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PURPOSE AND OBJECTIVES OF THIS RESEARCH DOCUMENT

The purpose of this Research Document (RD) is to introduce HIV/AIDS onto the agenda of social and economic development issues of the Organization of the American States, in keeping with the first and third Summits of the Americas, held in 1994 and 2001, respectively. The main goal of this Research Document is to increase awareness in the Organization of the American States about HIV/AIDS in the Caribbean, especially in the English-speaking countries of the region.

The over-riding concern and objective of the RD is to focus on women and HIV/AIDS in the region to fully understand the breadth of the disease from a gender-oriented approach.  The reason “gender” is being underscored is to fully comprehend the nature of how the disease impacts the lives of women and to then, take into consideration a tailored response to the local realities of the region as they relate to women and this disease.

Because the Inter-American Commission of Women, CIM, emphasizes the ongoing need to incorporate a gender perspective in policies and programs designed, endorsed and executed by the Organization of American States, it is necessary to take responsibility and report on the region’s experience with this devastating disease and table “talking” points on which possible action can be taken by member states to alleviate the stresses of HIV/AIDS as it relates to women in the Caribbean.

It should be noted, that this RD is based on secondary sources only. It refers to the Caribbean writ large and where appropriate refers specifically to the English-speaking Caribbean. The document will dedicate a specific section to “vulnerabilities” and highlight Caribbean women’s relationship to this scourge since there are physiological and other aspects that pertain specifically to women. The structure of this RD is such that general information about Caribbean women and HIV/AIDS will be riddled throughout the report so that an overall comparative aspect is neatly fit into the information provided.

EXECUTIVE SUMMARY
This Research Document (RD) encompasses seven sections that speak to HIV/AIDS. The special regional focus of this RD is the Caribbean, especially the English-speaking Caribbean. The gender aspects of the disease are of particular focus in this report. The Introduction, Part I, offers a brief comparative overview of past scourges, that hit Europe from as early as 430 BC, to begin to comprehend the devastation that remains in the wake of unbridled diseases that become pandemic. AIDS is such a disease, the magnitude of which since the 1970s has dealt a tremendous blow worldwide. At the end of 2005 there were approximately 24,000 deaths in the Caribbean and 300,000 persons living with AIDS in the region.

Part II, introduces epidemiological patterns and trends of AIDS in the Caribbean region. There is an overall prevalence of 2.11 percent among adults making the Caribbean the region with the highest prevalence rate of any region in the world other than sub-Saharan Africa. The Caribbean has the highest AIDS incidence rate in the Americas. Between 1991-1999 the AIDS incidence rate in the English-speaking Caribbean increased from 142.3 new AIDS per million to 246.2 cases per million. A total of some 300,000 people are living with HIV in the Caribbean, including approximately 30,000 who became infected in 2005. The documented mode of transmission in 75 percent or more of AIDS is sexual, especially heterosexual relations. Other modes of transmission in the region are: perinatal or ‘vertical transmission’, transmission through blood or blood products and through intravenous drug use.

Part III, introduces the topic of women and HIV/AIDS. Fifty percent of those living with the disease are women. Women are at particular risk for contracting this disease given a host of vulnerabilities, some of which are physiological because of females’ reproductive system and some socio-economic and cultural. Poverty and cultural modalities including gender-based violence are largely at the root of women’s vulnerabilities in the region. 

Part IV, entitled “Impact: The Fallout as it Affects Women and Beyond”, speaks to women’s reproductive health, pregnancy and child-rearing--- compromised experiences of life for women in the region. The upshot is that time-worn socio-cultural patterns create an enabling environment for HIV/AIDS to hit women in the region. The increase in female cases of HIV/AIDS has further repercussions on offspring and childrearing, including such practices as breast-feeding. HIV/AIDS ultimately impacts on fertility and population growth, so much so that it is predicted by the year 2010 it is said AIDS will account for more than half the deaths in children under five.

Part V, considers the regional response to AIDS. In addition to National AIDS Committees and the implementation of National AIDS Programs in the English-speaking Caribbean, CAREC, the Caribbean public health agency has also adopted strategies to deal with various aspects of AIDS ‘management’.  Public, Private and international groups are making concerted efforts to combat this scourge.

“Talking Points” are included in Part VI. These include points that can be taken up by CIM such as “defining women’s rights”, “health and safety at home and in the workplace”, and “mandatory testing, compulsory testing, screening and quarantining”, to mention but three of 15. Challenges in the region include:
· Advocacy, policy development and legislation.
· Care, treatment and support for people living with HIV/AIDS.
· Sex Education and counseling.
· Open dialogue with men and women. 
· Focus on young people with a view to prevention. 
· Sex education in school curricula in an age-appropriate way.
· Prevention of HIV transmission in particularly vulnerable groups.
· Prevention of ‘vertical’ transmission, focus on mothers.
· Strengthening national and international ties to boost response capability.
· Resource mobilization for operational resources.
· Resource mobilization for capacity building and alliance building


Part VII, includes short and long-term recommendations to the Organization of American States’ CIM. They include:
· Draft a pilot project proposal for donors and/or partners, after needs assessment.
· Mainstream HIV into the policies, practices and programs of OAS by first, drafting a Strategic Plan for OAS management.
· Organize CIM initiated workshop/seminar/conference on HIV/AIDS.
· Commence data gathering with a view to setting up a dedicated CIM HIV/AIDS clearinghouse of information. 
· Expand responses along the care continuum across the Caribbean region.
· Support focus groups for men; for teenagers.
· Build capacity of local health-care providers.
· Establish clear monitoring and evaluation of OAS project initiatives.

I.
INTRODUCTION

Getting the Language Right: Understanding Magnitudes
Disease and the literal laying waste of human lives is as old as mankind itself.  The plague of Athens, for example, struck early in the summer of 430 B.C. and within in days of its appearance hundreds of people fell ill with the first symptoms and their inevitable demise followed soon after.
/ Similarly, in 1347, what later became known as the Black Death, the erstwhile bubonic plague, is said to have first struck people living near the Black Sea in what is now southern Ukraine. Given the indomitable resistance and adaptability of the rat flea, the main vector of the Black Death, and environmental conditions of ubiquitous vermin between 1345 and 1347, the terrible, deadly pestilence spread quickly leaving ever-mounting death tolls in both city and countryside. By the time the Black Death moved west and hit the city of Venice, Italy, in December 1347, untold numbers of people had died and indeed, Venice’s population of about 130,000 was slashed to 70,000 eighteen months after the disease ravaged the city. As the disease crept onwards to other European cities such as Avignon, France, up to 400 people a day were dying.
/  In the fourteenth century the magnitude of the bubonic plague spread a sense of dread and decay that is replicated every time a new uncontrollable disease strikes mankind.

The magnitude of disease is such that empires have fallen because of the speed, the reach and far-reaching breadth of infectious diseases, which leave in their wake untold numbers of deaths in human lives and ultimate devastation. All infectious diseases --- diseases that can be “caught” --- are caused by bacteria or viruses. Bacteria are tiny, one-celled organisms that cannot be seen by the naked eye. They can only be seen with the aid of a microscope. Viruses are even smaller and impossible to see in any detail at all even with a powerful electron microscope. When left unchecked and because of their epic virulence, these miniscule ‘agents’ have Herculean effects.

Though both bacteria and viruses are elusive in their form they are all too evident in their destruction of life, particularly because they themselves cannot survive on their own. All viruses and some bacteria are parasites. This means they need a plant or an animal host in or on which to find shelter and thrive. In unsuspecting victims, they find nourishment while they sap the wherewithal of their hosts to live. These dangerous bacteria and viruses enter the human body by various means. Some of them, like those that cause measles, mumps, influenza, tuberculosis and smallpox often debut in tiny droplets of moisture and travel through the air. They can be expelled through the nose in a quick sneeze or from the mouth of an infected person and then, unwittingly inhaled by anyone in the vicinity.

Other infectious diseases, such as cholera, dysentery, and typhoid fever are spread through unclean food and polluted water. Still others, such as malaria, rabies, bubonic plague, and Rocky Mountain spotted fever, are transmitted by the miniscule bites of infected animals and insects.  Syphilis and gonorrhea are spread by sexual contact, as are many cases of AIDS.

