousness that comes from within the individual or group 

when they come to realize their individual and collective potential and they are willing to take action through self-

analysis of their situation themselves (Baba, Rajwani& Hussayn, 2014).  

 

Women‘s vision to access power, acquire power and use this power to control their lives and choose for themselves is at 

the bottom of the search for empowerment, this notion of ―making choices‖ has been at the core of the work of Sen 

(2000) and Kabeer (2001), they both discussed extensively on people‘s ability to have access to things and to make 

choices. Furthermore, they opined that institutions and laws design the capacity for empowerment, inculcated in the 

people‘s culture, norms and values are the various dimensions of empowerment under discussion. 

 

II. Women’s Vulnerability 

 

In many societies there is a culture of silence that surrounds sex that dictates that ―good‖ women are expected to be 

ignorant about sex and passive in sexual interactions. This makes it difficult for women to be informed about risk 

reduction or, even when informed, makes it difficult for them to be proactive in negotiating safer sex (Carovano 1992).  

Second, the traditional norm of virginity for unmarriedgirls that exists in many societies, paradoxically, increases young 

women‘s risk of infection because itrestricts their ability to ask for information about sex out of fear that they will be 

thought to be sexuallyactive. Virginity also puts young girls at risk of rape and sexual coercion in high prevalence 

countriesbecause of the erroneous belief that sex with a virgin can cleanse a man of infection and because of theerotic 

imagery that surrounds the innocence and passivity associated with virginity.  

In addition, incultures where virginity is highly valued, research has shown that some young women practice 

alternativesexual behaviors, such as anal sex, in order to preserve their virginity, although these behaviors mayplace 

them at increased risk of HIV (Weiss, Whelan, and Rao Gupta 2000).  

Third, because of the strong norms of virginity and the culture of silence that surrounds sex, accessing treatment 

services for sexuallytransmitted infections can be highly stigmatizing for adolescent and adult women (Weiss, Whelan, 

and Gupta 2000; de Bruyn et al. 1995).  

Fourth, in many cultures because motherhood, like virginity, is considered to be a feminine ideal, using barrier methods 

or non-penetrative sex as safer sex options presents a significant dilemma for women (Heise and Elias 1995; UNAIDS 

1999).  

Fifth, women‘s   economic dependency increases their vulnerability to HIV. Research has shown that the economic 

vulnerability of women makes it more likely that they will exchange sex for money or favors, less likely that they will 

succeed in negotiating protection, and less likely that they will leave a relationship that they perceive to be risky (Heise 

and Elias 1995; Mane, Rao Gupta, and Weiss 1994; Weiss and Rao Gupta1998).  

Sixth a study in Sub-Saharan Africa has shown that churches conduct compulsory HIV test for adherents and refuse to 

conduct marriages when either of the couple is HIV positive, this can pose potential problem particularly for women 

because of the societal pressure and importance attached to marriages, while in Nigeria women attending ante natal 

clinics (ANC) are compulsorily tested, the implication of this is that women are likely to know their HIV status before 

their husbands which can open then to stigma and various forms of discrimination (Baba, Rajwani, & Hussayn 2014; 

Hussayn 2017,)   

And finally, the most disturbing form of male power, violence against women, contributes both directly and indirectly 

to women‘s vulnerability to HIV. In population-based studies conducted worldwide,anywhere from 10 to over 50 

percent of women report physical assault by an intimate partner. And one-third to one-half of physically abused women 

also report sexual coercion (Heise, Ellsberg, and Gottemoeller 1999).  

A review of literature on the relationship between violence, risky behavior, and reproductive health, conducted by Heise 

and colleagues (1999) shows that individuals who have been sexually abused are more likely to engage in unprotected 

sex, have multiple partners, and trade sex for money or drugs. This relationship is also apparent in the findings from a 

study conducted in India. In this study men who had experienced extramarital sex were 6.2 times more likely to report 

wife abuse than those who had not. And men who reported STI symptoms were 2.4 times more likely to abuse their 

wives than those who did not (Martin et al. 1999).  

