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THE INTERNATIONAL EXPERT MEETING' |
Key recommendations

1. Advocate gender friendly policies B o

To break the vicious cycle'of gender role induced HIV vulnerability and to transform the
social construct Qf gender in the 'society, there Iis a need for gender sensit-ization and |
re-orientation of policy-makers community leaders, family, and p'arents ana particularly the
younger generation. The sensitization process shall also aim at mfluencnng modlflcatlons of

Iaws to become gender fnendly

2. Promote enabling environment by strengthen gender sensitive programmes

Gender sensitive programmes should encompass not only those for HIV/AIDS_but also
reproductive health and development programfnes. Build capacity for both individuals and
drganizations on evidenee-based gender sensitive brdgramme approaches to redu‘ce the
differentiall HIvV vuInerabilitie.s between women and men, especially for HIV positive women
and men. Promote active participation of men toget‘her with women. Monitor and evaluate -4

‘ programmesy to ensure evidence-based approaches.
3.' Promote partnership and networks for effective responses to HIV/AIDS
Forge partnershlps among governments NGOs, private sectors and research mstntutnons to

devise balanced gender relations. Monltor and evaluate programmes to ensure gender

sensmve_ approaches at household, community, national, regional .and global level.

1. Noted 25™ July 2001



Key notes

1. HIV/AIDS requires multisectoral, holistic responses (para 37)'

HIV/AIDS influences not only health but also socio-economic and cultural aspects of our life
and links to the gender roles aésigned to men and women by each society. These are
developmeht factors thus require development responses. Gender being a social construct
is one of the key components to be addressed when responding to HIV/AIDS. To effectively
prevent HIV/AIDS, holistic approaches for individuals, families and communities beyond

targeting categories of people are essentlal
2. Reducing gender rélated vuinerabilities will reduce HIV vulnerabilities (para 62)

Although the experts come from different countries, commonalities emerged on gender

related HIV wulnerabilities. Reséarch has confirmed women'’s higher biological siu'sceptibility
| to HIV then men. Addmonal societal imposed gender roles further women'’s vuinerabilities.
These vulnerabllmes mclude the lack of access to.education, mformatnon health, counseling
and other services, decision making power, including that on women’s own sexual matters
and health. Many national HIV/AIDS programmes focus on health aspect of HIV, few

addresses the root causes of HIV vulnerabilities.
~ 3. Alleviation of HIV related socio-economic impact on women vs. men (Para 68)

The socio-economic and cultural vulnerabilities faced by women are disproportional to that of
men. During economic crisis, or in the process of &conomic reform and globalization, female
workers instead of men are the first to lose their employment.  Social “discrimination

against People with HIV/AIDS resuiting in more economic and social hardships for HIV -
positive women than men.

4. People’s mobility must be factored in HIV/AIDS programmes (para 50)

Population movements compounded with gender roles fuel HIV vulnerabilities. Voluntary and



involuntary search for economic opportunities heighten rural to rural, rural to urban and
infer-countfy_movements throughout South East Asia. Trafficking of people, some fueled by
certain country’s ‘population policy that resulted in disproportionately increased male to
female ratio, others stimulated by international sex tourism or crime syndicates, éontribute to
diverse foreign sex worker populations in many Asian countries. The reality that people
move made it critical that 'H‘IV responses are not only dealt with domestically but also
regionally. HIV epidemics havé changed from being confined among high-risk groups
through general population into families. Thus the responses must address:the continuum of
sending, transit ahd host communities, including HIV poéitive returnee’s reintegration and

protection of families.
5. Human rights (paras 59, 60,61)

How a ,wom.an- is being treated in her society will influence the ability of the society. to
effectively respond to:HIV/AIDS. To reduce HIV wvulnerabilities of é‘ society, it is necessary to
.empower women by protecting women’s basic rights including that of sexual rights. Gender
relations between men and-women need re-orientation to elimiﬁate violence, traffick_i'ng,

- abuse of women and girls by men.-
6. Promote gender sensitive prevention, treatment, care and support '(pa'ra47)

HIV prevention starts with individuals. It is important to distinguish b’efween the individuals
versus the risky behaviburs. The fallacy of blaming sex workers for HIV:-transmissi'on without
dealing With, cIie‘nt-\impos_ed unsafe sexual behaviours must be redressed. Prog_rémmés‘
targeting registered sex workers in known commercial sex work eétablishments'fail' to
capttjre the Iarger.v number of those engage in sexual transactions outside of the formal
establishments. Societal expectations of women’s submission to men in sexual relations
result in the challenge of how to protect women in marriage and in courtship from .being'
infected by their spouse and sex partners. Punitive policies aiming at reducing HIV -
- transmissions may inadvertently fuél the epidemib by creating barriers for people to seek

help and preventive services. S



Proceedings

The Internationat E'xpertMeeting on “Gender and HIV/A_IDS” was'opened on 24™ July with

- introductions of participants. Ms. M. Matsuda, Director of Asian Women’s Fund and Meeting -

-organizer, stated that the Meeting objecti\re is by highlighting the challenges_of gender and

'HIV/AIDS in South East Asian countries to raise public awareness and find ways forward.

Following a regional overview by UNDP South East Asia HIV and Development Programme,

country presentations covered Cambodia, China, India, Japan, Lao PDR, Philippines;

Thailand and Viet ‘Nam. The Meeting concluded with- a public forum where the country. "

experts shared their experiences with the Japanese publlc at the Tokyo Women'’s PIaza

\

!

This Meeting is timely foIIov‘ving«the' United Nations General-Assembly Special Session on -

HIV/AIDS (UNGASS): global crisis-global solution, held on 25-27 June 2001, New York.
".UNGASS'DecIaration on-HIV/AIDS provides a political cornmitment of Member States in
response to HIV/AIDS Among the targets specrfrc references were made on gender

women and girls. Each country is expected to report on their progress in reaching the

time-bound targets each year, it is an instrument to facilitate networks of NGOs at local,

national regronal and gIobaI Ievels working to reach the ‘targets in partnershrp with

multi- lateral, bilateral entities, governments and private sectors.

1



| Gender and HIV/AIDS: The Tip of the Ice-Befg

. Lee-Nah Hsu -
Manager, UNDP South East Asia HIV and Development Project’

L Introduction

s H'I'V IS a virus, which everyone is susceptible to. The HIV virus is dynamic thus poses a’

challenge to humanity's effort in tackling the threat of its infection.

People hope to find ways to prévent HIV infection and to treat AIDS ,fhrough modern-
technology by ihventing different vaccines or producing varied combinations of anti-

retroviral- medications.

- Today, it has been two decades since the first case of AIDS was defined in the worId Yet
nowhere are scientists or the medical professnonals near in f|nd|ng a solution to preventlng
HIV infection and in treating AIDS. ‘

h At the beginning, most of the AIDS programme responses have been focused on the health
dimension. The strategies devised through a health-focused approach have not stoppedthe
epidemic from spreading as is shown in the most affected African countries. There are

‘lessons to be learned from these unsuccessful attempts.

- One clear Ieséon is that combating AIDS requires complex strategies that reach far beybnd
health. Dealing with HIV/AIDS from- health-‘focused approach alone is like tackling an
iceberg from its tip only. The enormity of th’e\ challenge is how to encompass the entire

iceberg beyond just its tip.

Slowly, one begins to come to accept that tackling HIV/AIDS, one w'ould need ot_her_means

' The opinion expressed in this paper is that of the author and may not represent the official position of UNDP



to complement the heroic efforts advanced so far in_niédical science. Just like the tip of the
iceberg is only a fraction of the entire iceberg, it would not be effective attempting to remove

an iceberg by pulling on its tip only.