To defend against these bacterial and viral predators, the human body produces substances known as antibodies. Thousands of different antibodies assault disease-bearing enemies and are capable of weakening or sometimes destroying a particular disease-carrying bacterium or virus. When this process takes place in the defense of the body’s sanctity, the mobilization of antibodies is called the body’s immune response. When the response is effective, the body repels the disease and the person recovers. A person is thus said to be “immune” to a disease when it is unlikely that they will catch the disease again.

Sometimes however, the body’s immune response is feeble and simply not strong enough to fend off disease by itself. When this happens, medical science is in a position to offer a vast number of drugs and vaccines to bolster the immune system and enhance the chances of survival. There is however, so much to still learn about the human body and the way it works; there is still so much to understand about the way different diseases work and thus, there is still so much that medical science, despite its time-worn advances, has yet to learn about diseases everywhere.

When a disease is common in a particular region it is said to be endemic to that region. It is relatively contained in geographic space. If adults survive the disease as children they are immune to it but a new generation of children may fall victim, in which case the disease may continue to spread. An epidemic is a disease that spreads rapidly among many people in a community at the same time. The worst case scenario of an epidemic is when a disease strikes a community that has never experienced it before and there is no one, neither adult nor child, who enjoys immunity from it. The risks of acute illness or death are much greater. Similarly, if an epidemic leaves a relatively contained community and sweeps across an entire country, or travels from one country to another, until much of the world is infected, it is called a pandemic.  Furthermore, when there is no known treatment or a cure for an epidemic disease, it is often called a plague, from the Latin word, plaga, meaning a “blow”.

Like the Black Death before it, that surfaced in the fourteenth century, the AIDS that first appeared in the central-African nation of Zaire sometime in the mid-1970s , has dealt a tremendous blow  worldwide and is a pandemic today and a modern plague, the impact of which has had disastrous impacts on the affected populations and which, continues to leave lasting social, political and cultural consequences in its wake.
/
What is HIV/AIDS and how does it spread?

A plague as bad as any ever known to mankind now afflicts the world and its cause is a virus, the human immunodeficiency virus, HIV. AIDS or “acquired immunodeficiency syndrome,”
/ was first described in the New England Journal of Medicine in 1981. It is a disease in which the human immune system breaks down and as a result, anyone with this disease has a low resistance to infections and can easily be invaded and struck down by a multiplicity of opportunistic, life-threatening illnesses. 

By 1995, only fourteen years after the original report of four AIDS patients, the Centers for Disease Control (CDC) and the World Health Organization (WHO) estimated that in the United States, one out of every 70 males and one of every 700 females were infected with the virus. As of October 31, 1995, a total of 501,310 persons with AIDS had been reported to the CDC by state and territorial health departments; 311,381,381 or 62% had died. From 1993 to approximately 1998, among men that were twenty-five to forty-four years of age, AIDS has been the leading cause of death, responsible for 23% of deaths. For women, for the same period, it was the third leading cause of death, representing 11 % of all deaths in the aforementioned age group. While these numbers may be an underestimate of AIDS in the United States for the period 1993-1998, they underscore the quantitative magnitude of the disease soon after its discovery.
/
This current day plague has a narrow host range but a slightly broader range when it comes to transmission. First, it is primarily a disease of humans. Its routes of transmission are well-established now. HIV enters its hosts by sexual transmission, transfusion of blood and blood products and, perinatal transmission from mother to fetus. Second, the virus can travel during both heterosexual and homosexual activities and, as with other sexually transmitted infections (STI), the likelihood of infection is related to the number of sexual partners as well as to the sites of sexual contact. In the United States homosexual anal intercourse had been the major mode of transmission, whereas in the Caribbean, heterosexual vaginal intercourse appears to be the dominant mode in adults.
/
In newborns the main source of HIV infection is infected mothers. On the one hand, the virus can be transmitted across the placenta before birth, and on the other, it can also occur at the time of delivery through the newborn’s exposure to an infected genital tract or after birth through breastfeeding. Mothers requiring blood transfusions during delivery have also been infected with HIV as have their babies.

There are yet other sources of HIV infections. Whole blood, blood cell components and clothing factors have all been shown to transmit HIV infection. Even the transfusion of a single unit of blood from an HIV-infected person almost uniformly transmits HIV to the recipient.
/ The transmission of HIV through any means is certainly tragic but infectivity by HIV in blood products is particularly dramatic and tragic since a single infected source can “taint” otherwise clean products and thus, infect people whose behavior would not otherwise target them as victims of the disease, thereby putting their life at risk.

Among the other sources of new HIV infections, we should consider intravenous drug usage which bears a large responsibility. Drug users and their habits of sharing syringes and non-sterilized needles for intravenous drug use is another widespread channel to spread HIV. Though rare, an accidental needle stick can also transmit the virus.
/
It is reported that the virus cannot penetrate the normal skin. There is absolutely no evidence either that AIDS has ever been spread under “normal” living conditions ---not in schools, not in crowded buses, or the elevator or trains; not in restaurants, not at business meetings, not at the hairdressers or the barbers; not even between family members of the same family who live in the most abject conditions of poverty. In conclusion, HIV cannot be transmitted through a handshake, a swimming pool or a toilet seat. HIV/AIDS breaks through the barrier separating individuals only by sexual activity, the biology of maternity, the injection of drugs, or medical intervention.
/
No matter how HIV/AIDS is transmitted, it is a fatal disease. Once a person is infected with HIV, he or she is infected for life. Once the disease becomes the full-blown AIDS, in all but a few cases, HIV/AIDS destroys a person’s immune system, and as such an enabling environment is created for “opportunistic infections” to prey upon the sick person and ravage his or her body until death. 

The time between becoming HIV positive and the onset of AIDS varies. In developed, more industrialized countries, the average time between infection with HIV and the appearance of symptoms is approximately 10 years. However, in the poorest countries of the world, without access to proper care and in conditions that may represent unhealthy states of being, the time of onset is as short as five years  Once a person is diagnosed with AIDS, most patients succumb to opportunistic infections within two years after the onset of the disease.
/
As history goes, AIDS works relatively quickly towards a person’s demise and has traveled quickly worldwide. A mere sixteen years after the first AIDS case was identified in the United States of America, in 1997, the United Nations Joint Co-Sponsored Program on AIDS/World Health Organization (UNAIDS/WHO) global summary of the HIV/AIDS epidemic had estimated that:

· 16,000 new infections took place in the world.
/
· 5.8 million new infections would occurred in 1997 with 47,000 of these in the Caribbean.

· 30.6 million People are living with AIDS, among them 310,000 are Caribbean people.

· 90 percent of HIV/AIDS cases are in developing countries.
/
During the space of seventeen years, 11.7 million people died of AIDS. Among them 23 percent were children (2.7 million) and 34 percent were women (4.0).
/
As reported by the World Bank in 2000, about half of all the people worldwide who become infected with HIV acquire the infection before the age of 25 and typically die of the infections associated with AIDS within 10 years, before they reach the age of 35. Those statistics make AIDS a uniquely threatening disease to both young people who are at risk for infection and children who are hobbled early on because they are orphaned by an HIV/AIDS that robs them of their parents. According to UNAIDS, the Joint United Nations Program on AIDS, by the end of 1999, the AIDS epidemic had left a cumulative total of 11.2 million orphans, that is, children who lost their mother before the age of 15 (UNAIDS 1999).
/
The following Figures 1, 2 and 3 depict the grave nature of the AIDS epidemic.

Figure I translates the magnitude of HIV and AIDS into the millions of people at the end of 2005 to were living with AIDS. Figure 2 further provides some summary statistical information allowing the reader to compare the magnitude of global figures to regional figures. Women and children are particularly hard hit, as is the Caribbean region in general.