And from other research we also know that physical violence, the threat of violence, and the fear of abandonment act as 

significant barriers for women who have to negotiate the use of a condom, discuss fidelity with their partners, or leave 

relationships that they perceive to be risky (Mane, Rao Gupta, and Weiss 1994; Weiss and Rao Gupta 1998). 
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Additionally, data from a study conducted in Tanzania by Maman, Mbwambo, and colleagues (2000) suggest that for 

some women the experience of violence could be a strong predictor of HIV. In that study, of the women who sought 

services at a voluntary HIVcounseling and testing center in Dar es Salaam, thosewho were HIV positive were 2.6 times 

more likely tohave experienced violence in an intimate relationshipthan those who were negative. 

 

III. Men’s Vulnerability 

 

The ways in which the unequal power balance in gender relations increases men‘s vulnerability to HIV infection, 

despite, or rather because of, their greater power is presented below, this goes to prove or affirm that unequal power 

balance between the sexes is a double edge sword that must be handled carefully. 

First, prevailing norms of masculinity that expect men to be more knowledgeable and experienced about sex, put men, 

particularly young men, at risk of infection because such norms prevent them from seeking information or admitting 

their lack of knowledge about sex or protection, and coerce them into experimenting with sex in unsafe ways, and at a 

young age, to prove their manhood (UNAIDS 1999; Gupta, 2000; Baba, Rajwani, & Hussayn 2014). 

Second, in many societies worldwide it is believed that variety in sexual partners is essential to men‘s nature as men and 

that men will seek multiple partners for sexual release—a hydraulic model of male sexuality that seriously challenges 

the effectiveness of prevention messages that call for fidelity in partnerships or a reduction in the number of sexual 

partners (Mane, RaoGupta, and Weiss 1994; Heise and Elias 1995). (Husayn, 2016) calls this ―man‘s apparent 

unwillingness or inability to curb or control his sexual appetite‖ 

Third, notions of masculinity that emphasize sexual domination over women as a defining characteristic of male hood 

such as multiple sexual partnering either in the form of concubines or polygyny or refusal to use condom as a show 

power over women (Baba, Rajwani, & Hussayn 2014) contribute to homophobia and the stigmatization of men who 

have sex with men. The stigma and fear that result force men who have sex with men to keep their sexual behavior 

secret and deny their sexual risk, thereby increasing their own risk as well as the risk of their partners, female or male 

(UNAIDS 1999). 

Fourth, men in many societies are socialized to be self-reliant, not to show their emotions, and not to seek assistance in 

times of need or stress (WHO,1999). This expectation of invulnerability associated with being a man runs counter to the 

expectation that men should protect themselves from potential infection and encourages the denial of risk. Overall, these 

manifestations of traditional notions of masculinity are strongly associated with a wide range of risk-taking behavior. 

For example, a national survey of adolescent males aged 15 to 19 in the U.S. foundthat young men who adhered to 

traditional views ofmanhood were more likely to report substance use,violence, delinquency, and unsafe sexual 

practices(Courtenay 1998). 

 

IV. Power Imbalance and HIV/AIDS 

 

In addition to increasing the vulnerability of women and men to HIV, the power imbalance that defines gender relations 

and sexual interactions also affects women‘s access to and use of services and treatments. For example, the Tanzanian 

study conducted by Maman, Mbwambo and colleagues (1999) found that there were gender differences in the decision-

making that led to the use of HIV voluntary counseling and testing services (VCT). While men made the decision to seek 

voluntary counseling and testing independent of others, women felt compelled to discuss testing with their partners 

before accessing the service, thereby creating a potential barrier to accessing VCT services.  

Women‘s social and economic vulnerability and gender inequality also lie at the root of their painful experiences in 

coping with the stigma and discrimination associated with HIV infection. HIV positive women bear a double burden: 

they are infected and they are women. In many societies being socially ostracized, marginalized, and even killed are 

very real potential consequences of exposing one‘s HIV status.  