Efforts from health sector alone addresses only a fraction of the totality of the éhallenge, at
the United Nations Development Programme (UNDF’), we learned that addréssing the root
causes for HIV vulnerabilities would require development interventions and thus open wider
the options available to people in responding to HIV/AIDS. Gradually, the voice of the
people and the comﬁiunities starts to emerge and responses are being cultivated to

broaden the tools in support of and to complement the health paradigm.

In fact, development as an approach égainst HIV/AIDS is just beginning to be recdgnized.
Additional cosponsoring partners to brovide a multi-sectoral framework also reflect it in the
'U'nited Nations system through. enhancing the United Nations responses to :HIV/AIDS.
Today, in addition to WHO, the United ,Nations’. responses to HIV/AIDS include the
cosponsor ship of UNDP, UNICEF, UNFPA,'UNESCO, UNDCP, the World Bank and most .
“recently, ILO. "

M. HIV, Gender and Development Link

Déveloprrient as a major approach against HIV/AIDS is recognized by the United Nations as '
reflected in ;its setting up of the United Nations joint programme on AIDS. However, the
major 6hal|enge remains in mobilizing Membei States in translating such-recognition into
fact. It is similar to the challenge of recognizing the entire iceberg and making efforts to

remove it as a whole and not just chipping at its tip.

Gender and development have a natural link. Whereas sex is a biological 'phenomenon |
created by nature, gender is a social construct created by peopie. Develop‘nient modifies
~ social constructs. Dévelopment focuses on the socio-economic aspects of the social
constructs that also include gender issues. Fdr example, the UNDP’s efiorts in promoting

the integration of gender considerations in development programmes is one of the many



- efforts made by the United Nations! system to rnodify the inequities created .in the social

‘system. -

Whereas sex is a. pre-determined status not alterable by people despite of medical
interventions, such as sex-change operaiions, development strategies by a society can be
designed to modify the socio-economic and cultural root causes of the vulnerability to HIV.

In this process, the gender relations could evolve.

For example,»when an alterna_tive ineome‘generatien activit'ies‘were created in a rural
village of China, it,c'reated unprecedented opportunities- and alternatives fo\r. many. ru'r_alf '
women. Many of the women from the project village, for the first time.in Iife, were able fo
gener'ate- income themselves instead of totally reliant on working out of the land owned.by |

 their spouse-or family.

« Tn‘e opportunity -of financial independence gave these women the chance to consider how
to :utiiize the newly gained income. The ability to-decide on their .own. how to-»spend'
economic resources opened their eyes to the value of education. The knowledge and skills
proyided by. educat_ion,‘in turn, enhanced their ability to. make sound decisions on resource
allocation euch as on the types of income generating activities to undertake. Eddcation
further opened up, other employment and income ‘gene\rat'ion activities previouslyv not an

| option to them. - In this same process, the women metamorphosized and become their own
persons instead 'ef remaining a nameless attachment to a man or a farlnily.v Such
transfo.rma'tion, altered - the relationship and. interactions between them and the male |

members of their family, relatives and community.

Although we are in the twenty-first century, there are many women who are sold to bondage
and forced into sexual services against their will. There are also those being trafficked into
sex work in entertainment establishments. There are others who wiilingly made a conscious
decision to secrifice their own health and life by going into sex wdrk for the future
,pd"ssibilities and: survival df the rest of their families.- These are all factors Ieeding to HIV

.vulnerabilities.



When women have alternatives to their livelihood, they could then make rational choices
"'whether to seek employment away from home and what type of employment they would |
engage in. When people are being provided with clear, understandable information on the
| consequences of risky sexual encounters with the necessary access to the tools to protect'.
themselves, wrth environments, which enables them to act on self-protection from HIV. or
other harms mcludrng vrolence HIV epidemics could have a better chance to be under

control

The lessons we learned are that the‘ alternatives and opportunities introduced to both men
and women through S0Cio-economic development opened up the possibilities for people to
choices and alternatives. The women in such a case, were then empowered to make
decrsrons that affect their lives instead of forced to carry out decrsrons made for-them by

others.

Development process, when jmplemente‘d in ‘a gender sensitive -way, provides both men-'
“and women with'-choices. However the final decisions as to which ways people choose to
' _take should be up to the mdrvrduals Part of the challenge of development process is how

notto |mpose the external value systems and judgment onto those being empowered.

‘ I'I,I. Mobility System lustrates Gender & Development Link to HIV Vulnerabilities

The UNDP South East Asia HIV and Development Programme (UNDP-SEAHI), as
_requested by the partrcrpatmg ASEAN" member countries, focus its efforts of technical
assistance to these countries through tackling the challenge of reducrng HIV vulnerabilities

that are associated with the mobility system through development efforts.

-‘ Mobilitv system is a development construct. In the globalization of information, economics
‘and society, there is an ever growing' number of population on the move: both do'mestically:
between cities, between rural and urban areas as well as internationally.' Mo_st of these.
-movements of people are for economic, social and culturalexchanges. Particularly in South

East Asia, the cultural and kinship linkages.that cut across national bo‘Undaries influence

" - much of the economic exchanges.



An example of international population movement in South East Asia is the large numb,er of
migrant workers from among the 'countries'. For example ‘there are large numbers’ of
overseas contract workers from Bangladesh Cambodia, Indonesia Thailand and Viet Nam
in Malaysia. Equally, there are many peopIe from Cambodia, southern China, Lao PDR, -
| Myanmar, Viet Nam and some Eastern European countries to work in Thailand, many ofv
which engage in sex work. Similar phenomenon is occurring in ot_her South East Asian

countries.

Based on the assessments conducted in 1999 and 2000 by the countries in collaboration
with UNDP-SEAHIV, the proportion of female® among the migrant population is increasing
during the past decade. Today, in some countries, there are more females than males

moving out of the countries or rural communities to seek opportunities.

. Mobile population per se is aIready vulnerable compared to sedentary population because '
they are away from home, social support network such as friends and families, familiar
Ianguages or d|alects and are without a pre- exrstrng nitch in the new environment. These

factors perpetuate their being marginalized in the host envrronment.

[g] this' context, the gender role further. heightens people's HIV. vulnerability: both for males
and females. In the case of men, many men could not resist the loneliness or having.to :
'proof their macho image' under peer pressure, resort to risky behaviours they may not
otherwise engage in at their home environment. These behaviours could be risky casual
sex with multiple partners or use of substances including illicit drugs that could alter their

ability to make rational decisions or take responsible actions.

Cultural influence: Many of the vulnerabilities encountered by females differ from those
for men. Based on certain cultural construct for gender, single women are not to travel away
from home alone. Often arrangements were made for them to take a journey into other
communities, cities or countries'with other people, often with men. In the appearance of
"giving these young women protection in strange environments, the men actually exact

sexual favours from the very women they were supposed to protect.

2 The term female is used in this context because among people who move, many are children and young
people not yet reaching legally defined adulthood.
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Lack of higher education:. . _
- The vulnerabilities increase when women come from rural communities and without high
levels of education. Being less favoured_ when families decide, based on Iimited resources,
~on which child to send for schooling, girls are often left to work at home: Being . less
‘educated resulting in these women having - less employment options. Whereas less
-educated male migrants could seek hard physical Iabours such .as construction, transport or
guard work, many such employment options are less open to females. Furthermore, there
are more frequent incidences where employers, in addition to requiring female workers to
perform pre-assigned tasks, expect to be able to gain sexual ffa-vours from their female
employees. The phenomenon is particularly common among domestic workers factory

workers in industrial zones or entertainment workers.