Figure 1

World estimates of the HIV & AIDS epidemics at the end of 2005

	Number of people living with HIV/AIDS in 2005

	 

	Estimate*

	Range*


		Total

	40.3

	36.7-45.3


		Adults

	38.0

	34.5-42.6


		Women

	17.5

	16.2-19.3


		Children

	2.3

	2.1-2.8


	People newly infected with HIV in 2005

	 

	Estimate*

	Range*


		Total

	4.9

	4.3-6.6


		Adults

	4.2

	3.6-5.8


		Children

	0.70

	0.63-0.82


	AIDS deaths in 2005

	 

	Estimate*

	Range*


		Total

	3.1

	2.8-3.6


		Adults

	2.6

	2.3-2.9


		Children

	0.57

	0.51-0.67



	

	* millions


Source: www.AVERT.org. 
Figure 2
/
Estimated HIV/AIDS prevalence and deaths in the Caribbean

due to AIDS, end 2003

	Country

	Living with HIV/AIDS

	Deaths due to 
AIDS during 2003


		Women

	Children

	Total

	
	Bahamas

	2,500

	<200

	5,600

	<200


	Barbados

	800

	<200

	2,500

	<200


	Cuba

	1,100

	*

	3,300

	<200


	Dominican Republic

	23,000

	2,200

	88,000

	7,900


	Haiti

	150,000

	19,000

	280,000

	24,000


	Jamaica

	10,000

	<500

	22,000

	900


	Trinidad and Tobago

	14,000

	700

	29,000

	1,900


	Total

	200,000

	22,000

	430,000

	35,000



	

	* Insufficient data


Source: www.AVERT.com
Figure 3

Summary Statistical Information
Worldwide

· Young people (15-24 years old) account for half of all new HIV infections worldwide - more than 6,000 become infected with HIV every day.

· By December 2005 women accounted for 46% of all adults living with HIV worldwide, and for 57% in sub-Saharan Africa.

Caribbean

· At the end of 2005, an estimated 300,000 people were living with HIV and AIDS in the Caribbean. Some 30,000 people were newly infected during 2005, and there were 24,000 deaths due to AIDS in the region.

· In three of the seven countries in this region - the Bahamas, Haiti and Trinadad and Tobago - more than 3% of the population is HIV-positive. 

· Higher prevalence rates are found only in sub-Saharan Africa, making the Caribbean the second-most affected region in the world. Nearly half of adults living with the virus are women.

· AIDS is now one of the leading causes of death in some of these countries, with Haiti being the worst affected. An estimated 24,000 lives are lost each year to AIDS in Haiti, and 200,000 children have been orphaned by the epidemic.

Source: www.AVERT.org

II.
THE SPREAD OF HIV/AIDS IN THE CARIBBEAN

What Meets the Eye -- HIV/AIDS Epidemiological Patterns and Trends in the Caribbean Region
There is no denying that AIDS is a true plague in our midst. In the “paradise islands” of the Caribbean region the idyllic nature of the region has changed drastically in terms of a “clean bill of health”. That picture is a figment of the past since the Caribbean is heavily infected with HIV/AIDS. 

The HIV epidemic started in the Caribbean in the 1970s. The first AIDS case was reported in Jamaica in 1982. One year later, in 1983, eight AIDS cases were reported from Trinidad and Tobago, all of which were gay or bisexual men. By 1985, female and pediatric AIDS cases represented 28 percent of the total cases reported to The Caribbean Epidemiological Center (CAREC) by its member countries.
/ The shift happened very quickly in keeping with the fast-moving spread of the disease and as such, indicated that AIDS was no longer a disease of gay or bisexual men only, but rather was becoming a general population issue. Characteristic of what was happening in the Caribbean, the following description was offered: 

“In the Caribbean, from its start to the present, the AIDS epidemic evolved into different but interdependent homo/bi and heterosexual sub-epidemics which are shaped by country-specific social, cultural and economic determinants.”
/
It is important to bear in mind that though none of the countries in this economically, socially and culturally diverse region has been spared, regional totals of officially reported cases and estimates of actual cases disguise a wide variation in prevalence among the countries of the regions. Heavy reliance on case data, compounded by under-reporting in most countries and weak HIV surveillance systems, obscure an absolutely clear picture of the size of the problem at the regional level and its variations across the region.
/ Even so, it is clear that the disease has worked its inexorable way into the general population in most, if not all countries.

Despite the aforementioned shortcomings, from 1982 to 1996, an increasing trend of reported AIDS cases was observed in the Caribbean.  In 1996, a total of 9,978 cumulative AIDS cases were reported to CAREC by 19 of its 21 member countries. Since 1993, however, Turks and Caicos stopped reporting its AIDS cases. This represents a regional cumulative rate of 168 cases per 100,000 populations, making this region first in the western hemisphere.
/
Prevalence. AIDS is the leading cause of death in the 15-44 age groups in the region. With an overall prevalence of 2.11%
/ among adults, the Caribbean currently has the highest HIV prevalence rate of any region in the world other than sub-Saharan Africa, where the prevalence of HIV among adult males ages 15-49 is reported to be 8.0%.
/ 

Figure 4 shows estimated adult prevalence rates for HIV/AIDS by global region. 

The first point to note is that there are few if any regions that have been left unscathed by the presence of HIV/AIDS. Two years after AIDS was first identified, the global scourge had been reported in 60 countries.
/ Close to 40.3 million people are living with AIDS today.
/ To date, over 25 million people have died.
/
Secondly, the table shows that the two regions, the Caribbean and Sub-Saharan Africa, are the only two regions with prevalence rates above the global average rate of 1.1%. North America and Latin America both have a prevalence rate of 0.6%.
Figure 4: Estimated Adult Prevalence Rate for HIV/AIDS

2003
/
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It should be noted that the Caribbean’s status as the second-most affected region in the world masks substantial differences in the extent and intensity of its epidemics. Estimated national adult HIV prevalence surpasses 1% in Barbados, Dominican Republic, Jamaica and Suriname, 2% in the Bahamas, Guyana and Trinidad and Tobago, and exceeds 3% in Haiti. In Cuba, on the other hand, prevalence is yet to reach 0.2%.
/
By the end of 1999, 17,016 cases were reported in CAREC member countries, though the actual number is estimated to be closer to 26,500, based on evaluations of surveillance systems conducted in each country. When added to the estimates of countries outside of CAREC, the total skyrockets to 460,000 cases. The unrelenting acceleration of the epidemic is underscored by the fact that more AIDS cases were reported in the three years between 1995 and 1998 than since the beginning of the epidemic in the early 1980s. Among the CAREC countries, the Bahamas, Barbados, Trinidad and Tobago, St. Vincent and the Grenadines, Bermuda, Guyana, Jamaica (and Suriname) reported the highest numbers of new AIDS cases.
/ 

Incidence.  CARICOM
/ estimates that more new cases of HIV/AIDS were reported in the Caribbean between 1995 and 1998 than had been reported since the onset of the epidemic in the early 1980s. As of June 1996, the English-speaking Caribbean accounted for 4.6 percent (9,399) of the cumulative total of cases reported in the Americas to PAHO and 0.7 percent of the cases reported worldwide to WHO. The doubling time for the annual number of new AIDS cases in this sub-region is four to five years.
/
Currently the Caribbean has the highest AIDS incidence rate – i.e., the number of new cases per million population per year – in the Americas. From 1991 to 1999, the AIDS incidence rate in the English-speaking Caribbean increased from 142.3 new AIDS per million to 246.2 cases per million.
/  Although some Caribbean countries report AIDS incidence rates that are among the highest in the world, it should be born in mind that among the very small countries of the Caribbean, the presence of countries with very high and very low rates of HIV incidence indicates that there are many different epidemics and not just one regional pattern across the board.
/ 

The magnitude revealed in the prevalence and incidence of this disease has resulted in staggering realities in deaths on the ground. Most recent figures report that the AIDS epidemic claimed an estimated 24,000 [16,000–40,000] lives in the Caribbean in 2005, making it the leading cause of death among adults aged 15–44 years. A total of 300,000 [200,000–510,000] people are living with HIV in the Caribbean, including the 30,000 [17,000–71,000] people who became infected in 2005. In the Caribbean Community (CARICOM) region 240,000 [150,000–450 000] people are living with HIV, including the 25,000 [12,000–65,000] people who acquired the virus in 2005. More than 20,000 [13,000–36,000] people died of AIDS in the past year in this region.
/
The following Figure 5 provides approximate statistics on those living with AIDS and those who perished by the end of 2003.

