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Civil society plays an important health governance role by influencing international
sexual, reproductive health and HIV agendas as expressed in international
conferences; monitoring and evaluating implementation; and holding governments
accountable for their commitments. Integration of sexual and reproductive health
(SRH) and HIV services to achieve the health-related MDGs would seem to be a
strategic joint advocacy agenda for the women’s sexual and reproductive health
movement and HIV activists, particularly women living with HIV. However we found
that the self-perpetuating invisibility of women and children in concentrated HIV
epidemics and divisive issue-framing which pits women’s rights against infant health
and SRH against HIV are barriers to joint advocacy in Latin America. Based on their
lived experience, women with HIV articulate a rights-based argument for SRH/HIV
integration which could discursively organize a cohesive policy community, but face
gender, class and HIV-related discrimination in coalition building. Poor progress on
SRH/HIV integration in the Latin American countries studied exemplifies the need for
greater involvement of people living with HIV and AIDS, especially women, to
generate relevant and effective programming, policy, and civil society advocacy at the
country level.

INTRODUCTION

The synergistic benefits of linking sexual and reproductive health (SRH) and HIV have
been recognized and promoted by the United Nations system for over a decade.
12 Yet global monitoring demonstrates insufficient progress. In 2008, a mere 21% of
pregnant women giving birth in low- and middle-income countries were tested for HIV
and only 45% of pregnant women living with HIV received antiretroviral treatment to
prevent vertical HIV transmission.3 Significant numbers of women with HIV continue to
report unmet need for family planning and high rates of unintended pregnancies, as well
as other sexual and reproductive rights violations.4.5

In Latin America, most countries have the necessary healthcare infrastructure to
implement two crucial pillars of SRH/HIV integration—prevention of parent-to-child
HIV transmission (PTCT) and provision of sexual and reproductive health services to
women with HIV—but have lagged behind countries and regions with weaker health
systems in terms of implementation.® To analyze lack of progress towards meeting
country commitments for PTCT and the context for SRH/HIV integration over the past
decade in eight Latin American countries, we apply Shiffman and Smith’s framework for
analyzing the priority accorded to health issues which considers: 1) political context and
opportunities; 2) issue characteristics; 3) the power of the ideas used to portray the
issue; and 4) the strength of the actors involved.’



KENDALL AND LOPEZ-URIBE, IMPROVING THE HIV RESPONSE FOR WOMEN IN LATIN AMERICA 2

We are particularly interested in how the epidemiological context of HIV in Latin
America and the position of women living with HIV within networks of people living
with HIV and vis-a-vis the broader women’s health movement have impacted on the
priority accorded to PTCT and SRH/HIV integration. Civil society is increasingly
influential in setting global and national health policy.8 Two areas of global health where
civil society actors have been especially active and successful at generating both
international and domestic awareness and political will have been HIV and sexual and
reproductive health and rights.®.10 In Latin America, activism for access to treatment by
networks of people living with HIV and in favour of reproductive rights by the women’s
movement is ongoing, as these aspects of the right to health are not effectively
guaranteed despite international agreements.!! The prevention of PTCT and the sexual
and reproductive health and rights of people with HIV would seem to be a strategic issue
for joint advocacy and collaborative action between these two influential civil society
movements. Why haven’'t HIV and women’s health movements in Latin America
developed a coherent and persuasive discourse and a joint advocacy agenda focused on
achieving the United Nations Declaration of Commitment on HIV and AIDS and the
health-focused Millennium Development Goals: reducing child mortality (MDG4);
reducing maternal mortality and achieving universal access to reproductive health
(MDGS5); and halting and beginning to reverse the spread of HIV and AIDS (MDG6)?12

METHODOLOGY

We reviewed reporting on the United Nations General Assembly Special Session on HIV
and AIDS (UNGASS) and the Millennium Development Goals to assess operational
progress towards meeting country commitments to prevent PTCT of HIV and to provide
reproductive and HIV health care services in eight Latin American countries. To explore
reasons for poor progress towards PTCT in 2007, given high levels of prenatal care
coverage and relatively widespread access to antiretrovirals, we undertook a content
analysis of the current National HIV and Reproductive Health plans and in-depth, semi-
structured interviews with women living with HIV, feminists working in sexual and
reproductive health, and national bureaucrats and United Nations functionaries
between September 2009 and June 2010 (n=72). The interviews were divided roughly
between the three sub-regions: North America (Mexico, n= 26); Central America
(Guatemala, Honduras, and Nicaragua, n=19); South America (Bolivia, Colombia,
Paraguay, and Peru, n=27). We validated our findings about preventing PTCT and
availability of sexual and reproductive health services with 81 activists in national
meetings with women leaders with HIV in Guatemala (n=12), Nicaragua (n=18), and
Mexico (n=42) and at a forum with activists from all sub-regions (n=19).13

The content analysis and interview guides were constructed around the four
prongs of the WHO/UNFPA Glion consultation on strengthening linkages between
reproductive health and HIV to respond to HIV among women and children: primary
prevention of HIV infection in women; prevention of unintended pregnancies in women
living with HIV; prevention of transmission from women living with HIV to their
infants; and provision of care, treatment and support for women living with HIV and
their families.14 Interviews also explored the political context for SRH/HIV integration,
identified institutions and individuals that had promoted or impeded PTCT
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implementation and SRH/HIV integration, and documented the relationships between
women with HIV and HIV and feminist reproductive health organizations.

NORMATIVE AND OPERATIONAL INTEGRATION OF REPRODUCTIVE HEALTH AND HIV
SERVICES IN 8 LATIN AMERICAN COUNTRIES

In 2001, the member states of the United Nations committed to reaching 80% of
pregnant women with interventions to reduce PTCT of HIV by 2010.15 Table 1 shows
that while countries have included preventing PTCT in national HIV and reproductive
health plans, operational progress has been insufficient. In 2007, only two countries
(Nicaragua and Peru) were halfway towards meeting the target and most countries
reported less than 10% coverage. This failure cannot be explained by the absence of
needed healthcare infrastructure. All of the countries report antenatal care coverage and
access to antiretrovirals disproportionately higher than the estimated number of
pregnant women living with HIV who actually received treatment. Our qualitative
research confirms that once diagnosed the vast majority of women with HIV receive
antiretroviral treatment to prevent PTCT. This suggests that a key stumbling block for
implementation of PTCT in Latin America is the failure to integrate HIV into maternal-
child health by offering HIV testing during antenatal care. The reproductive health
needs of people living with HIV remain invisible in national HIV plans. Less than half of
the eight countries studied mention reproductive health in their national HIV plans and
only one country explicitly includes family planning. The 81 HIV activists (mostly
women leaders with HIV) consulted during the validation process corroborated that
even when family planning for women living with HIV is mentioned in the National
Reproductive Health or HIV plan, the sexual and reproductive health care counselling in
HIV care is generally limited to promotion of the male condom; in no settings were
other contraceptives routinely provided in HIV clinics.6

The integration agenda is far from being realized in the countries studied.
However, the capacity of these healthcare systems to deliver antenatal care, family
planning services, and antiretroviral treatment means that advocacy which increases the
priority given to SRH/HIV integration can pay huge dividends towards achieving MDGs
4,5, and 6. What barriers must be overcome for this to occur?