Yet, HIV testing is a critical ingredient for receiving treatment or for accessing drugs to prevent the transmission of HIV 

from awoman to her child.In a recent study conducted by researchers inBotswana and Zambia in collaboration 

withresearchers from ICRW, men and women expressedconcern for women who test positive because theyfelt that men 

would be likely to abandon a HIVpositive partner. On the other hand, it was expectedthat women would initially get 

angry with a HIVpositive partner, but ultimately accept him (Nybladeand Field 2000). 

 

V. Overcoming Inequality 

 

How is one to overcome these seeminglyinsurmountable barriers of gender and sexualinequality? How can we change 

the cultural normsthat create these damaging, even fatal, genderdisparities and roles? An important first step is 
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torecognize, understand, and publicly discuss the waysin which the power imbalance in gender and sexualityfuels the 

epidemic.There has been a definite shift in the internationalpublic and political rhetoric on HIV/AIDS over the lasttwo 

years.  

The dominant discourse now reflects anincreased acknowledgment of the role that genderplays in fueling the epidemic. 

Unfortunately, asidefrom a few exceptions, such public discourse on sexand sexuality is still invisible. There is an urgent 

needto break that silence because we know that talkingopenly about sex is the first step to reducing denialand bringing 

about acceptance of our collectivevulnerability.In contrast, public health discourse, as seen inscientific journals and 

forums, reflects definiteprogress in understanding the importance of bothgender and sexuality as shown by Gupta 

(2000).  

But because this increasedunderstanding is fueled in large part by the need tointerpret the dynamics of the AIDS 

epidemic, theanalysis of gender and sexuality is situated firmlywithin a framework of disease. Sexuality as seenthrough 

the public health prism, therefore, is still apotential determinant of ill health and little else. As aresult, safer sex is the 

mainstream theme within thisdiscourse, while sexual health, pleasure, and rightsremain on the margins.It is also 

important to note that the progress in thepublic health discourse on gender and sexuality is notmatched by progress in 

action. There is a substantialgap between the talk and the walk.  

This is partlybecause it is easier now to explain the why and whatwith regard to gender, sexuality, and HIV/AIDS, 

butthere is less known about the how—how to addressthese issues in a way that has an impact on theepidemic. It must 

be said, however, that this relativelylittle information on the how is not due to a lack ofinnovation and trying. Although 

there are still no clearcutanswers and there is very little data to establishthe impact of the efforts that have been tried, it 

ispossible to look back and identify clear-cut categoriesof approaches—approaches that fall at differentpoints on a 

continuum from damaging to empowering. 

To effectively address the intersection between HIV/AIDS and gender and sexuality requires that 

interventions should, at the very least, not reinforcedamaging gender and sexual stereotypes. Many of ourpast and, 

unfortunately, some of our current efforts,have fostered a predatory, violent, irresponsible imageof male sexuality and 

portrayed women as powerlessvictims or as repositories of infection.  

This poster, inwhich a sex worker is portrayed as a skeleton, bringingthe risk of death to potential clients, is an example 

ofthe latter which, from experience we can predict,probably succeeded in doing little other thanstigmatizing sex 

workers, thereby increasing theirvulnerability to infection and violence. There are manyother examples of such 

damaging educationalmaterials.  

A particularly common type is one thatexploits a macho image of men to sell condoms. Noamount of data on the 

increase in condom sales isgoing to convince cynics that such images are notdamaging in the long run. Any gains 

achieved by suchefforts in the short-term are unlikely to be sustainablebecause they erode the very foundation on 

whichAIDS prevention is based — responsible, respectful,consensual, and mutually satisfying sex. 

 

VI. Approaches that Do No Harm 

 

In comparison, gender-neutral programming is a step ahead on the continuum because such approaches at least do no 

harm. Examples include prevention education messages that are not targeted to any one sex, such as ―be faithful‖ or 

―stick to one partner,‖ or treatment and care services that make no distinction between the needs of women and men, 

not recognizing, for example, that women clients may need greater social support than men or that women might prefer 

female counselors and health care providersto male providers. While such gender-neutral programs are better than 

nothing, they often are less than effective because they fail to respond to the gender-specific needs of individuals. 