Figure 5
/
Estimated HIV/AIDS prevalence and deaths due to AIDS, end 2003

	Country

	Living with HIV/AIDS

	Deaths due to 
AIDS during 2003


		Women

	Children

	Total

	
	Bahamas

	2,500

	<200

	5,600

	<200


	Barbados

	800

	<200

	2,500

	<200


	Cuba

	1,100

	*

	3,300

	<200


	Dominican Republic

	23,000

	2,200

	88,000

	7,900


	Haiti

	150,000

	19,000

	280,000

	24,000


	Jamaica

	10,000

	<500

	22,000

	900


	Trinidad and Tobago

	14,000

	700

	29,000

	1,900


	Total

	200,000

	22,000

	430,000

	35,000



	

	* Insufficient data


Source: www.AVERT.com
Travel Routes -- Modes of Transmission in the Caribbean
Heterosexual transmission. The documented mode of transmission in 75 percent or more of AIDS cases reported to date is sexual.
/  To be more specific, at the end of 1996, the predominant mode of transmission of the disease in the Caribbean was reported to be heterosexual (63 percent). Broken down by gender, heterosexual transmission represents 90 percent of cases in the female population and 52 percent in male cases with some exceptions: 44 percent in Jamaica and 35 percent in Antigua and Barbuda.
/
In the English-speaking Caribbean and Suriname the male-to-female ratio of cumulative reported AIDS cases is 2 to 1. The ratio is higher in several countries however: 3.6 in Dominica, 3.3 in Barbados, and 2.4 in Trinidad and Tobago. Findings for Antigua and Barbuda report a 2.8:1 ratio. The 2:1 and higher ratios would suggest that HIV/AIDS remains predominantly a male disease.
/ 

More recent reports dispel this notion that this is a male-dominated disease in at least two non-English speaking Caribbean countries, Haiti and the Dominican Republic, where HIV/AIDS affects men and women equally with a 1:1 male-to-female ratio of infections.
/ It should also be noted that while the disease appears to be male-dominated, there are mixed sub-epidemics in the Caribbean region because there are not only hetero but also homo and bi-sexual epidemics as well.

In the heterosexual mix of HIV/AIDS transmission in the Caribbean, it should be noted that women are more vulnerable to HIV infection than men because of gender inequality issues. As a result, the percentage of women with the disease is on the rise. As reported towards the close of the twentieth century, as of 1999, about 35% of the adults affected with HIV in the Caribbean region writ large were women.
/
Perinatal or ‘vertical’ transmission.  Of particular concern in the Caribbean sub-region is the unrelenting increase of HIV/AIDS among women. The region currently has one of the highest rates of new AIDS among women in the sub-regions of the Western Hemisphere. There are a number of reasons why women are at greater risk of contracting HIV/AIDS –a topic to be elaborated below. Nonetheless, it is apt to mention now that for biological and social reasons women are more physically more vulnerable and often have very little or no power to table the idea much less negotiate safer sex practices with their male partners.

As the number of HIV infected women grows, the number of children born with the HIV infection also grows. Perinatal transmission of HIV/AIDS is the result of HIV infection among women. ‘Vertical’ or mother-to-child transmission represented 5 percent of cumulative AIDS cases in the Caribbean in 1996. in 2002 this figure represented 6 percent of all reported cases.
/ 

This category might lend itself to some debate and indeed, might seem underrepresented because in many cases of early child deaths the AIDS diagnosis is difficult to establish. Another explanation for this figure is also possible and has to do with the high level of contraceptive use among women of childbearing age. Also, prevention of transmission treatments are now available to prevent transmission from mother to child but in the absence of such intervention, 25 – 30 percent of children born to HIV-infected mothers will be infected with the virus.

At this juncture it is interesting to note the age-distribution of reported AIDS cases because the age range encompasses women of childbearing age, notwithstanding any technological advances in the average woman’s child-bearing age in the 21st century. Seventy percent of cases are diagnosed between 15 and 44 years of age in the Caribbean with 50 percent of those being between 25 and 34 years. Taking into account the incubation period from HIV infection to the full-fledged developed AIDS, this situation corresponds to an early HIV infection in many instances with 50 percent HIV infections occurring among adolescents and young adults, 15 to 24 years of age. This makes pre-adolescents, adolescents and young adults important target populations for AIDS education, especially women.

Transmission through blood and blood products.  HIV transmission can also take place via blood and blood products. Transmission through this mode represented 0.5 percent of the total AIDS cases from 1982 to 1996 in the Caribbean. Such a small percent would seem to indicate that transmission by this route is under control.

Transmission of HIV through blood has taken on an even more nefarious aspect of transmission of the disease than the disease already is, thus making this dreaded disease even more dreadful. It is interesting to note that we refer here to HIV transmission by blood or blood products that concern accidental HIV transmission to health care workers or others during medical practices involving invasive procedures and blood or blood product manipulations. For example, there are reports that some health-care workers have become infected with HIV by being stuck with needles containing HIV-infected blood. A very few have become infected by HIV-infected blood getting into the health-care worker's bloodstream through an open cut or splashes into a mucous membrane (e.g. eyes or the inside of the nose.

There are however, cases of HIV transmission via blood that are deliberate and indeed, have been criminalized. One such case involved a physician who, because of unrequited love, deliberately injected his female lover with the HIV+ blood. There are other such cases of intentional transmission as opposed to accidental transmission of HIV which creates further hysteria around the disease and helps to keep it stigmatized, as well.
/
While none of these “criminal” intentional blood transmission cases have been unveiled in this research in the Caribbean, it is apt to note the extent to which women can be at risk in their relationships. Though it may be difficult to find a male partner culpable because of such a deliberate act as the aforementioned blood injection into a female lover, it may nonetheless be as “criminal” to continue to refuse to adopt safe sex practices and by deliberate omission of information, infect a partner in a heterosexual relationship. One Caribbean woman reported about her positively diagnosed partner:

“He never told me that he was infected and he had so many chances to tell me. I am a good person and he took advantage of me. He took away my choice to decide the rest of my life. I am not able to work, and I just want to ask him why he did this to me…..I really loved him and he destroyed my whole life.”
/
Transmission through intravenous drug use. In CMCs, HIV transmission via intravenous drug use ranges from 0 percent to 2 percent with the exception of Bermuda, an English-speaking Caribbean. In this country it represents 43 percent of the total reported AIDS cases.
/ This high percentage may be due to the fact that injection of any sort is an even more efficient way of spreading HIV than sexual intercourse. Since injecting drug users are often linked in tight networks and commonly share injecting equipment with other people without cleaning it, HIV can spread very rapidly in these populations. Also, like other sexually active people, people who inject drugs may acquire HIV infection through their sexual partners if they have unprotected sex. Whilst precise figures may be hard to come by, it is clear that HIV can explode through drug-using populations with remarkable speed and can stabilize at very high levels.
/
Transmission through male-to-male sex contacts. Many years ago, at the beginning of the AIDS epidemic MSM, men-having-sex-with-men, was thought to be the main route of transmission of HIV. In the Caribbean it became the secondary route of transmission far behind the heterosexual route.  It represents only 12 percent of reported AIDS cases, though it should be born in mind that in the Caribbean region, because of the strong social, cultural and legal discrimination against this group, available data may underestimate true figures. This may especially be true for the case of homo-bi-sexuals.

III.
WHO’S INVOLVED? SPECIFIC POPULATIONS AT HIGH RISK
OF HIV INFECTION IN THE CARIBBEAN

Introducing Women and HIV/AIDS in the Caribbean
According to the UNAIDS Epidemic Update 2004, the number of women and girls being infected by HIV/AIDS is increasing. Globally, just under half of the people living with HIV are female.
 The Pan-American Health Organization (PAHO) reports 1.4 million people living with HIV/AIDS in Latin America, 30% of whom are women; and 420,000 people are living with the disease in the Caribbean. 50% of whom are women.
/ 

Figure 6 includes a table that provides estimates of the number of women in comparison to the number of adults living with HIV/AIDS in select countries in Latin America and the Caribbean. For many of the countries the estimated number of women living with HIV/AIDS is approximately or just under half of the total estimated cases of HIV/AIDS: approximately 48% of the number of adults living with HIV/AIDS are women in the Bahamas, 50% for Trinidad and Tobago, 55% for Guyana and 56% for Honduras. This “feminization” of the HIV/AIDS pandemic makes it imperative to understand how women are vulnerable to the disease and hence, how to incorporate a gender perspective in strategies combating the disease. 

Figure 6

Estimated Number of Women Living With HIV/AIDS
Compared with the Estimated Number of Adults Living With HIV/AIDS.