THE POLITICAL CONTEXT: INTERNATIONAL IMPETUS AND LOCAL INERTIA

At the supranational level, the impetus to link HIV and SRH to achieve the Millennium
Development Goals is gaining momentum. Major HIV funding mechanisms such as the
Global Fund for AIDS, Tuberculosis and Malaria and the US Global Health Initiative
with PEPFAR2 are explicitly soliciting investments in HIV/SRH integrated service
delivery, as are some bilateral donors.1” Since his appointment in 2009, the Executive
Director of UNAIDS Michel Sidibé has made SRH/HIV integration a policy priority.18
HIV was explicitly recognized as a driver of maternal mortality during the 54th
Commission on the Status of Women.1® Despite tensions provoked by donors not
meeting or scaling back prior commitments for HIV treatment, there appears to be an
international consensus among the UN system, donors, and global civil society on the
need to integrate SRH and HIV to achieve the MDGs.20 In Latin America, country
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members of the Pan-American Health Organization have committed to a plan for
eliminating mother-to-child transmission of HIV and syphilis by 2015.21 The end of
2010 appears to provide an excellent window of political opportunity to promote
integration of HIV and SRH services to achieve MDGs 4, 5 and 6.

Does the political impetus exist at the country level where implementation will
take place? While it seems curmudgeonly, we must consider that when the original
targets for preventing PTCT and providing HIV and reproductive health services were
established in the MDGs and UNGASS a decade ago the political context also seemed
promising. To generate strategies for moving forward in Latin America we must identify
some of the political barriers to progress.

IsSSUE CHARACTERISTICS: WOMEN AND CHILDREN IN CONCENTRATED HIV
EPIDEMICS

Shiffman and Smith identify the importance of a series of issue characteristics which
facilitate a health issue attracting political priority. These include the existence of
effective interventions — the extent to which avenues for addressing the problem are
clearly explained, cost-effective, backed by scientific evidence, simple to implement and
inexpensive; the availability of credible evidence and indicators to measure the problem;
and perceived severity.?2 Preventing PTCT has a strong evidence base for clinical
efficacy and the cost-benefit of universal voluntary screening is clear for countries with
high HIV prevalence but also in low prevalence HIV epidemics where highly active
antiretroviral therapy is provided as the standard of care, as in these Latin American
countries.23 Evidence is accumulating, showing that the provision of reproductive health
services to women with HIV (especially family planning) and SRH/HIV integration
improves coverage, quality of service delivery, and can be cost-beneficial in generalized
HIV epidemics.24 Since 2004, multilateral organizations have recognized that in
addition to being necessary for preventing PTCT, prenatal HIV-testing has multiple
benefits. The offering of HIV-testing during prenatal care is a unique opportunity for
HIV education for HIV-negative women and permits timely access to healthcare for
women with HIV. Testing may also allow early diagnosis for the women’s partner(s) and
other children. Yet, only 19 of 72 of our informants identified one or more of these
additional benefits of prenatal HIV testing. Likewise, in response to questions about
optimal family planning methods and priority SRH issues, most informants reduced the
SRH needs of women with HIV to condom access. These responses suggest that while
the United Nations system has articulated the benefits of strengthened linkages between
HIV and SRH and the integration of services, these arguments are not necessarily
known or accepted by government and civil society actors in the countries studied.
According to Shiffman and Smith, the second group of issue characteristics which
impact political priority involve measurement: does credible evidence exist to show the
problem is serious??> We found that insufficient epidemiological data on HIV
prevalence and incidence among women and children and related maternal and infant
mortality negatively impacts the priority given to PTCT and SRH/HIV integration:
We are part of the working group on safe birth and motherhood, and HIV isn’t
part of the agenda. Because we don’t have sufficient data, and it doesn’t seem that
the incidence is significant. [...] For those working on HIV, the issue of pregnant

GLOBAL HEALTH GOVERNANCE, VOLUME 1V, NO. 1 (FALL 2010) http://www.ghgj.org



KENDALL AND LOPEZ-URIBE, IMPROVING THE HIV RESPONSE FOR WOMEN IN LATIN AMERICA 5

women living with HIV is supposedly miniscule. That it is a part of the agenda that
is trying to take funds away, or diminish the importance of HIV in risk groups. So,
for neither of the two sides is this issue relevant.26
In the countries studied, estimated HIV prevalence in the general population is
low (<1%) but UNAIDS estimated that in 2007 there were 194,500 women with HIV in
the eight countries studied, representing 35% of the total population of people with HIV
in the eight countries studied. However, only a minority of both men and women in
these countries know their HIV status or are on treatment.2” The lag in recognizing HIV
infection in the absence of widespread access to testing contributes to perpetuating the
idea that HIV is not a women’s issue. A decision-maker from the United Nations system
told us:
Concretely in HIV there is a cultural barrier: in this country they still think that it
is a problem of men who have sex with men; and that there is a low incidence in
women; and while the contrary is not demonstrated, public policy is going to
prioritize men who have sex with men.28
The failure to implement HIV testing during prenatal care because women are
perceived as “low risk” creates a feedback loop in which heterosexual women of
reproductive age from the “general population” living with HIV are not diagnosed. The
failure to capitalize on the opportunity offered by prenatal care to allow women to access
a timely diagnosis means that in the short-term, existing infections among women
remain invisible to healthcare providers and national decision-makers. This undermines
arguments for prevention and care programmes for women in the decision-making
mechanisms of funding bodies, such as the Country Coordinating Mechanisms of the
Global Fund for AIDS, Malaria and Tuberculosis.2® The failure to diagnose women is
also an impediment to involving the broader women’s movement: “In our own feminist
organizations, we have not effectively incorporated the issue of HIV in the agenda—
because of our assumption that it is an issue for gay groups.”30
A second and related issue characteristic is the underreporting of AIDS-related maternal
and infant deaths in the region. A feminist ally of women living with HIV stated that:
“Maternal mortality is just that. If it is with HIV or without, no one is interested—they
don't record it, they don’'t measure it.”3! AIDS-related morbidity and mortality among
infants and children are also under reported:
In 2007, the doctor told me right to my face: 1 am the one who buys the
medications, and | can tell you whether we have [HIV] medicines for girls and boys
and what we have. Because we don’t have any, there are no HIV-positive children
[in the state medical system].32
Not implementing PTCT prevention creates a vicious cycle where failure to
diagnose HIV among women and children perpetuates the perception that the issue is
unimportant and justifies the omission. On the other hand, scale-up of prenatal HIV
testing makes the impact of HIV on women and children visible:
With rapid testing available in most, not all, of the maternal-child hospitals, a large
number of pregnant women with HIV have been diagnosed. Based on this activity,
you can see the feminization of HIV.33
Several government decision-makers reported that nationally generated
epidemiological reports showing increased numbers of HIV diagnoses among women
spurred them to develop policies and implement programmes.
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According to Shiffman and Smith’s framework PTCT and the integration of SRH
and HIV services have characteristics such as clinical efficacy and cost-benefit that could
motivate political priority.34 However, the synergistic benefits of SRH/HIV integration
were not readily articulated by the majority of our informants. Further, failure to
identify HIV cases among women and children contributes to the perception that PTCT
and SRH/HIV integration are relatively unimportant health issues for the countries
studied.

THE POWER OF IDEAS

The power of ideas refers to the importance of framing a resonant and coherent
argument for both internal and external audiences. To be most convincing, the
argument or “collective action frame” should build consensus about what the problem is
and then mobilize for action.35

SRH/HIV integration to achieve the health-related MDGs comes up against two
divisive frames: the perception that the implementation of PTCT privileges infant health
over women’s rights and an issue at the core of the vertical vs. horizontal health care
delivery debate—funding.