 

VII. Gender-sensitive Approaches 

 

In contrast, gender-sensitive programming that recognizes and responds to the differential needs andconstraints of 

individuals based on their gender and sexuality is another step forward on the continuum ofprogress. The defining 

characteristic of such interventions is that they meet the different needs of women and men.  

Providing women with a female condom or a microbicide is an example of such programming. Itrecognizes that the 

male condom is a male-controlled technology and it takes account of the imbalance in power in sexual interactions that 

makes it difficult for women to negotiate condom use by providing women with an alternate, woman-initiated 

technology.  

Efforts to integrate STD treatment services with family planning services to help women access such services without 

fear of social censure is another example of such an approach. We know that such pragmatic approaches to 
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programming are useful and necessary because they respond to a felt need and often significantly improve women‘s 

access to a proactive sense of protection, treatment, or care.  

But by themselves they do little to change the larger contextual issues that lie at the root of women‘s vulnerability to 

HIV. In other words, they are necessary, even essential, but not sufficient to fundamentally alter the balance of power in 

gender relations. 

 

VIII. Transformative Approaches 

 

Next on the continuum are approaches that seek to transform gender roles and create more gender equitable 

relationships. The last few years have seen a burgeoning of such efforts. Two excellent examples of this type of 

intervention are the Men as Partners or MAP project being conducted by the Planned Parenthood Association of South 

Africa in collaboration with AVSC International and the Stepping Stones program.  

Both programs seek to foster constructive roles for men in sexual and reproductive health. The curricula for these 

programs use a wide range of activities—games, role plays, and group discussions—to facilitate an examination of 

gender and sexuality and its impact on male and female sexual health and relationships, as well as to reduceviolence 

against women. What is novel about these programs is that they target men, particularly young men, and work with 

them and women to redefine gender norms and encourage healthy sexuality.  

These are just two of an increasing number of innovative efforts to work with men,women, and communities. There is 

an urgent need now to rigorously evaluate the impact of these and other creative curricula in the settings for which they 

were developed and to find ways to replicate their use on a larger scale. 

There is also a need to find ways to intervene early to influence the socialization of young boys to foster gender 

equitable attitudes and behaviors. Research conducted by Barker in Brazil suggests that one way to do this is to study 

the many adolescent boys who do not conform to traditional expectations of masculinity. By studying these ―positive 

deviants,‖ Barker was able to identify a number of factors associated withgender equitable attitudes among 

youngadolescent males.  

These factors include: acknowledgement of the costs of traditionalmasculinities, access to adults who do not conformto 

traditional gender roles, family intervention orrejection of domestic violence, and a genderequitable male peer group. 

These factorsunderscore the importance of male role models,within the peer group and the family, who behave 

ingender-equitable ways. More such creative researchon masculinity and its determinants is necessary inorder to 

identify the best approaches to promotegender-equitable male attitudes and behaviors. 

Other programs that seek to transform genderrelations include efforts to work with couples as theunit of intervention, 

rather than with individualwomen or men. Couple counseling in HIV testingclinics to help couples deal with the results 

of theirtests and in family planning programs that promotedual protection against both unwanted pregnancy 

andinfection are recent examples of efforts that seek toreduce the negative impacts of the gender powerimbalance by 

including both partners in theintervention.  

Some programs, however, have reporteddifficulty in being able to find and recruit couples whoare willing to participate, 

although many couples whodo participate describe couple counseling as apositive experience. Research is needed to 

identifyways to overcome the barriers to couple counselingand to test the effectiveness of this method increating more 

gender-equitable relationships and inreducing vulnerability and stigma. 

 

IX. Approaches that Empower 

 

And finally, at the other end of the continuum—faraway from programs that foster damaginggenderstereotypes—are 

programs that seek to empowerwomen or free women and men from the impact ofdestructive gender and sexual norms. 

These areprograms that empower women by improving theiraccess to information, skills, services, andtechnologies, but 

also go further to encourageparticipation in decision-making and create a groupidentity that becomes a source of power 

– a groupidentity separate from that of the family because formany women the family is often the social institutionthat 

enforces strict adherence to existing gendernorms. 