However, education. level alone is not an indicator for women to have more options for
employment outside of sex-work. Some of our country studies actually. shown that women .
- entering.into sex work, either formally or informally, might have better education compared

to those who from the same viIIages‘who did not enter.into sex work.

HIV vulnerability related to development projects: ,

When there are infrastructure constructions to improve socio-economic development, often
the HIV impact wes not part of the pre-development assessment, such as are commonly
done for environmerrtal impact assessments. Many infrastructure development projects
engage workers from outside of the communities where the constructions occur. Many
such workers may be foreign contract workers: the engineers, the installation techmcrans

the Iabours or truckers who bring in construction materials.

On the one hand, there is an influx of men from outside of the communities with cash on
hand but away from their families and loved ones for a prolonged period of time, sometimes
upto3or 5 years.. On the other hand, th'e local community, many are located in rural areas
and had no previods contact with the outside world; find an instant opportunity to provide
services and entertainments to these workers. Without sufficient HIV preventive education
and awareness and lacking access to condom supply or health services, the local

communities and the incoming workers are both vulnerable to HIV.



Non-mobile women are equally vulherable.- ¥ ‘

~ In the world of increasing communications and enhanced mobility, let us not forget that
elderly women and housewives are increasingly vulnerable. In some rural villages of South
East Asian countries, \;ve are now observing a trend of more women getting HIV. infecfed
than men. Many of these women got infected not because of risky behaviours on their own
but . because their spouses héve' been traveling and engaging in unprotected sexual
~ encounters while aWay. The HIV virus was brought back home and women got infected
without havihg the options of negotiating the use of condom to protect themselvés from HIV

_infections that are passed on by their spouses.

V. Responses

.Knowledge and protective tools such as condoms are public goods that should be made
available to everyone. To facilitate the availability and accessibility of these commodities

and services, one needs to promote an enabling environment. -

Some examples of the UNDP-SEAHIV’ efforts in collaboration with the countries are listed
below as illustrations of creating enabling environment to reduce HIV vulnerabilities for
people: both those who are mobile and those who remain in the communities, either the

home communities, transit communities or host communities.

A. Policy: Chiang Rai recommendation

i
In view of the high HIV. vulnerabilities for the communities and workers coming into contact
‘with the communities where infrastructure construction projects take place, at the poliéy
level, with the facilitation of UNDP-SEAHIV, the ASEAN countries, through its Taskforce on

AIDS, adopted the following recommendation in 1999:

“That construction contractors are required to include HIV prevention programme for
its workers and the communities where the projects are located as a precondition of

their bidding for.the construction contract”.



The gender |mpl|cat|on is that now both men and women. workers and the communities are
berng given an enabling policy envrronment where access to HIV preventlon services is a

right and not a quury.

Itis encouragrng to report the Chiang Rai recommendation |s also belng promoted by the
World Bank, Asia Development Bank, the Japanese Internatlonal Construction Bank and

bilateral donors involved-in mfrastructure construction.
B. : Tools: Model contractual clause

To assist countries, donors and construction companies to fulfill the 'Chiang Rai
recommendation, with the support from DFID, a draft model contraétual_‘claUse' has been
developed so that countries or communities where infrastructure constructions are taking -

plaoe have a reedily available tool to promote the binding requirement.

~ A critical component of such a model clause is the clear delineation of resource allocation

for HIV prevention programme tjhat is separate from the overall construction costs. This is

provided to ensure fhat' construction companies do not - sacrifice HIV | preve‘ntion‘
programmes in their overall resource allocations process. |

This model clause is important for NGOs working in oommunifies where construction work

'is occurring. Recognizing the importance of adeguate quality of HIV prev_ention -
programmes to be provided, the clause specified that the construction companies are to
engage qualified NGOS‘or other civil society organizations in providing the HIV prevention
services. These is where gender sensitive NGOs working on HI\( prevention programmes
can contribute to ensure the proper implementation of the policies and tools being -

developed in the partnership of the United Nations, governments, NGOs and donors.
- C. Gender sensitive development programmes:  Family camps
For construction sites, instead of forbidding women on site, it is a,ctualiy conducive to allow

workers to bring their family along and‘ set up family oémps.‘ The women could be ‘

employed by the construction sites to keep the camps, cook, and provide care and other

—12—



supportive services for the operation of a healthy camp environment for the workers. At the
same tirhe, the male workers would have familiés around to support them-and to care for
them thus redubing the loneliness and frequency of sex worker visits while spending
‘prolonged contract work away from their hometown. The results could be improved health
of workers, decreased absenteeism from work and increased employment opportunities for

women.

V. UNGASS Targets relating to Gender

The landmark United Nations General Asserhbly Special Seésion‘on_HlV/AfDS (UNGASS)
took place from 25 to 27" June 2001 in New York produced a Declaration of commitment on
HIV/A'IDS.3 This is a global political commitment by Member Sfates to targets set for 2003,
2005 and 2010. This is a tool that could facilitate the work of NGOs in reducing HIV
vulnerabilities of people and an oppo,rtUhity_ to advance the improvement of gender

-construct of our society through sound development.

The UNGASS declération has made strong references to gender issues. ‘For example, in
the preamble paragraph 4, it recognizes women being most affected by HIV/AIDS and girls_
are most vUInerabIe. Paragraph 14 stresses gender equality and empowerment of women is
fundemental elemehts in the reduction of the vulnerability of wemen and girls to HIV/AIDS. .

Specific targets: in the operating paragraphs 37, caIIinQ on strengthened leadership at all
levels of society, specified the development and implementat_ion of multisectoral national

strategies and financing plans to integrate a gender perspective by 2003.

For prevention targets in paragraph 47, efforts devised to achieve time-bound n:ational
targets would challenge gender stereotypes and attitudes, gender’ inequaliﬁes in relation to
HIV/AIDS and encour‘age active involvement of men and beys by 2003. By 2005, ~'there,‘
should be HIV/AIDS prevention programmes for migrants and mobile workers are speciﬁed_

in paragraph 50 and provisions for HIV-infected women. -

* United Nations Special Session on HIV/AIDS: global crisis-global action, 27™ June 2001



The HIV/AIDS and human rights targets set for 2005 are particularly focused on women as

reflected in paragraphs 59, 60 and 61.

Vuinerability reduction targets the empowerment of women as streséed in 'péragraph 62
by 2003. | |

Alleviating social and economic impact farget by 2003 in paragraph 68 requires specific

review of such impact on women and the elderly in all levels of society.

HIV/AIDS, in conflict and disaster affected regions specify targéts for 2003 by
‘recogn‘izing increased risk of exposure to HIV infection among women in paragraph 75 and
the inclusion of gender component in HIV/AIDS awareness and training defense and peace

keeping personnel.

If the targets listed in the DeCIaratioh can be achieved, it would req‘ufre conSoﬁed efforts by
all levels of society in transforming the current social construct of gender in our society. In
‘_other words, it would require dealin'g with root causes, which are develdpment based:
education, access ‘to information, - reéourc_:es and services, providing socio-economic .
opportunities to both men and women. To achieve these targets, ‘it would require political
and res_ource commitment to s@rengthén socio-economic development from individual level
to families, communities, countries, regionélly and internationally in gender and culturally

. sensitive ways.

VI.  How Can the iceberg Be Melted?

The UNGASS ‘Decl'a"ration calls on all countries to take the "necessary steps to implement
" the Declaration, in strengthened partnership.and cooperation with other multilateral’ and

bilateral partners, governments, NGOs, private sectors and research institutions.*

Are these targets trQIy achievable? The important issue is the process towards achieving

these targets. The questions are more fundamental. Is the world ready to deal with the root

4 UNGASS last paragraph, 27" June 2001
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causes of gender inequalities? To do so, it would require fundamental transformetions in the
socio-economic constructs, which are the basis of development.