	Country
	Adults
	Women

	Canada
	55000
	13000

	United States of America
	940000
	240000

	Bahamas
	5200
	2500

	Barbados
	2500
	800

	Cuba
	3300
	1100

	Dominican Republic
	85000
	23000

	Haiti
	260000
	150000

	Jamaica
	21000
	10000

	Trinidad and Tobago
	28000
	14000

	Guyana
	11000
	6100

	Argentina
	120000
	24000

	Belize
	3500
	1300

	Bolivia
	4800
	1300

	Chile
	26000
	8700

	Colombia
	180000
	62000

	Costa Rica
	12000
	4000

	Ecuador
	20000
	68000

	El Salvador
	28000
	9600

	Honduras
	59000
	33000

	Mexico
	160000
	53000

	Country
	Adults
	Women

	Nicaragua
	6200
	 100

	Panama
	15000
	6200

	Paraguay
	15000
	3900

	Peru
	80000
	27000

	Suriname
	5000
	1700

	Uruguay
	5800
	1900

	Venezuela
	100000
	32000


Source: World Health Organization/UNAIDS, Epidemiological Fact Sheets, 2004.

Figure 7 shows estimates of per cent of adults (15-49) living with HIV/AIDS who were female in 2001 and 2003. The table underscores two sailient points. The first, is that the global total for both years hovers around 50 percent. Secondly, except for North Africa and the Middle East, every region of the world experienced an increase in the percentage of adult females living with HIV/AIDS in the space of two years.  Western Europe remained stable and only Sub-Saharan Africa appears to have dropped by a miniscule amount. In sum, about half the world’s female population suffers from HIV/AIDS as of 2003. 
Figure 7

Estimate of per cent of adults (15-49) living with HIV/AIDS
who were female in 2001 and 2003
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At Risk: Biological Vulnerabilities
One of the most telling indicators of AIDS transmission for women is the fact that the epidemiological profile of AIDS has changed from a predominantly homosexual and bisexual mode of transmission to an ever-growing heterosexual mode of transmission. In terms of transmission, while it has been established that infection is transmissible from male to female and vice-versa, there is evidence which suggests that there are certain biological factors that contribute to women’s increased risk.

Women’s vulnerability is increased because of the delicate nature of the vaginal wall which is prone to abrasions and sores which act as an entry point for the virus. If a woman has a sore, a vaginal infection or an STD, the risk of transmission of HIV is increased. In addition to this fact is that it is generally more difficult for women to detect vaginal infections or sores, whereas such symptoms are more clearly and easily detected in males.
 It may not be by choice, but women often engage in sexual intercourse with men in ignorance of the fact that they have an illness or some sexually-related problem which threatens their reproductive health. The long incubation period of the HIV virus is a major contributory factor to the rapid spread of the infection since those who are unaware of being carriers may or may not practice safe sex.
/ 
Recognizing the role that biological factors play in the increased risk of contracting HIV for females is pivotal to the discussion of HIV/AIDS among young girls. The risk of infection among young girls is strikingly higher because their reproductive tracts do not have as many layers of epithelial cells as those found in the vaginas of adult women. This results in a less effective barrier against infection. In addition, an immature female genital tract is more likely to tear during sexual activity, increasing the risk of HIV transmission.
/
While women are physiologically more vulnerable to HIV/AIDS transmission than men, the existing social, economic and cultural factors significantly contribute to exacerbating this biological risk. Therefore, any discussion about mitigating biological risks needs to recognize the various social, economic and cultural factors present in the Caribbean as they affect women.

At Risk: Socio-Economic Vulnerabilities
Age-mixing. While the biological factors apply to all women, the sociological ones are associated with certain social factors in the Caribbean that allow these biological factors to increase girl’s risk of HIV/AIDS infection. For example, the lower number of epithelial cells in young girls is an important point to bear in mind in the Caribbean especially when one learns there is widespread age-mixing, that is, young girls who become involved with older men and as such, increase their chances of HIV/AIDS and other infections. The driving force behind these “arrangements” is usually economic: older men who are relatively well-established can “take care” of or financially provide for the younger females. Females, “in the know” or not may also hold out for the promise of some modicum of economic assistance or advantage and as such stay in an already established economically dependent relationship or enter into one that holds promise of economic help without considering any health-related factors at all.

Special risks for young girls. Young girls in the Caribbean are at particularly high risk of becoming infected with HIV at extremely young ages, precisely by older men who are more likely to have had a longer active sex life than their young counterparts and thus, are more likely to be HIV infected. In some countries these ratios are reported to be as high as 7:1 in the 10 to 19 age group.
/ 

In addition to economically driven situation, this phenomenon is a reflection of the social condition prevailing in many countries of the Caribbean, the peer pressures on young girls to have early sex and the hidden stories of coercive sex, rape, incest, domestic violence and predatory “sugar daddies” who may even be family members or trusted “uncles” or, older men who believe that sex with virgins is somehow a cure for the HIV/AIDS. Surveys indicate that some 21 percent of boys and 18 percent of girls in the region have been sexually abused before the age of 16, and 1 percent of men and 6 percent of women are sexually abused as young adults (UNFPA).
/ 

Poverty. Poverty has many facets that impact on women’s lives and the sanctity of their sound health in the Caribbean. Studies have indicated that economically vulnerable women are less likely to end relationships that are potentially dangerous to their health. Women more likely to engage in high-risk behaviors for a source of income.
/
As has been emphasized, women in the Caribbean are perceived to be primarily responsible for activities within the home, while men are portrayed as the primary economic actors outside the home. Traditionally this has resulted in women not having as much access to important resources such as education, income, credit and land, significantly reducing their negotiating power with their partners and negatively affecting their ability to ward off or cope with the impact of infection.

Economic poverty is not only a cause but also a consequence of HIV/AIDS. In the first instance, poverty and unequal access to resources has historically been a particular problem for many women. Educational and economic disadvantages for women perpetuate poverty and reliance on men. The consequence is a situation that makes women less able to protect their own lives. Economic poverty thus, becomes a driving force and compels women to move towards men whom they believe will either fully support them or partially sustain them to eke out a living for themselves and their children with whom they live in a single household unit or who are living under the roof of a relative or a close friend.

In the second instance, once an income-poor woman is diagnosed with HIV/AIDS, her ability to sustain medical care is limited if not totally dependent on external sources to assist her in covering the cost of medical care.  She is further pauperized and remains part of a vicious circle.

It is apt to note that poverty is not only economic poverty but rather often times, a so-called “poverty of mindset” because while in the English-speaking Caribbean females in the twenty-first century do have equal access to education and in fact, are in many instances outpacing males in enrollment in the tertiary levels of education, social access to sex education has not been handled with ease in the school systems. This “poverty of mindset” fashioned by socio-cultural patterns and attitudes in the region plays an underlying role in the spread of the disease since young children do not necessarily come in contact, institutionally, with pertinent information they need to keep themselves safe and healthy. This institutional reality is coupled with the fact that in many Caribbean households sex education is not openly discussed. Young parents, many of whom are teenage females, may be uninformed. Older mothers may feel inhibited to talk openly about sex-life issues and health matters which adds to a “sex-education gap” and no ownership ability in the family for events that may transpire in the life of the growing child.

Commercial Sex Work and Sex Tourism. Addressing the vulnerabilities of the female population also means that attention must be paid to additional factors that place women at a high risk of exposure to the virus and are inter-related to economic forces. Due to the illegal nature of prostitution in the Caribbean, it is difficult to estimate the extent of commercial sex work and this should be taken into account when interpreting results that emerge from studies on this subject and HIV/AIDS. Nonetheless, it is known that poverty, economic disparity and migration have forced men and women to become commercial sex workers (CSWs).

In June 1988 a study of female prostitutes in Port of Spain was initiated. Two hundred and twenty-six prostitutes were enrolled in the study and of those 13 percent were HIV positive. Street prostitutes were more likely to be HIV positive than those who operated in brothels. Similarly, In Jamaica HIV prevalence among CSWs in the capital city, Kingston, was at a 12 percent level in 1989 and at 11 percent between 1994-95. In St. James, a parish in Jamaica, screening CSWs – 31 percent of whom were cocaine addicts – showed in 1994-95 an HIV prevalence of 22 percent. In Guyana, in 1989, a seroprevalence study was conducted among CSWs and showed a rate of 43.14 percent (22/51). In 1993 another study in this group found a seroprevalence of 25 percent (27/108).
/
While on the one hand, the increased risk of HIV/AIDS exposure as a commercial sex worker makes it imperative to address this critical population to minimize the spread of the virus, it is also imperative to address the underlying economic conditions that are partially responsible for making the choice or being forced to become a CSW. 