PTCT AND CONSTRUCTING “WOMEN AS VECTORS”

Some feminists and women living with HIV in Latin America objected to focusing on
PTCT as an advocacy priority in the field of women and HIV on the grounds that the
intervention is implemented in a way that treats women as vectors of HIV transmission:
“One of the advantages is reducing mother-child transmission, but a disadvantage is
that only the child is considered important, they keep conceiving of and treating
women like machines”.36 The understanding of PTCT prioritizing the baby’s health over
the woman’s rights excludes the intervention as an advocacy rallying point for feminists:
“They don’t think about the woman's life, or her health, but about the child. [...]
Personally, as a feminist, | would focus on other areas, not that one.”3”

FUNDING: HIV vs. REPRODUCTIVE HEALTH

Competition for funding was cited by some members of women’s groups as a reason for
not becoming involved in HIV:

There is a network of organizations that work on HIV, and they have asked us to

join. But we, no, no, no. Because it is a world of men, where people are frequently

fighting over money.”38

Feminists reported being accused by gay colleagues of being interested in women

and HIV for mercenary motives. Some women with HIV expressed caution about
collaborating with other movements out of fear that they would “use HIV for their own
benefit”.39 With specific reference to SRH/HIV integration to achieve the Millennium
Development Goals, the perennial argument that HIV captures the lion’s share of
available resources was articulated as a barrier:

Conceptually, I agree with it [integration]. Since Cairo in 94 we have talked about a

focus on reproductive health, and that is the way it should be. That should be the
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model, which hasn’t happened and I don’t know if it is going to happen. But there
is another issue—there is a worldwide struggle for resources. Maternal mortality is
the MDG with the fewest resources internationally. And if now you want to include
HIV, HIV will take away more of the already scarce resources for maternal
mortality. And HIV has its own MDG, isn’t that right? And its own resources, and
its own actions.”40

FRAMING AN INTEGRATING DISCOURSE: WOMEN’S RIGHTS AND THE RIGHT TO
HEALTH

A promising avenue for overcoming divisive framing was identified in the rights-based
discourse articulated by women with HIV based on their lived experience. Increasing the
capacity of women with HIV to link their experiences to the content and objectives of
the international conferences would support them to enunciate a “frame bridge”
between the master narratives of the HIV movement—the rights to health and non-
discrimination, and the master narrative of the women’s movement—women’s rights
and combating gender oppression.4!
Women living with HIV have experienced the consequences of fragmented HIV
and reproductive healthcare delivery. Some of these consequences include: losing a
child to AIDS (MDG4); raising children with HIV (MDG 6); not finding out about their
HIV diagnosis until they or their partner became ill because of AIDS (MDG 6); or
experiencing unintended or unwanted pregnancies because dual protection (condom
plus another contraceptive method) is not promoted in HIV care (MDG 5). Women
living with HIV asserted their right to health services independent of their HIV status:
Part of the right to health is comprehensive care—from availability of services like
the HIV test, exams, ultrasounds, all of that and prenatal care that should be
evaluated by health professions—all of this has to be a human right of every
woman, independent of her [HIV] status.”42
Others reflected on how gender power differentials had negatively affected their
sexual and reproductive health, and emphasized the importance of skills-building and
access to services which would allow them to take “autonomous decisions about our
bodies.”43 However, minimal or no participation in sexual and reproductive health
advocacy or exposure to the women’s movement prior to their HIV diagnosis also means
that many women living with HIV don’t speak the language of the Cairo and Beijing
conferences or frame their demands and priorities within the language of the MDGs.44
Emblematically, a new woman leader with HIV said:
I haven’'t worked [with the feminist movement] but now that | am coordinating the
network [of women with HIV], I am just starting a process of information
gathering, education, absorbing everything that’s related to gender and HIV,
women, AIDS, to have a discourse on these issues; right now, my discourse on
these issues is poor.45
The discourse enunciated by women with HIV based on their felt needs and lived
experiences echoes framing used by the broader HIV movement in their struggle for the
right to health and non-discrimination and also resonates with the discourse of the
feminist women’s health movement on women’s right to autonomy and the ill-health
caused by gender oppression. Currently the limited ability of many women leaders living
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with HIV to speak the language of the international conferences and frame their
demands in these terms makes it difficult for them to communicate the need for
integration of SRH and HIV services as a common agenda and be recognized as
champions for women’s health and rights.

STRENGTH OF ACTORS: WOMEN WITH HIV FACE BARRIERS WITHIN THE BROADER
HIV AND WOMEN’S HEALTH MOVEMENTS

Shiffman and Smith identify four components of “actor strength” that contribute to the
priority accorded to a health issue: the existence of guiding institutions; leadership;
cohesion of the policy community; and civil society mobilization.4¢ While the United
Nations system has provided policy guidance, PTCT and SRH among women living with
HI1V is not the remit of a single United Nations agency and joint responsibility can lead
to inaction.4” Commenting on lack of action on PTCT and the integration of SRH and
HIV services driven by the UNAIDS Theme Group, one United Nations official
commented: | don’t think we are taking sufficient advantage of our differentiated
capacities. And at times, despite striving for inter-agency collaboration, we are falling
into vertical execution.”48 A feminist noted that:
There is a monopoly of the LGBT population that has received a lot of support
from the international agencies. UNAIDS has indicated that this is the population
that you have to work with, as has UNFPA. The only voice that has spoken up for
the issue of pregnant women and the importance of vertical HIV transmission has
been, notoriously, UNICEF.49

While the United Nations had pronounced itself in favour of SRH/HIV
integration and the implementation of PTCT at the global level, this has not translated
into strong and cohesive leadership at the national level in the countries studied.

Another aspect identified by Shiffman and Smith as important for generating
political priority is civil society mobilization. Again, mobilization has been stronger and
more effective at the global level than nationally or locally. At the supranational level,
advocacy by the International Community of Women with HIV and AIDS (ICW) for the
sexual and reproductive rights of women with HIV has garnered recognition from the
United Nations and support from feminist, reproductive rights organizations.>0
However, at the country and community level, most Latin American women leaders
with HIV continue to be fairly isolated and lack institutional support from either the
broader HIV movement or the women’s health movement. In the words of one woman
leader with HIV who has worked as a “trainer of trainers” with her peers:

It doesn’t work to do ten trainings in the capital, bringing a woman from each
state, if you leave her all alone, shitting bricks [pariendo chayotes] in her state, or
in her community.5!

The most common organizational alternative for women with HIV is to
participate in local mixed gender HIV organizations, which tend to be led by gay men. In
these spaces, women living with HIV struggle to get their issues on the agenda. In one
woman’s words “...discrimination is present there too. It is as if they say “this group is
different, they are not like us”, and they push us aside.”52 Reflecting on the absence of
reproductive rights from a manifesto on the rights of people living with HIV, which
proclaims sexual rights, an allied HIV activist noted:53
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...the vision is clearly macho, from a masculine perspective, and furthermore a gay
perspective. So, you see how we can eliminate certain issues or agendas or things,
just because they aren’t inside you. They aren’t internalized.>*

While mutual support between people living with HIV exists, “solidarity has
limits. Everyone has their own agenda, and they have to fight for their agenda.”>>

With respect to the broader women’s movement, the continued perception that
HIV is not a women’s issue, HIV-related stigma and discrimination and class differences
are barriers to coalition building. When feminists express surprise, shock, distaste or
fear when HIV is mentioned, as in this account by a woman leader living with HIV, the
idea that HIV is not a women’s issue is perpetuated:

I once went to a training with feminists, with lesbians, and when 1 started talking
speaking about HIV, they were terrified: “Omigod, we never thought HIV could
happen to us”—it really surprised me.”%6

HIV-related stigma was identified as a barrier to collaboration, as in this
comment by a feminist about why collaborations between women with HIV and
feminists haven’t prospered:

When we share and dialogue as peers, | think that is when there will be better
results. Because there are still people in the feminist movement that if they know
the women [comparfieras] have HIV, they put up a big wall. And they don’'t want
to work with them, and they stay away from them.5’

Both feminists and women living with HIV reported instances when members of
the women’s movement avoided physical contact and spatial proximity with women
with HIV and feminist colleagues working with HIV-positive women. For example, a
member of the women’s movement asked a woman leader with HIV to co-present with
her on the sexual and reproductive rights of women with HIV at a meeting of a feminist,
professional organization. For the first time, her feminist peers “... never sat at the table
with me [sic]. | felt discriminated against, | felt stigmatized—just for working on the
issue.”s8

Class differences also make coalition building between women with HIV and
feminists difficult. Latin American feminism is a heterogeneous movement but most
leaders are educated professionals with excellent contacts inside governments and
multilateral organizations.>® In contrast, most women living with HIV in the region
come from situations of social disadvantage.®° Discussing a meeting with government
officials and feminist leaders, women living with HIV spoke about struggling to gain
respect for their proposals because they lack university degrees, but also disparaged
feminists as “chalinitas” [little shawls] because they appropriate the shawls traditionally
worn by indigenous women as adornment.®! Perhaps as a consequence of these social
hierarchies, the leadership of women living with HIV tends not to be recognized by the
broader women’s movement: none of the international and regional champions for the
integration agenda identified by feminist informants were HIV-positive women.

We also identified feminist organizations that were working “on HIV” without
working with women living with HIV:

FEM: The idea of [the NGO] is precisely to train new leaders, so that new voices
are heard. We have indigenous voices, we have union leaders, we have a bit of
everything. [...]
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INT: And has the organization ever considered women with HIV as a possible
public for inclusion in your networks?
FEM: We work on HIV. These leaders have a menu of ten key issues that they have
to discuss with civil servants, or health promoters, or in workshops, etc. And one of
the issues is HIV and STls.62
The Greater Involvement of People with HIV (GIPA) principle is important
because it can improve the relevance, acceptability and effectiveness of programs, in this
case by bringing the need for and benefits of multiple linkages between SRH and HIV to
the forefront. GIPA also destroys the stigmatizing assumption that the “experts” or
“service providers” are HIV negative, while the “beneficiaries” are people with HIV.63
The inclusion of HIV in the agenda of feminist SRH organizations without the
corresponding inclusion of women with HIV and their perspectives is one reason that
feminists who are engaging with HIV-positive women told us that there “is no
articulated response yet” between the two movements.64
In general, the level of collaboration reported by feminists and women living with
HIV did not go beyond attending public marches or rallies to support the other
movement. There are, however, some promising trends. In 2009, women living with
HIV were included for the first time in the monitoring and evaluation of ICPD carried
out by regional feminist networks. In the same year, an organized contingent of women
living with HIV attended the regional Encuentro (an important event for feminist
organizing) for the first time. Our research also identified instances of initially
superficial involvement, such as attending the same marches, developing into more
committed relationships. In one country, marches progressed to joint lobbying of
legislators and then to women living with HIV challenging feminists to include them in
their SRH agenda, by saying: “If you, as feminists, as a women’s movement, are
proclaiming the sexual and reproductive rights of women, where are we?'65 A coalition
of women’s groups rose to the challenge which opened the door to provide technical
support in gender analysis to women living with HIV. This support was perceived as
valuable by women leaders with HIV and contributed to them developing a feminist
analysis:
I think it has been years of women [with HIV] without any training. It is only now
that we are learning that it is because we are women that we live in these
conditions, and that it is related to questions of patriarchal power. We are also
recognizing how institutions have created violence against women, unemployment,
stigma and discrimination.66
Another avenue for coalition-building identified during our research is
relationships between women with HIV and lesbian feminists “because HIV is very
close to LGBTI, [...] when we L [lesbians] are there, we are the ones from the feminist
movement who get together with the women with HIV.”67
In summary, the leadership and a cohesive policy framework for SRH/HIV
integration generated at the global level in the United Nations system has not translated
into strong guiding institutions at the country level in the eight Latin American
countries studied. Nor has the integration agenda been prioritized by civil society
organizations led by gay men or feminists. Women with HIV interact with both
movements, but at the national and local level are relatively weak actors.
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DiscussioN AND CONCLUSIONS

At the international level, there is a strong impetus and global consensus on the
importance of integrating SRH and HIV services, including PTCT, to achieve the MDGs.
Commitment by members of PAHO to eliminate vertical transmission of syphilis and
HIV by 2015 at the end of October 2010 provides a regional advocacy opportunity. A
window of political opportunity is open.

Issue characteristics identified as barriers to the emergence of a cohesive policy
community must be addressed in order to move forward. These include the perception
that HIV among women and children is an insignificant public health issue, lack of
awareness among stakeholders of the multiple benefits of implementing PTCT, and
reductive conceptions of the SRH needs of women living with HIV. Greater awareness of
existing evidence for the value of SRH/HIV integration in concentrated HIV epidemics
and the current public health costs of inaction could lower some of these barriers.
Findings that show the cost-benefit of universal voluntary HIV screening for pregnant
women even in very low-prevalence HIV epidemics in high- and middle-income
countries where highly active antiretroviral therapy is the standard of care need to be
widely shared.68 Also, stakeholders need to be sensitized to the fact that HIV and AIDS
related maternal mortality made a significant contribution to overall maternal mortality
rates in Guatemala, Nicaragua and Paraguay between 1990 and 2008.6° And, a slow but
steady rise in AIDS-related maternal deaths while other causes of maternal mortality
have decreased has also been documented in other countries, such as Mexico.”0 Further,
our research suggests that implementation of PTCT prevention can transform
perceptions of the HIV epidemic among national decision-makers, inciting a virtuous
cycle of action for women and children to replace the vicious cycle of omission.

We found that the multiple benefits of implementing PTCT and a comprehensive
conception of the sexual and reproductive health needs and rights of women with HIV
are marginalized discourses. The narrow and divisive framing of PTCT as infant health
vs. women’s rights rather than promoting the health of women, children and the
community, and tensions over funding between SRH and HIV civil society, government
programmes and UN agencies are significant impediments to the SRH/HIV integration
agenda. International reviews have vindicated the generally positive effects of
investments in HIV for health systems and demonstrated positive results of
strengthening linkages between SRH and HIV for the quality of service delivery and
some initial cost-benefit analyses.”? To generate a cohesive policy community for
SRH/HIV integration in Latin America, these findings must be widely disseminated and
more operational research on SRH/HIV integration must be conducted in concentrated
HIV epidemics. Research and evidence-based dialogue may be a particularly effective
platform for coalition-building. In other highly politicized settings, researchers have
successfully brought together fragmented actors and provided technical support for
coalition-building around women’s health without being seen as competitors for scarce
resources. 2

Based on their lived experience, women living with HIV perceive SRH/HIV
integration as a priority but have faced challenges in attracting institutional support and
political priority from the HIV and women’s health movements. Within networks of
people living with HIV, different perceived needs and priorities from the predominantly
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gay male membership are barriers to prioritizing PTCT prevention and SRH/HIV
integration. While feminists, including the authors, are working with women living with
HIV at the country and regional level, generally speaking these are recent collaborations
that haven't yet generated an articulated advocacy agenda between national networks of
women living with HIV and the women’s movement. Identified barriers to collaboration
include the continued perception that HIV is not an important women’s issue among
feminists, HIV-related stigma, class differences, and lack of knowledge about the
international conferences that form the backbone for the feminist SRH agenda among
women with HIV. One of the key problems identified was that when feminists did work
on HIV, they frequently did so without the meaningful involvement of HIV-positive
women. GIPA can be an effective antidote to feminist perceptions of women with HIV as
“other” and broaden understandings of the benefits of PTCT prevention and SRH/HIV
integration.