The world is burnrng with HIV/AIDS. What one see today of HIV eprdemrcs in Asia rs only
the tip of the iceberg. One needs to be prepared to tackle the |ceberg in its entirety not jUSt
the tip in order to win the battle. We must find ways to deal with our differences and reach
.out for common grounds. Governments need NGOs just as NGOs need good governance

‘to facrlltate NGOs abrlrty to serve people

HIV/AIDS cuts across national boundaries thus countries cannot resolve the HIV chal_lerige
without c00peration and respect for others at regional and global levels. Similarly, whereas
specral efforts are made for Africa; heightened efforts are due for Asia in order to prevent
" the potentral of an even brgger iceberg from being built up. |

— 15—
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Gender and HIV/AIDS in the Mekong River Regions
with particular reference to Yunnan Province of P.R. China

.Dr. Juhko Otani
WHO China Office’

This paper has fourl parts. The first part introduces the framework and findings from my
previous publicatione on international sex tourism in Asia and HIV/AIDS. The second bart
-describes the particularity of the Yunnan Province of P.R. China which forms a part of the .
Mekong River Region followed by the background of the P.R. China which is the third part
of this paper. The last part will introduce gender and HIV/AIDS issues in general, not only

in the Mekong region as it was-not introduced in any first three parts of this paper.

"Theory: Economic disparity and HIV/AIDS epidemic

~ |-'would hke to summarise here what | have wntten in my previous artlcle (Otam 1996 in
Japanese and 1998'in Engllsh) which has Iead me an opportumty to be invited to this expert ‘
'meetrng on Gender and HIV/AIDS.

The findings of the article were: 1) intemational sex tourism is a rapidly expandlng industry
in Southeast Asia; 2) the nature and Iength of relatlonshrps between sex workers and their
.cllents should be considered in designing HIV/STD prevention programmes; 3) sex tourism
is fueled by a twofold economic gap, that is the economic gap between countries where the .
sex trade takes place and the client's home ceuntry and the economic gap within a country
where the sex trade takes place and the elier\t’e home country and the economic ‘gap within
a country there the sex trade occurs; 4) it is true ‘that sex tourism is one of the faetors

affecting the 'spread of HIV infection resulting from sexual c’ontact.between' sex workers and

Thls report is a product of the staff of the WorId Health Organization (WHO) but the judgments made in the
report do not necessanly reflect the views of WHO.
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- their local clients; and 5) while HIV infection through sex tour|sm accounts for only a small
percentage of the total cases, the sexual networklng of those involved in sex tourism has
contrlbuted both to the spread of HIV wrthin the host country and to the global spread of HIV.
(Otani, 1998,,1996. and Otani and Tarantola, 1995) '

In this article,'l focused on the sex trade between developed countries and developing |
countries However, as the finding 5 explained'it is not the major-causes of the HIV
pandemic in the region. Also as the finding 3 explains, the economic gaps exists within a
country The econom|c gap between people benefiting and those not benefiting from the.
ongoing economic growth |n Southeast Asua serves as a stimulus for the development of
sex industries, |ncIud|ng sex tourism In this paper, | will introduce the sex trade among

developing countries in relation to the HIV epidemic in the region. .

In the article, | did not d|scuss Globalization that now cannot be overlooked | would like to

o incorporate the 1mpact of globalization into my arguments

Yunan' Province of P.R. China

China’s southern province of Yunnan forms a part of the Golden Triangle together with Laos,
Myammer, Thailand as well as Vietnam. This area has to be looked at as a one region
than drawing a line with cou'ntry boarder lines. This can be shown by both epidemiological
'research (Beyrer et al., 2000. Piyasirisilp, 2000. Yu et al. 1999. and Weniger et al, 1994) as
well as sociological research (Beyrer et al.; 2000. Otani, 1998a 1998b and 1 996; Otani and
Tarantola, 1995). (See Appendix 2.) Yetthe differences among the countries that forms the
' Region' is important.- (See Appendix 1.) l,Migration occurs between the places With '

- economic disparities.

The commercial sex industry in.ThaiIand includes women .and girls trafficked not only from
rural Thailand bur from neighbouring countries such as Myanmer,' China (principally ethnic
Dai from Yunnan), Laos and Cambodia (Asia Watch, 1993. Beyrer; 200'1).' Also the sex .-
trade in Myanmer is rapidly expanding both in its cities and in the Shan border areas with

"China where 2,000 — 3,000 Chinese people cross the border bridge each day to gamble



and use the services of prostitutes in the Myanmar side (Beyrer, 2001) and Myanmer wants

to establish economic links with China. -

A brothel in Cambodia yvhe‘re Thai business come may offer women and~girls trafficked from
Cambodia, Thailand Vietnam, China or the -Philippines. Cambodlan women have been
. trafficked to Slngapore Hong Kong, Malaysia and Thailand. A brothel in Thalland has -
women and girls trafflcked from rural Thailand, Myanmer, Chlna, and Cambodia: Thai

women have been found'jnsexual slavery in -Japan! Germany, USA, Austra|ia, and Sweden.

- The number HIV/AIDS cases in China vary by sources. Official statistics reporte that China
| ‘had 22,517 known HIV carrlers in the country of more than 1.2 billion at the end of year
2000. State med|a have reported most of them are drug users. The’Ministry of Health "
experts thlnk the number could be more than 600,000 and the United Nations estimates that
Chlvna will have 10 million or more HIV/AIDS victims by year 2010 unless it acts decisively

soon.

The Yunnan. province has several special features. Although Yunnan is poorer than the
East coastal areas of China, it is richer than neighbouring provinces of China ‘and
neighbouring countries. Its geographical importance for trade in the region makes the

'province-prosperouS\ Its annual per capita income in 1991 is US$178 (Yunnan Provincial

Bureau of StatIStICS 1992) (L| 2001). Itis home to many national minorities.. More than a. '

third of the provrnce s population-are ethnic m|nor|t|es In the beglnnrng of the HIV epldemlc
" in China, 80% of the reported HIV case of China concentrated in the Yunnan Province. The
main transmission route was intravenous drug use (IVDU).  In 1996 ‘the HIV. epidemic'
outbreak was reported along the migration routes of workers from the Yunnan Province to
.other provrnces such as Xinjinan and Guangxi (Beyrer et al. 2000. Piyashirislip et al. 2000,
Yu et al. 1999). Also some epldemlology study shows several HIV transmission routes \
-from neighbouring countnes such as V|etnam and Myanmmar to Yunnan and Guanxi

Provinces of China (Beyrer et al. 2000. P|yash|r|sI|p et a|. 2000. and Weniger et al, 1994)
The World Health Organlzat|on (WHO) is fundnng an intervention project targetlng sex-

workers in Yunnan Province  starting Apr|| 1999. The provrncral officials call them

‘entertainment workers. The clinic is housed in a hospital that offers medical care as well
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as counseling. All clinic staff are tratned at the nearby Kunming City STD. hospital, and
'outr.each work includes visits to local entertainment establishments, the distribution of free
education materials to sex wo‘rker_s (both written'and audio-visual materials), and training
peer educators among the women. ‘mid-course Ae.v,aluations- indicated.that the. projeet had
been quite successful in raising HIV awareness among female'sex workers. Positive '
behaviour changes such as increased HIV awareness and somewhat higher condorrt use

have been reported. - '

U.S. Embassy officer in Beijing who visited the site reported that one of the |mportant factor
what made the pilot project successful was that it had eamed local flnancral and pollcy
support. A local authority is often reluctant to announce its HIV/AIDS 5|tuat|on and tends to
choose denial in fear of the damage to their i |mage and the consequent loss of revenue f_rom'
the tourisrn. Other factors to success may be difficult to replicate in 'otherj parts of Yunnan:' |
1) the project is located close to Kunming City, a majdr source of expertise, oppdrtuntties for
training-and -skilled professionals; 2) the township involved. is. fairly prosperpus; 3) the
hospital is the ohly high-level hospital in the area, so many women would go there anyways,
making the target population easier to access; and 4).m‘ost important, the project has good ,
relétiorts with the local Public Security office. Project staff explained the project to Public
Security énd persuaded the policy that public health and public security goals coincide. The
attitude of local public security officials towards HIV work with prostitutes or IV drug uses

can vary widely in different parts of Yunnan, as well as in different parts of China.