The Sonagachi sex worker project of WestBengal, India, is an excellent example of a project thatsought to empower a 

community throughparticipation and mobilization. What began as an HIV/AIDSpeer education program was 

transformed intoan empowering community organizing effort that putdecision-making in the hands of the most 

disempowered — the sex workers (West Bengal SexualHealth Project 1996).  

How can we replicate Sonagachiin multiple sites worldwide? What are the ingredientsthat contributed to its success in 

mobilizing andorganizing a disempowered community? Without theanswers to these questions Sonagachi will remain 
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theexclusive exception rather than the rule.In the ultimate analysis, reducing the imbalance inpower between women 

and men requires policiesthat are designed to empower women.  

Policies thataim to decrease the gender gap in education,improve women‘s access to economic resources,increase 

women‘s political participation, andprotect women from violence are key toempowering women. We now have 

twointernational blueprints—the Cairo Agenda and theBeijing Platform for Action—that delineate thespecific policy 

actions that are essential forassuring women‘s empowerment.  

Sincegovernments worldwide have committed to theseblueprints, it would be useful for the HIV/AIDScommunity to 

join hands with the internationalwomen‘s community to hold governmentsaccountable for their promises by ensuring 

thatthe actions recommended in these documents areimplemented. Creating a supportive policy andlegislative context 

for women is crucial forcontaining the spread of the HIV/AIDS epidemicand mitigating its impact. 

 

X. Moving Ahead 

 

It is clear that the sensitive, transformative, andempowering approaches to gender and sexuality outlined are not 

mutually exclusive. Theymust occur simultaneously as the self-reinforcing and efforts should bemade to expand the 

portfolio of options within eachcategory. In this, as in other AIDS programming, weneed a multipronged approach. We 

must continue toaddress the differing needs and concerns of womenand men, while we work on altering the status quo 

ingender relations, in minor and major ways. 

As we look to the future, let us be alert to thepotential impediments to our success. Let us ensurethat new, promising 

HIV/AIDS biomedicaltechnologies, such as vaccines, which have thepotential for making a substantial dent in 

theepidemic, are not impeded by entrenched genderbarriers. Let us acknowledge that no biomedicaltechnology is ever 

gender-neutral. To ensure equalaccess for all, women and men, girls and boys, wemust work hard now, way before 

these technologiesare ready for use, to identify the potential genderspecificconstraints to their use and find ways 

toovercome them.And let us worktogether to fight against two commonlyheld beliefs that continue to stand in the way 

of ourefforts.  

The first mistaken belief is that empoweringwomen will disempower men. This is not true.Empowering women is not a 

zero-sum game. Power isnot a finite concept. More power to one invariably, inthe long-term, means more power to all. 

Empoweringwomen empowers households, communities and entirenations. 

And the second is thefear that changinggender roles to equalizethe gender powerbalance conflicts withthe value 

ofmulticulturalism anddiversity. In point of fact, by changing gender roleswhat is being altered is not a society‘s culture 

butrather its customs and practices, which are typicallybased on an interpretation of culture.  

The researcher believes thatcustoms and practices that seek to subordinatewomen and trap men in damaging patterns of 

sexualbehavior are based on a biased interpretation ofculture that serves narrow interests. We know that thecustoms 

and practices associated with male andfemale roles and sexuality in many societies today arecompromising the rights 

and freedoms of individualsand promoting a cycle of illness and death. This muststop. There can be no more powerful 

reason forchange; gender roles that disempower women andgive men a false sense of power are killing our youngand 

our women and men in their most productiveyears. This must change. That is the message that must be communicated. 

 

Hussayn U Idris (Ph.D.) teaches Social Development at Kaduna Polytechnic is a freelance researcher and Social and 

Community development practitioner. He has morethan seventeen years of teaching research Social and community 

development practice experience in voluntaryand public sector contexts in the Nigeria. Hussayn‘s passion for 

promotingwomen‘s equality is expressed through his feminist community development practice andstrengthened 

through many years of academic study. Hussayn studied for a PhD in the Schoolof Social Development University 

Utara Malaysia identify ‗the role of women in reproductive health decision-making and their vulnerability to STIs and 

HIV/AIDS in Nigeria‘ 
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