In conclusion, we contend that demands for SRH/HIV integration articulated by
women with HIV resonate with the stated objectives and master narratives of feminist
women’s health and HIV civil society. As such, this discourse could provide the
“collective action frame” for the integration agenda in the region. In order to be
ambassadors of the integration agenda and to dialogue with the feminist women’s
health movement and HIV civil society as colleagues and peers, women with HIV
require specific training on the evidence-base for SRH/HIV integration and capacity
building to frame their demands within the terms of the international conferences,
including the MDGs.
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No
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capacity: Access to prenatal care, safe delivery, and antire
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1 prenatal visit

77.2%
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93.5%
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84.3%
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91.7%
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86.1%
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90.2%
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94.2%
(2004)
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(2006)

88.5%

4 prenatal visits

57.9%
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No data

80.8%
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77.8%
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78.8%
(2004)

87.4%
(2006)
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attendant
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771%
(2004)

71.0%
(2006)

73.2%
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% of pregnant
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18%

GLOBAL HEALTH GOVERNANCE, VOLUME 1V, NO. 1 (FALL 2010) http://www.ghgj.org




KENDALL AND LOPEZ-URIBE, IMPROVING THE HIV RESPONSE FOR WOMEN IN LATIN AMERICA 14

a. Estado Plurinacional de Bolivia, Gaceta Oficial de Bolivia N0.3022, Ley para la prevencion del VIH-SIDA, proteccion de los
Derechos Humanos y Asistencia Integral Multidisciplinaria para las personas que viven con el VIH-SIDA (La Paz: Estado
Plurinacional de Bolivia, 2007). Ministerio de Salud y Deportes, Plan Estratégico Nacional de Salud Sexual y Reproductiva 2009-
2015 (La Paz: Ministerio de Salud y Deportes, 2009). Ministerio de Salud y Deportes, Plan Estratégico del Programa Nacional de
ITS/VIH-SIDA 2006-2010 (documento preliminar) (La Paz: OPS/DFID/Ministerio de Salud y Deportes, 2006).

b. Ministerio de la Proteccidn Social, Norma técnica para la deteccién temprana de las alteraciones del embarazo, (Bogota:
Ministerio de la Proteccion Social, 2000); Ministerio de la Proteccién Social, Plan Nacional de Respuesta ante el VIH y el SIDA
Colombia 2008-2011 (Bogota: Ministerio de la Proteccién Social, 2008); Ministerio de la Proteccién Social. Politica Nacional de
Salud Sexual y Reproductiva (Bogota: Ministerio de la Proteccién Social/UNFPA, 2003); Ministerio de la Proteccion Social.
Protocolo de Manejo Profilactico y terapéutico de transmisién perinatal e VIH (Bogota: Ministerio de la Proteccion Social, 2004).

¢. Congreso de la Republica de Guatemala, DECRETO 27- 2000 Ley General para el Combate del Virus de Inmunodeficiencia
Humana —VIH- y del Sindrome de inmunodeficiencia Adquirida —SIDA- y de la promocion, proteccion y defensa de los derechos
humanos ante el VIH/SIDA (Guatemala City: Congreso de la Republica de Guatemala, 2000); Ministerio de Salud Publica,
Programa Nacional de Prevencion y Control de ITS, VIH y SIDA, Guia para el manejo y seguimiento de la mujer embarazada
positiva al VIH o con SIDA (Guatemala City: Ministerio de Salud Publica, 2006); Ministerio de Salud Publica, Programa Nacional
de Prevencién y Control de ITS, VIH y SIDA, Plan Estratégico Nacional sobre ITS, VIH y SIDA 2006-2010 (Guatemala City:
Ministerio de Salud Publica, 2006); Ministerio de Salud Publica y Asistencia Social, Programa de Salud Reproductiva, (Sitio web
del Ministerio de Salud Publica y Asistencia Social, 2007 available online at
http://portal.mspas.gob.gt/programa_nacional_de_salud_reproductiva.html).

d. Comisién Nacional de SIDA CONASIDA, 111 Plan Estratégico Nacional de Respuesta al VIH y SIDA en Honduras PENSIDA 111
2008-2012 (Tegucigalpa: CONASIDA, 2007); Corte Suprema de Justicia, Ley Especial sobre VIH/SIDA (Tegucigalpa: Diario Oficial
La Gaceta Numero 29020, 1999); Secretaria de Salud, Normas de Atencion Integral a la Embarazada para la Prevencion de la
Transmision del VIH de Madre a Hijo o Hija (Tegucigalpa: Secretaria de Salud, 2008). Secretaria de Salud, Politica Nacional de
Salud Materno Infantil (Tegucigalpa: Secretaria de Salud —no date).

e. Secretaria de Salud, Modificacién a la Norma Oficial Mexicana NOM-010-SSA2-1993, para la Prevenciéon y Control de la
Infeccién por Virus de la Inmunodeficiencia Humana (México,DF: Secretaria de Salud, 2000); Secretaria de Salud, Norma Oficial
Mexicana NOM-007-SSA2-1993, Atencién de la mujer durante el embarazo, parto y puerperio y del recién nacido (México, DF:
Secretaria de Salud, 1993); Secretaria de Salud, Programa de Accion Especifico 2007-2012 Arranque Parejo en la Vida (México,
DF: Secretaria de Salud, 2008); Secretaria de Salud, Programa de Accién Especifico 2007-2012 en respuesta al VIH/SIDA e ITS.
(México, DF: Secretaria de Salud, 2008).

f. Comision Nicaragiiense del SIDA CONASIDA, Plan Estratégico Nacional de ITS, VIH y SIDA 2006-2010 (Managua: CONASIDA,
2006); Ministerio de Salud, Estrategia Nacional de Salud Sexual y Reproductiva (Managua: Ministerio de Salud/UNFPA, 2008);
Ministerio de Salud, Norma y Protocolo para la prevencion de la transmision vertical del VIH (Managua: Ministerio de Salud,
2008).

g. Ministerio de Salud Publica y Bienestar Social. Norma Nacional de Atencién Prenatal (Asuncion: Ministerio de Salud Publica 'y
Bienestar Social, 2006); Ministerio de Salud Publica y Bienestar Social, Plan Nacional de Salud Sexual y Reproductiva 2009-2013
(Asuncion: Ministerio de Salud Publica y Bienestar Social, 2010); Programa Nacional de Control de SIDA/ITS PRONASIDA,
Informe de Avance del Programa Nacional de control de SIDA/ITS al 2008. (Sitio web PRONASIDA, 2009 disponible en:
www.pronasida.gov.py/index); Programa Nacional de Control de SIDA/ITS PRONASIDA. Plan Estratégico de respuesta nacional a
las ITS, VIH y SIDA (Asuncion: PRONASIDA, 2008).

h. Ministerio de Salud, Estrategia Sanitaria Nacional de Salud Sexual y Reproductiva Ministerio de Salud (Sitio web del Ministerio
de Salud, 2010 available online at http://www.minsa.gob.pe/portada/esnssr_default.asp); Norma Técnica de Salud para la
Profilaxis de la Transmision madre-nifio del VIH y Sifilis congénita (Lima: Ministerio de Salud, 2005); Ministerio de Salud, Norma
técnica para la prevencién de la transmision vertical (madre-nifio) del VIH (Lima: Ministerio de Salud, 2005); Ministerio de
Salud, Plan Estratégico Multisectorial vigente para la Prevencién y Control de las ITS y VIH/SIDA (Lima: Ministerio de Salud,
2006); Ley 28243 sobre el Virus de Inmunodeficiencia Humana, el Sindrome de Inmunodeficiencia Adquirida y las Infecciones de
Transmision Sexual. Pera.