Background of China

Rapid economic growth as a nation is significant while the econdmic gap ts widening-
between rural and urban areas es well as among provinces and within a province. The
~ highest GDP growth of 10% had been reported over years. It has been slow downed a little
“ to'7-8% but it is still highest in the ;wprldv (See Appendix 1). With this rapid economic
change and economic-driven social changes, globalization and China’s entry to WTO and

its implications to health as well as gender and HIV/AIDS will be important to follow.



Other characteristi'cs of China includes its political system of China. It has the single ruling

~ party of the Communist Party.

‘Urbanization is being observed in China With rapid development cities are'expanding and
-a town is becoming a city AIso rural to urban migration is a major feature of current
China'’s social changes. Migration from rural to urban had not been looked favourably by
the Chinese govemment but it is now changed More rural people migrate to urban areas
seeking job opportunities.. This pattern has to be looked at by gender. Not only men but ',
girls and women migrate in desperate to look for a job and income revenue. Some are
voluntary.’.How'ever, increasing number of women are kidnapped or tricked to bring to other
pIacesi'v In Beijing in 1997, about 34% of 2.3 milvlion incoming migrant workers were women. _
'46% of them were unmariied. Of these women the overshelming majority was between 18-
20 years old (China UN TGA).-'-The trafficking is not only to be sold as a prostitute but as a
wife of those farmers who-cannot find their job."Thi_s is not only for a very young woman.but '
middle age women who have a child or two children have been kidnapped to be sold as a

wife.

i Vulnerability is not only- with those migrate to urban areas or other rural areas. As
- experienced in other countries, women who stay behind are also at risk of being infected by
~ HIV from their migrating husbands when they retum home from -urban areas for certain

periods of time

China has achieved a relatively high gender sensitive employment policy_ and
implementation. The World Bank reports that' the gender indicators. show higher ‘
achievement in East Asia compared to South Asia, North Africa and Middle East, Africa and
i_atin American Regions. It is because of China’s achievement. However,. it is also reported
that with the current economic growth policy, women tend to be the first to be laid off at: '
reforms and reorganizations. At the era of gIobaIization; social and economic changes with

rapid economic growth may innd the attention to its negative impacts More women than

men may be lead to poverty because markets discriminate against those With inadequate ,

market power
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* WTO is said to be an international agency that takes little account of the effects of the free
market- (a market that is rigged in favour of the economically powerful) on the poorest
people. Countries that are forced to Iower tariff barriers and end preferential trade
" agreements are liable to widespread loss of jobs or the collapse of f.a\rming as their markets
| disappear. Such policies dislocate family support systems (Wilson, 2000) And poverty is a
" major factor of vulnerability to HIV. Poverty may lead girls'and women to prostitution and

: 'engagement in sex without a condom against higher fees.

Now Beuing has won the bit to host the 2008 Olympics. This will boom the construction
works in the city and is estimated to create day labour job opportunlties_. This erI
‘ . encourage rural farmers to migrate to work in BeijinQ. This is another ei(ample of migration -
pattern that needs to be looked at by gender analysis. It is'a challenge to'protect the health-

of migrant workers in China.

As a result of China’s population policy, imbalanced sex ratio has been reported especially
' from rural areas: 120 males to 100 féemales in rural China. Some villages, even as high as
140 to 100. Demand for women becomes very high This has .several implications. More

‘ '.practice of men buying a prostitute. More women are tricked or kidnapped and sold to a
farmer who cannot find their wife. ‘This sex ratio also reflects the reality of the large number
of rural .girls who are not offioially registered. ‘When they are not registered, they have‘ no
access to basic education and health care. Public heaith programmes including HIV/AIDS
prevention as well as empowerment of marginalizedand vulnerable populations need to.

take the ways to reach out these unregistered rural girls.
Trafficking of women

The New York Times and other newspapers reported a 37 'year old rural Chinese woman
- with two children who was able to return home in Guangdong Province after being -
‘kidnapped, drugged, places on a train and soldfor' about $1,500 or $12,000 as a bride to a
brick maker in faraway Xinjiang Province, rescued by her family who borrowed $1,250 for

the traveI:cost and when she was already three month pregnant and - had an' abortion'n .'
.(Rosenthal,A2OO'1). This is just a case of hundreds of thousands of Chinese v_vomen who are

sold on a black market each year. Since year 2000, the 'goyernment has been waging a
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harsh cémpaign against trafficking in women, featuring highly publicized arrests and death

" sentences. But it has been reported the number of kidnapping keeps increasing.

The trade reflects fhe extremely low social status of poor rural women. Rural girls get
inferior schooli‘ng,l training and médical attention when compéred with boys. Most
kidnappings -occur when uneducated young women with. little hope and confidence leave
their hometowns looking for jobs. They are desperate for work but don't know what is
suitable or.how to find it; So they can bé easily tricked, then forced to work as brostitutes or
sold to. poor men who can’t find wives. A report says that as of 1999 the' police were

rescuing 10,000 women a year, and this is just a fraction of those kidnapped.

Once kidnapped and sold, when girls are penniless, illiterate and without friends in their new
homes, have no means of escaping or contacting their families. And when they have a
.child, some start to see it as their fate and often reluctant to leave any lohger. ' Some girls

get repeatedly kidnapped and sold..
Prostitution in China

-China is not an exception froh a very long history of sale and trade in women. However
'in1949, one of the first social programms was to eradicate prostitution. Some four million
women were rehabilitated (,Beyrer, 1998). Yet ‘V\‘/ith the fapid economic growth of China in
the 19905,. this has been changing as everyone wants money. In late 1990s, it has been

reported that prostitution are increasing rapidly.

“In China, prostitution ié widespread and take many different forms. | The
rapid gfowth of China’s sex indﬁstfy is hot simply a matter of thé moral fall
of those Women who sell themselves.. The context of this problem
includes rapid economic development, a g‘r;owing gap between rich and the
poor in both citiés and the countryside, unemployment,‘poverty and relative -
' poverty, énd a solutiohs that 'g:ould make \'the' sex trade diséppear in a short
time. The only solution is for the health authorities and publié security to
work together 'to see ‘thé\_t prostitutes use condoms... and get regul‘ar

~ medical care. Only in this way can we ensure that the chances of HIV |
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" being transmitted by prostitutes can be reduced.” — Wang Yanguan, The
Chinese Academy of Social Sciences Institute of Ph||osophy, “Strategy of
Tolerance and HIV/AIDS Preventron in China”, April 2000.