Sex tourism with minors is on the rise in the Caribbean in countries such as Belize, the Dominican Republic and Haiti making minors uniquely exposed to various health threats, including HIV/AIDS.
/ While commercial sex is connected to tourism, it may manifest itself in a different ways with adults. The region receives more than 20 million visitors from abroad each year which presents opportunities for risky sexual behaviors such as multiple sexual partners, the likelihood of engaging in or purchasing commercial sex and increased use of alcohol and drugs, the abuse of which can impair judgment and free up inhibitions that might otherwise act as a barrier of protection against undue HIV risk and unwitting AIDS.  Though no research in this RD aims to cover the details of sex tourism in the Caribbean, it is fair to conjecture that there are push-pull factors involved such that minors may be economically pushed into such behavior because of their family’s socio-economic circumstance and/or pulled into sex traps with holidaymakers because of the lure of financial gain.

No matter the cause and effect explanations, it is clear that the increased presence of the sex industry in heavily touristed areas is a welcome destination for the HIV virus because sex workers are more entrenched in the Caribbean. They are generally defined “as women or men who provide sex for material benefit”. There are short term and long term situations linked to a variety of circumstances: there are men and women who following mining villages and trading patterns; there are single and married women and men, and there is increasing male prostitution in the form of “beach boys” across the Caribbean.
/ 

Ironically, because of the Caribbean’s reputation as an idyllic destination and also, because of the long gestation period of HIV, the region may be buried in a vicious circle of risky behaviors that make it difficult to rid the once-favored destinations of this scourge.

Migration. The Caribbean people themselves are very mobile and travel from island to island, thus increasing the risk of HIV infection. Migrants of either sex may adopt risky sexual behavior by engaging in sexual activity with sex-workers and/or multiple workers, thus exposing them and their partners at home to HIV infection. 

Of note in the region is the fact that hitherto major streams of migration dominated by men –into, within and outside the region – are now dominated by women as “one-sex streams” underscoring the phenomenon of women traveling alone, without their spouses or their families. This makes women all the more vulnerable as they change residence. 

Trafficking in Persons.  The trafficking of women and children for sexual exploitation increases their vulnerability to adverse health conditions, like HIV/AIDS. Physical and sexual violence associated with trafficking and sexual exploitation place women at a greater risk of contracting HIV/AIDS. HIV/AIDS risk is heightened in situations where victims do not have access to condoms or where they cannot negotiate condom use. This risk is further exacerbated when there are cuts and bruises in the vaginal and anal tissue due to rough sex, rape and STI-related ulcers.
/ 

At Risk: Socio-Cultural Vulnerabilities
Negotiating condoms.  In the Caribbean no one denies that women play an important and powerful role in the home with the family since they are the major caretakers of their children and in many homes manage the family economics. It is paradoxical that in the same home, many women are powerless to protect themselves from HIV and other sexually transmitted diseases which compound the risk of HIV transmission. Perhaps one of the most egregious features of this powerlessness has to do with the dynamics surrounding the use of condoms.

In the Caribbean, it is the male partner who has the prerogative when it comes to condom use and cooperation to use it is often difficult, if not impossible, to obtain. While on the one hand, condoms are part and parcel of family planning programs to prevent pregnancy in the Caribbean and have also been used as a reliable method against STDs, they seem to often carry a doubly negative connotation for men in the region. 

In addition to keeping out sperm they also keep out germs and as such condom use has been stigmatized and associated with illicit sexual activity, on the one hand. On the other, because men’s status outside the home in Caribbean society has been “ennobled” and privileged when it comes to attaining positions in the society, men feel entitled to do as they please and even refuse to practice safe sex because they might somehow “lose something”. Thus, it is because of these negative associations with condoms that it becomes very difficult, if not impossible, for women, particularly those in permanent unions or those who are financially dependent on their male partners to negotiate the use of condoms.

Another challenge to combating the spread of the AIDS epidemic in the Caribbean has to do with the sexual lifestyles of both males and females. These lifestyles contain some of the major indicators related to the spread of the disease and are once again, reinforced by cultural traditions. The early onset of sexual intercourse, unprotected sex, multiple sexual relationships and risk-taking behaviors where safe sex practices using condoms are considered taboo has a direct link to the spread of AIDS. These indicators are connected directly or indirectly to other factors such as gender roles and relationships, sexual and reproductive rights and women’s status in Caribbean society.

Gender roles and sexual relationships.  No society can imagine how its socio-cultural reality, passed from generation to generation by time-worn socialization processes and inculcated in the very fabric that governs daily routines, may aid and abet a scourge the likes of HIV/AIDS. 

The construction of gender in the Caribbean takes place within the process of socialization which is largely responsible for socially defining roles along gender lines where male dominance is accepted and reinforced in the society in the most overt and covert ways. Girls from the youngest of ages in the English-speaking Caribbean for example, are told “to be seen and not heard”. Boys, on the other hand, are traditionally encouraged to “speak up and not hold your tongue”. Over the course of history, women in the Caribbean have been defined almost exclusively by their reproductive role, where mothering is viewed as the main role through which women’s status is determined, while that of the male is defined as chiefly that of the breadwinner. While these may be only a hand-full of anecdotal examples, they underscore that it is the construction of gender roles in the region’s society which is largely responsible for women’s vulnerability and exposure to HIV infection. How does it play itself out?

The socialization process also leads to the acquisition of certain attitudes and associated behaviours which serve to shore up and reinforce gender biases relative to the position of women in the society. This impacts on reproductive behaviour. Males and females interact with each other based on their perceptions of what is gender-appropriate behaviour. A girl being told be her father “to be seen and not heard” leads to a woman who learns to take little initiative and thus, later on as an attitudinal replica of herself, has little control over her body, particularly when it relates to her reproductive health and well-being since from girl to woman, females are expected to be passive while males are expected to be assertive and therefore, the sexual decision-makers. Women are not expected for example, to initiate sexual activity; furthermore, they are expected to be monogamous while their ‘brothers’ are not admonished, much less punished, for extramarital affairs. Gender-based discrimination prevents women from making free and autonomous decisions, a factor that is especially poignant in the area of sexuality and relationships.
/ 

The understanding is that historically female roles have been circumscribed and “straight-jacketed” while male roles have been encouraged to be “out there” and in no way inhibited. Such relationships are further complicated because they also encompass and highlight disparities of power based not only on gender, but on age, class and patronage as in, for example, employer-employee or teacher-student relationships. These disparities bring to fore other disparities such as physical strength which often make it extremely difficult for a woman to negotiate safer sex practices with her partner.

In terms of family life and HIV/AIDS, the rigidity of gender roles where women are expected to primarily be mothers, serves to place their sexual and reproductive health at risk because the desire to have sex or to have children does not necessarily disappear as a result of a positive HIV diagnosis. Thus, abstinence or the use of a condom may not fit the circumstances and may expose her to life-threatening risk.
Women and knowledge about Sex. Analyses of women’s knowledge of sex note that women, compared to men, have been at a disadvantage with respect to access to information about sexual health and HIV/AIDS prevention.
/ One reason for this disparity in knowledge, as mentioned earlier, is that sex education in schools in the Caribbean has not been the leitmotiv in the region. 

Another reason given for this disparity is the marianismo ideology, which dictates that women should be ignorant about sex and passive in sexual encounters.
/ As a result, women and girls have tended to be ignorant about HIV/AIDS and access to appropriate health services. When it comes to AIDS ignorance is certainly not bliss because it only exacerbates a woman’s lack of choice and her ability to be less inhibited and in a position to negotiate safer sex.
/ The result of ignorance and “being in the dark” is that the female partner in heterosexual relationships is more vulnerable to contracting sexually transmitted infections (STIs) like HIV/AIDS.

Reproductive health is thus affected in fundamental ways by societal attitudes and behaviour regarding gender and sexuality which carry profound meaning for individual men and women. Therefore, the ways in which couples behave and take decisions related to their sexual and reproductive health and the outcomes of those decisions have far-reaching implications for gender roles and AIDS, not only for individual couples but the Caribbean society as a whole.

Gender-based violence and HIV/AID: There is growing recognition of the relationship between gender-based violence (GBV) and HIV/AIDS. Gender-based violence increases women’s vulnerability to HIV infection by inhibiting their physical and mental freedom.
/ The relationship between GBV and HIV/AIDS is a critical one because it implies that programs need to simultaneously address both problems, that is women’s vulnerability and violence, to ensure effective protection of women’s health.