i.UNAIDS/WHO. Epidemiological Fact Sheets on HIV and AIDS, 2008 Update
http://www.unaids.org/en/KnowledgeCentre/HIVData/Epidemiology/epifactsheets.asp

j. UNStats, Millennium Development Goals Indicators, http://unstats.un.org/unsd/mdg/Data.aspx

k. Joint United Nations Programme on AIDS (UNAIDS), Report on the global HIV/AIDS epidemic 2008 (Geneva: UNAIDS, 2008).
Available at http://www.unaids.org/en/KnowledgeCentre/HIVData/GlobalReport/2008/2008_Global_report.asp

! Linkages between sexual and reproductive health (SRH) and HIV refer to bi-directional synergies for
policy, advocacy, and programmes which encompasses service integration (joint service delivery or cross-
referral). IPPF/UNFPA/WHO/UNAIDS/GNP+/ICW/Young Positives, Rapid Assessment Tool for Sexual
& Reproductive Health and HIV Linkages: A Generic Guide, September 2009),
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2009/rapid_assesment 20
09.pdf, 6.

2 UNFPA/UNAIDS, New York Call to Commitment: Linking HIV/AIDS and Sexual and Reproductive
Health, 2004,

http://www.unfpa.org/upload/lib_pub_file/321_ filename_New%20York%20Call%20t0%20Commitmen
t.pdf; WHO/UNFPA, Glion Consultation on Strengthening Linkages between Reproductive Health and

GLOBAL HEALTH GOVERNANCE, VOLUME 1V, NO. 1 (FALL 2010) http://www.ghgj.org


http://portal.mspas.gob.gt/programa_nacional_de_salud_reproductiva.html�
http://www.pronasida.gov.py/index�
http://www.minsa.gob.pe/portada/esnssr_default.asp�
http://www.unaids.org/en/KnowledgeCentre/HIVData/Epidemiology/epifactsheets.asp�
http://unstats.un.org/unsd/mdg/Data.aspx�
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2009/rapid_assesment_2009.pdf�
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2009/rapid_assesment_2009.pdf�
http://www.unfpa.org/upload/lib_pub_file/321_filename_New%20York%20Call%20to%20Commitment.pdf�
http://www.unfpa.org/upload/lib_pub_file/321_filename_New%20York%20Call%20to%20Commitment.pdf�

KENDALL AND LOPEZ-URIBE, IMPROVING THE HIV RESPONSE FOR WOMEN IN LATIN AMERICA 15

HIV/AIDS: Family Planning and HIV/AIDS in Women and Children, 2006,
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2006/glion_rhandhiv.pdf .
3WHO, PMTCT Strategic Vision 2010-2015. Preventing-mother-to-child transmission of HIV to reach
the UNGASS and Millenium Development Goals (Geneva, Switzerland: WHO, 2010), 8-9.

4 Timothy Adair, “Unmet need for contraception among HIV-positive women in Lesotho and implications
for mother-to-child transmission,” Journal of Biosocial Science 41, no. 2 (March 2009), 269-278;
Annabel Desgrees-Du-Lou, Phillipe Msellati, Ida Viho, Angele Yao, Delphine Yapi, Pierrette Kassi,
Cristiane Welffens-Ekra, Laurent Mandelbrot, Francois Dabis and the Ditrame Study Group,
“Contraceptive use, protected sexual intercourse and incidence of pregnancies among African HIV-
infected women. DITRAME ANRS 049 Project, Abidjan 1995-2000”, International Journal of STD and
AIDS 13, no. 7, (July 2002), 462-468; Sylvia Nakayiwa, Betty Abang, Laura Packel, Julie Lifshay, David
W. Purcell, Rachel King, Enoch Ezati, Jonathan Mermin, Alex Coutinho, and Rebecca Bunnel, “Desire for
Children and Pregnancy Risk Behavior among HIV-Infected Men and Women in Uganda,” AIDS Behavior
10, suppl 1, (July 2006), 95-104.

5 Emma Bell, Promise Mthembu, Sue O’Sullivan, and Kevin Moody, “Perspectives and experiences of
women and men living with HIV and AIDS,” Reproductive Health Matters 15 suppl 29, ( May 2007), 113—
135; Maria deBruyn, “Women, reproductive rights, and HIV/AIDS: Issues on which research and
interventions are still needed,” Journal of Health, Population, and Nutrition 24, no. 4, (December
2006), 413—425; Tamil Kendall, “Reproductive rights violations reported by Mexican women with HIV,”
Health and Human Rights: An International Journal 11 no. 2, (2009), 79-89.

6 Joint United Nations Programme on AIDS (UNAIDS), Report on the global HIV/AIDS epidemic 2008
(Geneva: UNAIDS, 2008).

7 Jeremy Shiffman and Stephanie Smith, “Generation of political priority for global health initiatives: a
framework and case study of maternal mortality”, Lancet370, no. 9595 (October 2007), 1370-1379.

8 Rene Loewenson, Civil society influence on global health policy, (Geneva: World Health Organization,
2003); World Health Organization, Civil Society Initiative: External Relations and Governing Bodies
(Geneva: World Health Organization, 2001).

9 Mark Heywood, South Africa’s Treatment Action Campaign (TAC): An example of a successful human
rights campaign for health, (March 2008), www.tac.org.za; Paul Nelson and Ellen Dorsey, “New Rights
Advocacy in a Global Public Domain”, European Journal of International Relations 13 no. 2, (June
2007), 203-206; Richard G. Parker, “Civil society, political mobilization, and the impact of HIV Scale-Up
on Health Systems in Brazil”, Journal of Acquired Immune Deficiency Syndromes 52, suppl.1 (November
2009), 49-51; Stripen Tantivess and Gill Walt, “The role of state and non-state actors in the policy
process: the contribution of policy networks to the scale-up of antiretroviral therapy in Thailand”, Health
Policy and Planning 23, no. 5 (September 2008), 328-338.

10 Stan Bernstein, “The changing discourse on Population and Development: Toward a New Political
Demography”, Studies in Family Planning 36, no. 2, (June 2005): 127-128; Barbara Crossette,
“Reproductive Health and the Millennium Development Goals: The Missing Link”. Studies in Family
Planning 36, no. 1 (March 2005): 71-79.