Many prostitutes in Chma have been kldnapped or impressed ‘into prostitution and many are
Apoor migrants from the countryside. Many prostitutes are migrants who work outside
entertainment establishments or who work occasionally as prostitutes to supplement their

income.
Blood Transfusion. Blood safety

Several villages sfarted to report the HIV prevalence rate of 65-80% of the village,
populafion. It has been reported at everyday newspapers both in Chinese and English in -
May and June 2001. The HIV ep|dem|c is due to malpractice of the blood collection and
_blood transfusion.  In early 1990s, the virus continued to spread unfortunately because
officials blocked research and education campaigns about HIV, considering as their

embarrassment.

The major malpractice was Ithe plasma collection methcds. Blood from dozens’of sellers
was -pooled and put into a “huge centrifuge,".Where it was .spun to separate the desired
plasma, at village_s. The remaining fraction, mainly red cells, was divided up and transfused
back into the sellers, who felt the process to be healthful because it Iirnited the blood loss:

So, even those who donated only a' few times ran a high risk of becoming infected.

'Blood has been sold. for cash: $5 for-donating each 400 cc’s of blocd.f In rural villages
under poverty, often girls are the first to be asked by their parents.to drop out from school

when the parents can no longer pay-the school fee. Some parents make a child to sell their

blood to pay the school fee. For this;, g|rI may be at hlgher nsk It is not proved and this has . -

to be looked at.

A group of villagers from the central province of Henan came to Beijing to look for someone
to take responsibility to stop what is going on at the Wenlou village. In this vi‘llage, 65% is
HIV-positive of a population of 800 and 40 are dying each year (BBC, 2001). Blood selling

was a very serious problem before 1995. In 1996 the health department issued .new



regulations and lots of small blood coIIection centers were closed. down. Although HIV
prevalence is high, there are not many AIDS orphans AIDS orphans But it will soon
increase s|gn|f|cantly o

With the request from the Chinese Ministry of Health WHO started a blood safety prOJect
from in the early year 2001. China is mak|ng efforts to discourage paid-blood donation but
encourage voluntary donation to decrease the risk of infected blood. Blood is scarce and it
is difficult but the increasing voluntary donation is being reported. Blood safety is one of the ,

top priorities from both the Chinese.Ministry of Health and WHO.
Law

The HIV/AIDS policies are not taking consistent approaches cross sectors but seem to be
still in the confusionf Some sectors arerepeating.the mistakes of other countries while
some- sectors such as the Ministry of Health is taking open and highly efficient approaches.
The efforts of the Ministry of Health alone would not work. It.needs the cooperation of
other ministnes and sectors In order to do so, it requlres the poI|t|caI commitment from the

higher level of the government. -

Chinese lawmakers are proposing make spreading the AIDS virus a crime punishable with
life imprisonment for prostitutes (US Embassy Beijing, 2001). Ministry of Health is highly
aware of the proble'm of this approach and wishes to take the approach to protect the
human rightsof people infected with HIV.. In fact, 'the Ministry of Health has emphasized
patients’ rights and the voluntary nature of AIDS patients. Th|s kind of law would worsen
discrimination and discourage people from gett|ng tested for AIDS when it |dent|f|es the
' people who “knowingly” spread theldisease to be punished. We have learnt from the
-successful policy of Thailand and .other countries; pu'nishing the few would not be the
effective prevention but only worsen the situation. Educating the many and increasing the

" awareness are the effective approaches.

Lawmakers are under pressure to do something since'the recent lifting of a ban on AIDS-
' reIated reporting in the state- run media that may appear to have fed a public panic through
with the news of ser|ous HIV epldemlc in the country.  Making the law of pun|sh|ng may be

a traditlonal approach or easner way to appear to be donng something but this is a mistake



This Iaw would drive HlV-infjected men and women underground and will make it vmo‘re
¢ . Y

difficult to prevent the spread of the diseases or those who are already infected to seek care.

Beijing calls on employers and individuals to report any “suspected AIDS patients” to local
health authorities, and: calls for any mandatory testing of “prostitutes, their clients or

possible spreéders ot AIDS” who are apprehended by police or the courts. (Chang, 2001)

Increasingly honest media reporting on the HIV/AIDS epidemic in China has been leadingto
urge the development of legal and policy issu'es in China. It is still a changing period which
needs proper guidance since there public reacts in the way. of tracking down and

" marginalizing the men and women with HIV/AIDS.

Gender and HIV-related Biological and medical issues -

Women, particularly the younger age groups, are at higher risk of contracting sexually
transmitted diseases including HVI/AIDS because of biological factors, not only soib-cultural
' - factors that include their low negotiating capacity in matters of marriage, sexuality and

incre_aséd risk of physical or psychological violence.

‘ The increa_sed shsceptibility of adoleScent girls at these .agés to HIV infectibn has béeh well
describe, and has been bioIo_gicatIy linked to the increased vascularity vof the immature
cervix, the putative site of most heterosexual transmission of HIV (Mdss, Clementson, & -
D'Costa, 1991. Beyrer, 2001) | | \ |

‘Many clinical studies. proved that the risk of mother-to-child HIV transmission is vastly
reduced with i'ne,xpenvsive and effective medicines at the time of delivery when the infeétion

occurs from mother to baby.

| would Iike‘té show the economic anélysis done by Dr. Mead Over of the World Bank
(World Bank, 2001).
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Gender inequalities in schooling and urban jobs accelerate the spread of HIV (Figure from
his analysis in 1998). The AIDS epidemic will spread rapidly over the next decade — until up .
" to one in four women and one in five men become HIV infected, Valready the case in several

countries in Sub-Saharan Africa.

ENGENDERING DEVELOPMENT

Figure 3 HIV [nféction: Rates are Higher Where Gender Caps in Literacy are Larger
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Conclusion

VThe HIV/AIDS epidemic and related issues are neither a problem of one country, not a
problem which one country can solve by itself. The issue requires regional and globel ,
‘collaboration. NGOs, governments and international organizations must work together with
multi-sector collaboration of medical' and health expertise and education, e_mployrﬁent, legal,
community deve|opment, gender and other expertise. Esbecially gender-sensitive -
apbroaches are increasingly-important in order to understand the epidemic and social
- background and to promote more efficieh‘t‘ prevention of the disease and care 'programmes

for those who have already been infected and their families.



; Appendix1:

Key indicators for countries in the Mekong Region -

Economic ,
Countries. Populati Surface Gross National Product = GNP per capita
on area  @NP) ' |
.(millions) | Thousand | Billions | Ran | Avg.annua Do"ar . Ran 'Avg.annua
1999 s of sq.km | ofdollar k | growth s k | growth
1999 | s1999 | 1999 | rate (%) | 1999 | 1999 | rate (%)
| | 1998-99 | 1998-99
Cahbodia 12 181 30 133 45 260 186 2.2
China 1250 | 9,597° 980.2 7. 72 780 | 140 6.3
Jépan. . 127 1378 40789 2 10 [32230] 6 0.8.
Lao PDR. 5 237 14 | 160 40 | .280 - 184 1.5
Myanmar 45 677 . - - - - - -
Thailand - 62 513 “121.0 31 49 1,960 | \1.02 41
The |77 30 | 780 | 40 | 36 | 1020 [ 131 | 14
Philippines | | o
Vietnam 78 332 282 | 60| 42 | 370 | 167 | .29

a: include Taiwan
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Quality of Life

Countries I.MRa | MMR® | Life expectancy Adult illiteracy | Urban
| | Per Per at birth Years rate % of péople popullation % of
1,000 | 100,000 1998 ° | 15 and above total
Clive | live | 1998 - |
births | births Males. Females | Males | Females :IQSO 1999
1998 | 1990- |.
08
Cambodia. 102 —- |52 55 43 80 12 |16
China. 31 65 |68 |72 9 25 20 |32
Japan 4 8 |77 |84 00 |00 |76 89
Laos ‘96 .| 650 |52 |55 8 |70 13 |23+
Myanmar 78 230 - | 58 62 11 2.1- 24 27
Thailand 29 44 |70 75 3 7 17 21
The Philippines | 32 170 |69 77 5 5 38 |58
Vietnam 34 160 | 66 71 5 9 19 20

a: IMR stands for Infant Mortality Rate (per 1000 live births)
b: MMR stands for Maternal Mdrtality Ratio (per 100 000 live births)

Source: World Development Report 2000/2001. World Bank. Oxford University Press.