The Relationship between GBV and HIV/AIDS Manifests Itself in Several Ways:
· Women can be infected with the HIV virus through forced sex. More than 36% of all girls have suffered child sexual abuse.
/  

· Sexual abuse during childhood is associated with risky behavior later in life which increases an individual’s risk of contracting HIV.
/ Sexual risk taking manifests itself in various ways, compared to non-victims, victims of childhood sexual abuse are more likely to start voluntary sex earlier; have sex with multiple partners; abuse alcohol and other drugs; trade sex for money or drugs; and not use contraception, including condoms (Messman et al., 2003; Stewart et al., 1996;).

· Violence severely inhibits a woman’s bargaining power in insisting on condom use or refusing unwanted sex.

In sum, as illustrated above, socially constructed gender roles give girls and women “little control over what happens to them sexually, that is over men’s sexual access to their bodies and the conditions under which sexual encounters take place.”
/  Women’s vulnerability to male authority often reflects their social and economic status and reinforces the sexual double standard, where women are made responsible for the reproductive process, yet are denied the right to control it. It is unfortunate that reproductive health is no longer only defined in terms of pregnancy and maternal and child health matters. It took the spectre of HIV infection and AIDS to begin to understand that sexual health is just as critical as reproduction itself and that both are integral components of physical and emotional well-being for women in the Caribbean and across the globe.
IV.
IMPACT: THE FALLOUT AS IT AFFECTS WOMEN AND BEYOND

Reproductive Health, Pregnancy, Child-Rearing and HIV/AIDS

As alluded to earlier, the dynamics of gender relations in the Caribbean societies are critical factors in reproductive health behavior and outcomes. There is a situation of double jeopardy inherent in the notion of “good health” or the ability to have safe sex when this is juxtaposed with the capability to reproduce and the freedom to decide if, where and how often to do so.  How do women in the Caribbean who want to protect their sexual health by using condoms then have the ability or the freedom to reproduce? 

There are several conundrums since societal norms and attitudes often preclude women from acting in a way they might have the ability to do but not the capability to do so. Then too, the very real predicament touched upon earlier is that although reproduction is a commitment entered into by two persons, very often it is seen as the sole responsibility of the woman, even though the decision about how a sexual circumstance might be played out is taken by a man.

Notwithstanding the apparent contradictions in sexual relationships intgeh Caribbean, the concern with AIDS and reproductive health has become even more perplexing in recent years because of the links between population growth, health, social and economic development, as well as the acknowledgement of women’s role in reproduction of the population and maintaining the family as a whole. As mentioned earlier, there is a statistically higher risk of pregnancy –related transmission of HIV/AIDS from an infected mother to her unborn child. Studies highlight that perinatal transmission of HIV infection may occur before, during or shortly after birth (WHO). The risk of transmission is greater depending on the timing of infection and the clinical status of the mother’s AIDS-related symptoms. For example, there is evidence which suggests that the risk is greater if the mother is infected during pregnancy or in the perinatal/breastfeeding period. As more and more women become infected with HIV, the rate of mother-to-infant transmission is also predicted to rise.

Fertility rates, that are the average number of children a woman will have during her lifetime, are therefore being affected by the HIV/AIDS epidemic. One of the saddest realities is that because of the traditional “seen and not heard” mentality, communication is poor between couples in a relationship and this ongoing Caribbean “winter of silence” coupled with the long incubation period of the HIV virus leads to an even more grave situation that allows men and women engage in “unsocial” social relations, live together daily without expressing their feelings and thoughts on deep-seated, even life-threatening situations and go on to parent children for many years after they have become infected. This means their offspring may be born with the virus which may reverse all the gains made in child mortality in the region.  Furthermore, there is documented evidence of estimates that suggest that up to one-third of infants born to HIV infected mothers develop viral infections within a year after birth and up to 20 percent of these babies die within an 18-month period. Death rates amount Caribbean infants aged 0-4 are expected to slope up, increasing by at least 65 percent by the year 2010 and the death rate in children aged 5-9 is predicted “to double in the best scenario and quadruple in the worst”.
/
It is apt to mention that HIV prevalence among pregnant women has been monitored in several countries throughout the region through sentinel surveillance. CAREC (1999) estimated that in 1997 there was an HIV prevalence rate of 1-29 percent among pregnant women in the Caribbean.

Haiti has the highest prevalence of HIV among women receiving prenatal care services in non-English-speaking Caribbean region, ranging from 8–9 percent between 1983 and 1993 in urban areas and from 3-4 percent in rural areas between 1986 and 1990. By comparison, in the neighboring country of the Dominican Republic the figures ranged from 1 percent in 1991 to 4-8 percent in 1998.

In the English speaking Caribbean the prevalence of HIV infection among women receiving prenatal care services is less than 1 percent in the Bahamas, Grenada, and the Cayman Islands, St. Vincent ands the Grenadines, Suriname and Trinidad and Tobago (PAHO/WHO, 1998). In Jamaica, HIV seroprevalanece among prenatal clinic attendees increased from 1.4 per 1,000 in 1989 to 9.5 in 1997. In Barbados, HIV seroprevalence varied between 8 and 12 per 1,000 between 1992 and 1996. In Guyana, a survey of pregnant women in 1992 found an HIV infection prevalence of 7 percent. In the Bahamas, HIV prevalence among pregnant women was highest in 1993 at 4.8 percent and then declined to 4.2 percent in 1994 and to 3.6 percent in 1995.
/
As if exposure to the HIV virus were not enough, there is a further threat to the rearing of infants as revealed in the recent findings which identify breastfeeding as one of the risk factors for postnatal HIV transmission in infants. The data reveal that in addition to the risk of transmission during pregnancy and childbirth, there is a 14 percent risk of HIV transmission through breastfeeding.
/
Breastfeeding, an integral part of the human reproductive process, has been reintroduced in the Caribbean as a more desirable method of feeding children because of its economic and health benefits. Breast milk is the most complete food and provides enough nutrients for the first six months of life as well as protection against infections.  One of the major advantages of breastfeeding is that it is readily available and costs nothing.  It also regulates fertility because it is strongly related to delaying the return of ovulation after childbirth which depending on the woman, may last months or even years in the Caribbean. This policy decision to encourage breastfeeding may be jeopardized with the ongoing HIV/AIDS scourge rampant in the region. Until there is mandatory testing of all pregnant women for the HIV virus, all newborns in the region may begin life with some uncertainty.
/
Predictions: More Numbers and More Impact on Everyone

HIV/AIDS has an effect on fertility and therefore has an effect on population growth. By the year 2010, the population would be 95 percent of what it would have been in the absence of AIDS and these figures, according to some findings, drop to 92 percent by the year 2020.

Even if the relatively conservative assumption that HIV prevalence will not exceed 5 percent of the adult population in the Caribbean countries (the CMCs overall) were to hold true, the effects of the HIV epidemic would still be substantial. With 70 percent of AIDS cases hitting the age range between 20 and 44, a significant proportion of the working and child-bearing population will be affected. By the year 2010, it is said that AIDS will account for more than half the deaths in children under five, and have an even greater impact on children aged to nine.

If the epidemic in the Caribbean continues as it did during the last few years of the twentieth century, the projected AIDS cases of 2,310 in the high scenario for 2020 will be a sad conservative estimate.
/ Given the numbers, it is fair to conclude that the costs, both direct and indirect, both economic and psychosocial, will be high in the Caribbean region.

The economic impact, both in terms of caring for AIDS patients and the loss of productivity will be significant, approaching 5-6 percent of GDP.

Other indirect costs will be incurred as well, both in monetary as well as non-monetary terms:

· Losses on societal investments due to persons, male and females, dying prematurely: reduced life expectancy means losses in education, savings, and productivity.
· Costs of caring for orphans.
· The increased health care costs resulting from the increased incidence of other diseases, ensuring the safety of blood supplies, laboratory and hospital precautions, health education and other prevention measures.
· Loss of tourism revenue.
· Psychosocial pain on HIV/AIDS individuals, families and communities.
· Disintegration of social cohesion, challenges to value systems and gender confrontations regarding deeply rooted and sensitive gender inequalities.
V.
WHAT ACTION HAS BEEN TAKEN

Some Regional Efforts and Responses 
During the first years of the epidemic, the regional response was focused on alerting Caribbean people to the presence of the epidemic. Steps were taken to provide information on the protective behaviors to prevent HIV transmission.