11 Ana Amachastegui, Guadalupe Cruz, Evelyn Alzaz, and Maria Consuelo Mejia, “Politics, religion and
gender equality in Mexico: Women'’s sexuality and reproductive rights in a contested secular state”, Third
World Quarterly 31, no. 6, (2010), 989-1005; Asociacién Agua Buena, A.C. Informe Final: Acelerando el
Acceso a Medicacion Antirretroviral en America Latina [Final Report: Accelerating Access to
antiretroviral medicines in Latin America], 1 Agosto 2005 al 28 de Febrero 2007,
www.aguabuena.org/articulos/regional200702.pdf; Anibal Faundes, Luis Tavara, Vivian Brache, Frank
Alvarez, “Emergency Contraception under attack in Latin America: Response of the medical
establishment and civil society”, Reproductive Health Matters 15, No. 29, (May 2007), 130-138; Karen
Kampwirth, “Resisting the feminist threat: Antifeminist politics in Post-Sandinista Nicaragua”, NWSA
Journal, 18, No. 2, (Summer 2006), 73-100; Lidice Lopez, “Guatemala desperdicio recursos en compra de
antirretrovirales poniendo en riesgo la sostenibilidad del tratamiento” [Guatemala’s waste buying
antiretrovirals puts treatment sustainability at risk], (September 2010),
www.aguabuena.org/articulos/guatemala20100925.php; Bonnie Shepard, “The ‘Double Discourse’ on
sexual and reproductive Rights in Latin America: The chasm between public policy and private actions”,
Health and Human Rights: An International Journal 4, no. 2, (2000), 110-143; Richard Stern, “Falta de

GLOBAL HEALTH GOVERNANCE, VOLUME 1V, NO. 1 (FALL 2010) http://www.ghgj.org


http://www.tac.org.za/�
http://www.aguabuena.org/articulos/regional200702.pdf�
http://www.aguabuena.org/articulos/guatemala20100925.php�

KENDALL AND LOPEZ-URIBE, IMPROVING THE HIV RESPONSE FOR WOMEN IN LATIN AMERICA 16

anti-retrovirales para PVVS en El Salvador” [Lack of antiretrovirals for PWLHA's in El Salvador],
(October 2005), www.aguabuena.org/articulos/elsalvador20051102.html

12 United Nations, Declaration of Commitment on HIV/AIDS (2001);
http://data.unaids.org/publications/irc-pub03/aidsdeclaration_en.pdf ; United Nations, Millennium
Development Goals Indicators (2010), http://unstats.un.org/unsd/mdg/News.aspx?Articleld=49

13 Ethics approval was granted by the University of British Columbia-Okanagan Behavioural Research
Ethics Board.

14 WHO/UNFPA, “Glion Consultation”, see note 2.

15 UNAIDS, “Report on the global HIV/AIDS epidemic 2008” see note 6.

16 On lack of promotion of “double protection” and access to other contraceptives in addition to condoms
for women with HIV in Latin America see also Lourdes Campero, Tamil Kendall, Marta Caballero, Ana
Lorena Mena, and Cristina Herrera, “El ejercicio de los derechos sexuales y reproductivos: un estudio
cualitativo de personas heterosexuales con VIH en México” [Exercising sexual and reproductive rights: a
qualitative study of heterosexual people with HIV in Mexico], Salud Publica de México 52, no. 1
(January/February 2010), 68; Maria De Bruyn, “Women, Reproductive Rights, and HIV/AIDS: Issues on
Which Research and Interventions are Still Needed”, Journal of Health, Population, and Nutrition 24, no
4 (December 2006), 417-419; Monica Laura Gogna, Mario M. Pecheny, Ines Ibarlucia, Hernan Manselli,
and Sara Barron Lopez, “The reproductive needs and rights of people living with HIV in Argentina: Health
services users’ and providers’ perspectives”, Social Science and Medicine 69, no. 6 (September 2009),
813-820; Claudia Areli Rosales, Derechos de las Mujeres y Acceso Universal a Prevencion Atencion y
Apoyo en Relacién a VIH, (no date),

http://www.alianzaintercambios.org/files/doc/1226943730_ DerechosdelasMujeresyAccesoUniversal.pdf
17 Clare Dickinson, Kathy Attawell, and Nel Druce, “Progress on scaling up integrated services for sexual
and reproductive health and HIV”, Bulletin of the World Health Organization 87, no. 11, (November
2009), 846-851; The Global Fund to Fight AIDS, Tuberculosis and Malaria, Global Fund'’s role as a
strategic investor in Millennium Development Goals 4 and 5, Twenty-first Board Meeting, Geneva 28-
30 April 2010, (April 2010), www.globalfund.org

18 Michel Sidibe, Letter to partners(February 16, 2010),
http://data.unaids.org/pub/BaseDocument/2010/20100216 exd_ lettertopartners_en.pdf; UNAIDS,
26t Meeting of the UNAIDS Programme Coordinating Board, Thematic Segment: Sexual and
Reproductive Health (SRH) services with HIV interventions in practice: Background paper, (June 3,
2010),
http://data.unaids.org/pub/BaseDocument/2010/20100604_26thpcbthematicbackground_ final_en.pdf
19 United Nations Economic and Social Council, 54th session, 1-12 March 2010, Eliminating preventable
maternal mortality and morbidity through the empowerment of women. (March 12, 2010),
www.un.org/womenwatch/daw/beijingl5/outcomes/L%206%20_%20MM.Advance%20unedited.pdf

20 Achieving the Millennium Development Goals (MDGs): New language, priorities and ‘asks’ from a
coalition of AIDS community sector organizations. June 2010, http://www.icaso.org/; Stephen Lewis,
Canadian and African Activists call on G8/G20 leaders to take action on AIDS crisis at home and abroad.
Statement at press conference, Toronto Canada, June 22, 2010.

21 Panamerican Health Organization, “Countries pledge to eliminate mother-to-child transmission of HIV
and syphilis by 2015”, Washington D.C., September 30, 2010. www.paho.org; Organizacién Panamericana
de la Salud. Iniciativa Regional para la Eliminacion de la Transmisién Maternoinfantil del VIH y de la
Sifilis Congénita en América Latina y el Caribe: Estrategia de Monitoreo Regional (Washington, D.C.:
OPS, 2010).

22 shiffman and Smith, “Generation of political priority”, see note 7.

23 Marcela Gomez, “Comparacion de tres estrategias de tamizaje para la prevencién de la infeccion
perinatal por VIH en Colombia: anélisis de decisiones,” [A comparison of three screening strategies for
prevention of perinatal HIV infection in Colombia: a decision analysis model] Revista Panamericana de
Salud Publica 24, no. 4, (October 2008), 256-264; Nicolas Graves, Damian G. Walker, Ann M.
McDonald, John M. Kaldor, and John B. Ziegler, “Would universal antenatal screening for HIV Infection
be cost-effective in a setting of very low prevalence? Modelling data for Australia, ” The Journal of
Infectious Diseases 190, no. 1 (July 2004), 166-174; David M. Patrick, Deborah M. Money, Jack Forbes,
Simon R.M. Dobson, Michael L. Rekart, Darrel A. Cook, Peter J. Middleton, and David R. Burdge,

GLOBAL HEALTH GOVERNANCE, VOLUME 1V, NO. 1 (FALL 2010) http://www.ghgj.org



http://www.aguabuena.org/articulos/elsalvador20051102.html�
http://unstats.un.org/unsd/mdg/News.aspx?ArticleId=49�
http://www.alianzaintercambios.org/files/doc/1226943730_DerechosdelasMujeresyAccesoUniversal.pdf�
http://www.globalfund.org/�
http://www.icaso.org/�
http://www.paho.org/�

KENDALL AND LOPEZ-URIBE, IMPROVING THE HIV RESPONSE FOR WOMEN IN LATIN AMERICA 17

“Routine prenatal screening for HIV in a low-prevalence setting,” Canadian Medical Association Journal
159, no. 8, (October 1998), 942-947; Jimmy Volmink, Nandi Siegfried, Lize van der Merwe, Peter
Brocklehurst. Antiretrovirals for reducing the risk of mother-to-child transmission of HIV infection.
(Oxford, England: Cochrane Review, 2007)

24 Rose Wilcher, T Petruney, H.W. Reynolds, Willard. Cates, “From effectiveness to impact: contraception
as an HIV prevention intervention,” Sexually Transmitted Infections 84, suppl 2, (2008), 54-60;
WHO/UNFPA/IPPF/UNAIDS/UCSF, Sexual and Reproductive Health and HIV Linkages: Evidence
Review and recommendations (September 2009),

http://data.unaids.org/pub/Agenda/2009/2009 _linkages_evidence_review_en.pdf; World Health
Organization Maximizing Positive Synergies Collaborative Group, “An assessment of interactions between
global health initiatives and country health systems,” Lancet 373 no. 9681, (June 20 2009), 2137-2169.