Appendix2: Maps from Beyer, C. et al (2000)
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High Risk Groups in Phnom Penh '

-Serey Phal Kien

Cambodian Women'’s Development Agency

"AIDS has been dramatically increased in Cambpdia{which beihg threatened people’s lives
and the development process. It is reported that currently, Ca'mbodia has the highest
infection lrate in the region. The first case ‘of HIV positive in Cambodia was reported from
the national blood bank in Phnom Penh in 1991, then in 1993 the first AIDS case was
.'reported Estrmatlon in late 2000 there are about 170,000 between the age of 15- 49 are -
- HIV positive. - ' :

In 1992, Ministry ofv health with the support from WHO conducted the lanonymous blood test *
in Phnom Penh among the high-risk groups. Then from 1994, the survey was done every
year in order to‘gather and analyze the information on VAIDS epidemic and to demonstrate
the infection among the selected high-risk groups. The survey has shown that at the
begrnnlng, number of men infected are much more: h|gher than women, but from year to

. year, the figures of the, |nfected women keeps going up

The low status of women, poverty particularly among women, the vulnerability, Iéek of -
access .to information because of high iIIiteracy, social attitudes sexual behavior and’
practlce Iack of medical facilities, patriarchal structures and the commerC|aI|zat|on of

- ‘women contrlbute to the prevailing HIV/AIDS epidemic.

Women represent a remarkable economic force in Cambodian society but women are. not

equa'lly benefiting in the fruits of economic development.

-Women. represent the majority of the population (54%) but this is not reflected. |n their

representation in decision-making processes.

—35—



Women control 85% of small enterprise in urban Cambodia and constitute 60% of the
agricultural workforce in rural Cambodia, but women are stil
e More illiterates than men
e Virtually not much included in the- positions of power and decision mak|ng
| processors |
145 times more likely to die from pregnancy relatedl illnesses than women in
developed countries o o '

Yet, there are a significant proportion of children dying from health and nutritional problems.

In Cambodia the infant mortality rate under one year is as high as 115 per 1,000 live births,
compared to other countries in the region, the infant mortality rate is 42 per 1,000 births.

Health and ‘access to'a health system is a priority and a right as is education. But in
Cambodia, there are still lots of inaccessible and unaffordable. - Girls are grossly under
represented in the education system at all levels. Women are still victims of suppression

and violence

~ Female labor is cheaper therefore women can easily fall prey to exploitation and harsh
dangerous conditions. The following proverb that has become esteemed and proclaimed
_exhtbits the prevailing gross inequalities and status of women insoci‘ety:'The men look like
- gold. ‘When it drops in mud, we can clean it, 'but the women look like white clothes, when it
drops in mud we cannot clean it to be wh/te again. What does this say about the perceptlon
of women in the society? Among other connotations this saying reflects the d|fferent status
that is |mbedded in the society. Men are encouraged and almost praised for experiencing
sex with sex workers both before marriage and after marriage. Often with no or little regard

_ for safe sex practices and run a h|gh risk of bemg infected with AIDS

* This unequal status imposed on women and which prevails in Cambodian sooiety makes it
difficult for women to negotiate safe sexual practice. .Sex workers who are themselves
victims of this trade in sex _sex workers who sell themselves sexually in the context of the
struggle for survival are horr|ny mistreated and dlscnmlnated against. Often they are not

- able to protect themselves.



Women and children become the innocent victims of this entrenched behavior. More and
“more women including pregnaht women (2.7%) are HIV positive, and there is still lack of

substantial research that can accurately exhibit the problem.

Poor health and inadequate services continue to impact on many women’s lives that

struggle daily merely to survive.

These factors, contribute to the overall problem of HIV/AIDS. For women and children who
are severely disadvantaged and need to be empowered to prevent being abused,

dominated and taken advantage of because of their status, gender or age.'

HIV/AIDS can be combated even with scarce resources if the political will is there and

everyone assumes responsibility.

To stop the AIDS epidemic, to survive our women and children, we must commence a
process of individual and collective responsibility to address the issue. Women cannot do
this alone men have to.join the struggle. If having partners and valuing family traditions and
values then meﬁ mu‘st take respohsibility and commence a dialogue regarding this issue. It

will not go away by ignoring it. We must not hide and behave shyly, but we must confront

- the issue.

The impliéétions to the future of our society are .tremendous, the consequences a;re
".frightening in our society that has little and inadequate services in place to deal with this
potential traumatic crisis. The social and economic costs in the. fdreseeab]e future are
frightening.\ We must ‘act! Every one is'responsible from the government down to the boor'

farmer. AIDS has not barriers no discrimination let's unite and fight together.

‘To end ‘my talk | would like to encapsulate some méin points in‘my rhessag‘e that we as
women: ' ' '

¢ . We.demand change .

o« We démand commitment from all

R _ Wé' want safe good access to health

o We want access to information



e We want equal status

Il 'areas

na

ipation

IC

We want equal part

!

,

— 38—



| The AIDS STD Health Action

(ASHA Project)
Project of the Public Health Department

Seema Shroff .
Bombay Municipal Corporatlon AIDS Cell

Preface
: ‘May 1986 marks a‘watershed in the history of Indian Public Health, even as the first case of

AIDS was detected in Madras closely followed by an AIDS death recorded in Mumbai. Due

- toa Iack of adequate |nformat|on NGOs immediately started focus|ng on CSWs. The Iog|c-

" behind the move was that as HIV/AIDS was an STD, the commerc|al sex worker was a :

natural vector to.start prevention activity. By targeting CSWSs, most. NGOs knew they were _
taking the easy way out and would become high profile enough to get the attent|on they {o]

eagerly sought

The Public Health Department'ofMumbai_MunicipaI Corporation _knew that a rnajor part of.'
the burden of HIV prevention would have to be undertaken by its. own: staff. Till date, the
~ civic health department has never shirked as duty when major calamities .struck the city
~ever s|nce it became India's Prime City. However we realized our inadequacy in fighting

th|s new eprdemlc and sought technical support of the Govemment of india and WHO.

_In December 1991 a' medical anthropologist was sent to p’repare a more reasoned p'rojec__t
document. With the assistance of the Public Health Department Officer, the project
docurnent was prepared under the heading “Intervention among brothel based sex workers :
-and their clients: a p|Iot project was to reduce the incidence of STDs, increase awareness of '

HIV/AIDS and condom promotron
This multi pronged approach seemed too ambitious and did not achieve the expected .

outcome. The peers,' could not be motivated either because they did not feeI'the need to

‘participate or did not have the time. However, priority was still on jsex workers and their



need to negotiate condom use,‘which opened a Pandora’s box of options. T_his part of the
| preventive strategy had to be strengthened by empowering women in prostitution and

increasing both their negotiating powers and the availability of condoms.

i
\

" The AIDS STD Health Action (ASHA) Project

AIDS Cell undér Public Health Department of Mumbai Municipal Corporation started
working on HIV/AIDS Prevention activities from April 1992. This intervention progrémmes in
Kamathipura and Khetwadi areas,of Mumbai were ihitiated because of the presence of
largest number of CSW's, male clients and eunuchs in these areas. With the tech'nicalﬁland
financial assistance from W.H.O. Knowing the heterosexual route as the primegroute“for the *
" spread up HIV/AIDS and STD, the services under the Cell were established in the
organized brothel ‘based‘ red light area of Kamathipura and Khetwadi. The activiti.es were
cérried out on the baéis of the community needs and learnt many experienceé in relation to

- implementation of HIV/AIDS Intervention Programmes particularly in the fed-light disfr_icts.
Broad Objectives~

Main objective of the project

1. .To reduce the incidence of STD and HIV infection among women in prostitution and

their clients in the target area of Kamathipura and Khetwadi.
2. To reduce incidence-of STD and HIV infection among low risk population groups.