Much more structured response came after the WHO’s GPA was established (1987) as well as CAREC (19. PAHO/WHO designated CAREC as “the Caribbean resource for HIV surveillance, research, and the development of relevant programs for prevention and control of AIDS in member countries.” CAREC’s Special Programme on Sexually Transmitted Diseases (SPSTD-1989). serves as the coordinating agency and focal point for the Network.

With the appointment of National AIDS Committees and the implementation of National AIDS Programs national responses were strengthened and became more structured. AIDS Short Term Plans followed by Medium Term Plans were developed.

CAREC, as the Caribbean public health agency, adopted six strategies:

· Program management with orientation towards impact and ‘value for money’.
· Information, evaluation and communication for behavior change.
· Reduction of the impact of AIDS epidemic on individuals and societies.
· Control of the HIV transmission through blood and blood products.
· Scientific and sociocultural knowledge of AIDS epidemic through surveillance and research.
/
At the outset much emphasis was placed on prevention for behavior change. Since 1995, new strategies were added because of the changes in the epidemiological profile of the disease. Along with primary prevention, emphasis has been placed on issues such as psychosocial support, care, HIV/AIDS/STD clinical management, advocacy for AIDS, human rights and other sociocultural issues including emphasis on gender issues and poverty

CAREC’s HIV/AIDS/STD projects have established an outstanding track record by delivering good quality and innovative technical cooperation with member countries. Because of its reputation CAREC has been attractive to international and bilateral donors. According to CAREC’s annual report from 1996, the projects have received support from the Canadian International Development Agency (CIDA), the French Technical Cooperation (FTC), the German technical Cooperation (GTZ) and technical support from PAHO and WHO.
/ 

The Caribbean AIDS Telecommunications and Information Network (CATIN) was established in 1996 with resources from the US Centers for Disease Control and Prevention (CDC), The Canadian International Development Agency (CIDA) and the UK Department for International Development. Its role is to provide critical health information on HIV / AIDS / STD's to member countries and to coordinate and promote prevention and control programs in conjunction with regional National AIDS Programmes (NAP) within each participating country.

The network is currently operational in eight selected CAREC member countries namely Anguilla, Antigua, British Virgin Islands, Barbados, Dominica, Grenada, Guyana, St. Kitts, St. Lucia and The Turks and Caicos islands.
/ 

More concerted regional efforts have taken place since the turn of the century. In February 2001 a pan-Caribbean Partnership for HIV/AIDS was launched.  Regional institutions such as CARICOM, University of the West Indies (UWI), the regional development banks, the UN system and others representing or associated with Caribbean countries are relevant to the response. 

In March 2005 the Fourth Meeting of the Regional Coordinating Mechanism (RCM) of the Pan Caribbean Partnership (PANCAP) Against HIV/AIDS was held - in St. Lucia. The meeting was held to assess the progress made to in the implementation of the Caribbean Regional Strategic Framework on HIV/AIDS, specifically as it relates to such projects as the Global Fund, World Bank and CIDA. Reports were to be presented by CARICOM/UK Champions for Change Conference; the Regional Coalition for Gender and HIV/AIDS and the Advocacy Workshop.

An increasing number of HIV/AIDS specific organizations and those having HIV/AIDS components, networks of people living with HIV/AIDS (PLWHA), NGOs and community-based organizations (CBOs) are also active, some on a national scale and some on a regional scale. The Caribbean Coalition of National AIDS Programme is an example of a regional effort to deal with the disease.

It is interesting to note that although all countries in the Caribbean have established broad based multisectoral national AIDS committees and have taken initiatives to craft  and implement some measures to control the AUIDS epidemic, the scope and effectiveness of this response has tended to vary considerably.

First, many of the countries in the Caribbean are too small to work alone and to single-handedly develop the capacity needed to respond to the magnitude of the epidemic in the region. Secondly, as a long-term problem, HIV/AIDS demands a sustained response from qualified health care and other professionals, which many countries lack. This places too many demands on too few qualified and informed people. In some of the larger islands, there is a serious lack of infrastructure, poverty, aspects of macroeconomic structural adjustment, political instability and other problems.

Despite problems and notwithstanding the efforts made by most, if not all Caribbean countries, there are ever-present opportunities to make and keep HIV/AIDS as a priority development issue. One such opportunity arose in 2001 with the Nassau Declaration that “the health of the Region is the wealth of the Region.”

VI.
TALKING POINTS

Understanding the Reality for Women in the Caribbean

The sexual behavior and practices coupled with gender differences and the existing social and cultural norms are the major factors that have an impact on women’s health in general and on the HIV transmission in this group.

In order for HIV/AIDS to be placed on the agenda of the Organization of American States, through the CIM, an introduction needs to be made as to the importance of tackling this issue in terms of its development impact in member states. A general understanding alongside a gender-focused approach need to be established within the organization. This understanding is based on the magnitude of the disease in the region and the particular trend of increased prevalence of HIV/AIDS in the female population. Further, as often noted, HIV transcends national boundaries thus, the consequences in one country are likely to be felt in another country as well.

Some of the following “talking points” that emerge from this RD, might be considered as agenda items that are intimately connected to the main topic:

· Defining women’s rights in public fora that include men.
· Health and safety at home and in the workplace.
· Mandatory testing, compulsory testing, screening and quarantining.
· Tortious liability for causing HIV/AIDS to be transmitted.
· Criminal liability for willfully transmitting HIV/AIDS.
· How to effectively deal with fear, ignorance, bigotry, discrimination, stigmatization and rejection.
· Violence against women.
· Teenage sex, teenage pregnancy and issues of responsibility for safe sex in sexual behavioral patterns.
· Increased opportunities for sex education in secondary schools.
· Women, poverty and AIDS.
· Reproductive rights. 

· Issues of confidentiality.
· Management of fear of recrimination.
· Government’s role to prevent further spread of HIV/AIDS.
· Maximize potential of existing regional institutions that can highlight HIV/AIDS issues over party politics, points of shared interests, shared vulnerabilities and shared responsibilities.
Challenges in the Region
There are a number of priority areas that have been touched upon in this RD. They represent challenges for the regional and its partners:

· Advocacy, policy development and legislation.
· Care, treatment and support for people living with HIV/AIDS.
· Sex Education and counseling. 

· Open dialogue with men and women.
· Focus on young people with a view to prevention.
· Sex education in school curricula in an age-appropriate way.
· Prevention of HIV transmission in particularly vulnerable groups:
· Teenage girls and boys

· Sex workers

· Mobile populations

· Beach populations

· People in workplace

· People in secluded settings (prisoners; uniformed populations, etc.)

· Prevention of ‘vertical’ transmission, focus on mothers.
· Strengthening national and international ties to boost response capability.
· Resource mobilization for  operational resources. 

· Resource mobilization for capacity building and alliance building.
VII.
RECOMMENDATIONS

Options and Issues
There are three short to medium term recommendations offered to CIM:

· Draft a pilot project proposal for donors and/or partners, after needs assessment.
· Mainstream HIV into the policies, practices and programs of OAS by first, drafting a Strategic Plan for OAS management:
· Carry out in-country or secondary resource study to interview leaders in the area and compile a data base on institutional initiatives for partnership cooperation initiatives;
· Use baseline study to promote OAS management interest to consider HIV from a gender perspective as priority development cooperation agenda item.
· Organize CIM initiated workshop/seminar/conference on HIV/AIDS along the lines of the title of this RD, “Where Do Women Stand Now in the 21st. Century?” --- in partnership with academia, international, NGO and other stakeholders.
· Commence data gathering with a view to setting up a dedicated CIM HIV/AIDS clearinghouse of information (since there are so many cross-cutting issues here)

There are three long-term recommendations for how CIM can assist ongoing efforts in the Caribbean:
· Expand responses along the care continuum across the Caribbean region:
· It is essential for HIV/AIDS to continue to be dealt with at a service level. 

· This means linking the more complex and sensitive components required for effective and comprehensive control of HIV and STIs (sexually transmitted infections) in clinical care.
· Support focus groups for men; for teenagers.
· Build capacity of local health-care providers.
· Meaningful integration is a process that should occur at a number of levels and include men and women.
· This area needs strong technical support and input to ensure a comprehensive package of prevention and care.
· This means partnering for the long term and investing in organizations that are already providing comprehensive services for this to be cost-effective and makes programmatic sense.
· Establish clear monitoring and evaluation of OAS project initiatives.
· Clearer monitoring and evaluation of project initiatives are needed in order to capture and ensure best practices. 
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