25 Shiffman and Smith, “Generation of political priority”, see note 7.

26 UNAIDS/WHO. Epidemiological Fact Sheets on HIV and AIDS, 2008 Update available at
http://www.unaids.org/en/KnowledgeCentre/HIVData/Epidemiology/epifactsheets.asp.

21 Author interview, FEM2.

28 Author interview, DM8.

29 Alexandra Lamb Guevara, Make Your Voice Heard: Participation of women and transgenders in
Global Fund processes in Latin America and the Caribbean. (Lima, Peru: AIDS for AIDS, 2010): 37.

30 Author interview, FEM15.

31 Author interview, FEM12.

32 shiffman and Smith, “Generation of political priority”, see note 7 and Gomez, “Comparacién de tres
estrategias”, Graves et al. “Would universal antenatal screening” and Burdge et al, “Routine prenatal
screening”, see note 24.

33 Author interview, FEML1.

34 Author interview, DM 27.

35 Robert D. Benford and David A. Snow. “Framing Processes and social movements: An overview and
assessment”, Annual Review of Sociology 26, (June 2000), 611-639.

36 Author interview, WWH28

37 Author interview, FEM4.

38 Author interview, FEM7.

39 Author interview, WWHS8.

40 Author interview, FEM19.

41 Benford and Snow, “Framing Processes”, see note 35.

42 Author interview, WWH21.

43 Author interview, WWHS6.

44 Field Notes March 3, 2010; April 14 2010; April 18 and 19 2010.

45 Author interview, WWH20.

46 Shiffman and Smith, “Generation of political priority”, see note 7.

47 1bid.

48 Author interview, DM7.

49 Author interview, FEM2.

50 Maria de Bruyn. Fulfilling reproductive rights for women affected by HIV/AIDS. A tool for monitoring
progress toward three Millennium Development Goals (Chapel Hill, North Carolina:IPAS, 2006); United
Nations, Report of the United Nations High Commissioner For Human Rights, Report to the Office of the
High Commissioner and the Secretary-General. The protection of human rights in the context of human
immunodeficiency virus (HIV) and acquired immunodeficiency syndrome (AIDS), (February 2007),
http://www?2.ohchr.org/english/bodies/hrcouncil/docs/10session/A.HRC.10.47.pdf

51 Author interview, WWH34.

52 Author interview, WWH10.

53 Consejo Nacional de Prevencion y Control del SIDA (CONASIDA), Mexicanos Contra el SIDA (MCSC), y
Grupo de Intervencién Social en Sida y Defensa de Derechos Humanos (GIS-SIDA). SIDA, VIH y
derechos humanos. (Mexico, DF: CONASIDA/MCSC/GIS-SIDA, 1992), Reprinted in 2007 in the national
guidelines for antiretroviral treatment by the National AIDS Program, CENSIDA. Guia de manejo de
antirretroviral de las Personas Con VIH, tercera edicién. (México, DF: Secretaria de Salud/Consejo

GLOBAL HEALTH GOVERNANCE, VOLUME 1V, NO. 1 (FALL 2010) http://www.ghgj.org


http://www.unaids.org/en/KnowledgeCentre/HIVData/Epidemiology/epifactsheets.asp�
http://www2.ohchr.org/english/bodies/hrcouncil/docs/10session/A.HRC.10.47.pdf�

KENDALL AND LOPEZ-URIBE, IMPROVING THE HIV RESPONSE FOR WOMEN IN LATIN AMERICA 18

Nacional para la Prevencion y Control del SIDA CONASIDA/ Subsecretaria de Prevencion y Promocion de
la Salud/ Centro Nacional para la Prevencion y el Control del VIH/SIDA CENSIDA, 2007): 13—14.

54 Author interview, WHAS33.

55 Author interview, WWH34.

56 Author interview, WWH14.

57 Author interview, FEM10.

58 Author interview, FEML.

59 Sonia Alvarez, “Beyond NGO-ization? Reflections from Latin America,” Development 52, no. 2, (June
2009), 175-184; Lynn Phillips and Sally Cole, “Feminist Flows, Feminist Fault Lines: Women’s
Machineries and Women’s Movements in Latin America”, Signs 35, no. 1 (Autumn 2009), 185-211.

60 |ittle detailed sociodemographic information on women with HIV is available. In general, samples of
women with HIV have low to medium educational levels (primary and secondary school) with very few
having technical degrees or university studies, tending to work in the home or as unskilled laborers, and
are living at or below the poverty line. See for example: Belkis Aracena, Juan Pablo Gutierrez, Stefano M.
Bertozzi, and Paul Gertler, “Cost of AIDS Care in Mexico: What are its main individual predictors?”
Archives of Medical Research 36, no. 5 (September 2005): 562-563; Carla Donoso, Cristina Virseda and
Rodrigo Pascal, Diagnostico Socioeconomico de Mujeres viviendo con VIH/SIDA de la Region
Metropolitana, (Santiago de Chile: Vivo Positivo, 2002): 36-45; Tamil Kendall and Hilda Perez-Vazquez,
Hablan las mujeres mexicanas VIH positivas: Necesidades y apoyos en el ambito médico, familiar y
comunitario. (Mexico, DF: Colectivo Sol, 2004): 45-46; UNICEF/Hospital Roosevelt/PNS,
Sistematizacion del programa de prevencién de la transmision madre-hijo del VIH, (Guatemala,
Guatemala: 2005).

61 Fieldnotes, April 13, 2010.

62 Author interview, FEM19.

63 UNAIDS. UNAIDS Policy Brief: The Greater Involvement of People Living with HIV (GIPA) (March
2007), http://data.unaids.org/pub/Report/2007/JC1299-PolicyBrief-GIPA_en.pdf.

64 Author interview, FEM6.

65 Author interview, FEMS.

66 Author interview, WWH28.

67 Author interview, FEM7.

68 see note 24.

69 Margaret C. Hogan, Kyle J. Foreman, Mohsen Naghavi, Stephanie Y. Ahn, Megru Wang, Susanna M.
Makela, Alan D. Lopez, Rafael Lozano, and Christopher J. L. Murray, “Maternal mortality for 181
countries, 1980-2008: a systematic analysis of progress towards Millennium Development Goal 5,”
Lancet 375, no. 9726 (May 2010), 1609-23.

70 Patricia Uribe-Zuniga, Javier Ortiz-lbarra, Griselda Hernandez Tepichin, “La prevencion de la
transmision perinatal [Prevention of perinatal transmission]”, in 25 afios de SIDA en México: Logros,
desaciertos y retos [25 years of AIDS in Mexico: achievements, errors, and challenges] eds. Jose-Angel
Cordova Villalobos, Sergio Ponce de Leon Rosales, Jose Luis Valdespino (Cuernavaca, Morelos: Instituto
Nacional de Salud Publica, 2008):77.

1 IPPF/UCSF/UNAIDS/UNFPA/WHO, Sexual & Reproductive Health and HIV Linkages: Evidence
Review and Recommendations, see note 24.

72 Theresa McGovern, “Building Coalitions to Support Women’s Health and Rights in the United States:
South Carolina and Florida,” Reproductive Health Matters 15, no. 29 (May 2007), 119-129.

GLOBAL HEALTH GOVERNANCE, VOLUME 1V, NO. 1 (FALL 2010) http://www.ghgj.org