3. To function as an implementing, réseafch z:md resource unit gf MMC AIDS Cell fgr
STD/HIV/AIDS intervention ‘pfogramme (with marginalised, unorganized and vulnerable
sections of cbnimunity) by ‘generating and then offering/ shéring ihnovative apprgachés '

~ strategies, methodologles actual skills and expenences ganned through this project with

MMC AIDS Cell and other agencnes working in this field.



4. To evolve a clear set of guidelines for STD/HIV/AIDS Intervention that will help to create -

~ a set of consistent approaches for addressing different high-risk behaviours.

/

Interventions

The inter\(ention initially started in Mumbai metro’s red-light areas of,Kama_thipura and
Falkland Road. While implementing this intervention progfamme, various sttetegies,
activities and sub components evolved. This enfiched the experience of the sta_ff and helped .
- them effectively to untienake intervention_pr'ogrammes in the community. To reach out .to
the marginalised community of CSWs an agenda was developed around sensitive issues as
it was essential to have the active involvement of the community. Accordingly, it was done
by drawing human resources from within the community by recruiting animators. Theee
animators were trained in delivering a holistic health package'for the control and Prevention
of HIV/AIDS. The animators function was to reach the women in prostitution and provide

health services, guidance and necessary assistance promoting healthy safef practices.

.Qutreach .

' Project has female animators to work with women in prostitution; It is needless to state that |
woman in prostitution has been dented their basic rights like she-lter, food, cloths, conducive
environment etc. The exploitative environment where the Iiving.cenditions are pathetic
: 'tJncte'r. which the client who pays for sex totally ttominates the sexual interaction. In this
situation it is_ unfair to expect women to control and pret/ent the STD/HIV infections. The
friendly fe‘male animators nave the general diecussion v‘vith the women in the community.
They try‘ to address the problems of women starts from the differences of brothelukee_'per,
nealth'problems, problems related to children, ratien cards, bank accounts etc.‘The group.is

also trying to advocate for the better civic services in the community.



Women and AIDS

As the pandemic spread in India, it was becoming increasingly clear that women had little or
no negotiating power for condom use or even over their own sexuality. To involve and train
women activists in increasing the bargaining power of women and to intervene wherever

they 'eould, ASHA decieed on a multi-pronged strategy of involving women’s groups. The

initial step was to have a state level-workshop for women on HIV awareness.

Seven womeh's-organizations were selected to empower WOmen in particular to take up
HIV Prevention programmes a‘nd- sexual hazard aVoidenee. On a pilot basis, in depth
training was held for the num\erous women’s Qroups. The - training sessions are still
conducted on a sustained level. It is difficult to educaie and empower all the women in the
community. But we have no oth_er go. Women are beset by inequalities on all sides — social,
economic, cultural and familial. Although, several social struggles have resulted in the
~ creation of some rights and sbace for women, the onset of HIV/AIDS is now triggering off a
fresh' wave of oppreSsiOn against women. The spread of the HIV. epidemic is inextricably
linked to sexuality, in its many dimensions, i.e. sexuality and reproduction, sexu'ality' and
'~ man-woman relations, sexuality and the oppression of women. Given that fhe sexuel arena
is one in which women have been traditionally disempowered, the epidemic threatens t:o
sweep away several of their basic and hard own rights. There is no' doubt that women are
mbre’ susceptible to HIV infection and they are more likely to be infected by a sihgle act of
intercourse with a' partner who is infected by a'sexuallly transmitted infection. “Women’s
social vulnerability to HIV- the fact fhat women are likely to heve male partners Who do not
protect themselves from the virus- is heightened by a rahge of physical factors which make
it eaSief for man to transfer HIV to a woman than \)ice ’versa-.” In the Indian context, there is
little doubt that unproteeted sexual behaviour on the part of men reeults 'in women getting
ihfected with HIV. This has iln'fact prombted_ -mahy women'’s groups ih India, to take a stand
that marriage may be the greatest risk factor as far as HIV is concerned. In a situation
where, the ailments of women- whethef majer'or minor do not attract an adequate. response
in the male-centre.d family, the plight of women infected by HIV is added bersecutioh.
Among the other tribulations faced by such women are: denial of a share in the family
property, vileA treatment by . colleagues in the workplace and, in some cases, even -

N

" retrenchment from jobs.



In Conclusion

Thé go'vernment policy has failed to take i'nto account that AIDS has a tWobed impact on
women.'Their farﬁilial economy and social Iivés are shattered. With_in this mileu, the lack of
' infdrmation of the real needé of women are some of the reasons why women aré:_totally
alienated from accessing government healt’h services. The state government’s focus on sex
workers,\tr\ug:k drivers and street children as in high risk, ignores persons most vulne‘rable,
i.e. the housewife and the general population. The government insists that HIV/ AIDS is a
medical problem and that it has to be countered at the lével- the government’s planning,

programme and implementation all betray this mindset.

The/progﬂramme needs to recognize the linkages that need io be established to plan and :
. execute prdgrafnmes that. are holistic rather than target oriented. Community owned
interventions are sadly missing from the Gpvf. package. Persons infected and affected HIV
~ does not figure in' the new plén. ‘High risk groups’ are targeted top sgop.HIV t'fansmission
into fhe Iafgef community. However; there is no mention of the people and the community .
that are part of this group. ThAey remain just indicators in the formulas that project thé .'rate .

_of HIV transmission’.

AIDS seems;to difectly negate a woman's plaée in society as well as her rights. The
iilustrations of women lives reflect the. increasing trend in rural areas of using HIV/AIDS as
an excuse to deny women their right to property, to their child‘ren,-'to information, to wofk, to
access ‘medical treatment,. to alimony. The list will conti_nue to add if an immediate and
prompt reassessment of ihé needs of WOm_en infected and affected by HIV/AIDS is not
prioritized by both society and fhe staté.

The factors that feed into gender.mainstreamiﬁg would have to impact the organizational
. culture at 3 levels. | -

1.- At the policy level to ensure that the issue of gender 'equélity becomes a visible and

central concem in conceptualization and planning.

2
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2. At the programme _level to ensure that opportunities are created for women'’s

leadership and informed participation at all levels.

- 3. At the organizational level to ensure'that'spacé and 6pportunities for learning growth
" and contribution to orgarjizational goals are created and equally by women and men

at all levels.

' POLICY APPROACHES TO WOMEN AND DEVELOPMENT

A brief understanding of WAD and GAD

Since the 1950s the issue of women in development have reflected different develo'pment
pa_radigrﬁs and social policies. Their predominant approaches have been identified and
. ‘critiqued, the understanding of which is crucial fo the development altematives facing ué
| today. Although the three approaches actually overlap in terms of their épplicability to
different countries at different timés,lwe_could identify to é large extent their predominance
and relevance with reference to the dominant development models of the time. The
f Women in Development’ approach coincided with the seventies, the * Women And .
Devél'opment’ with the eighties and the ‘ Gender and Development’ approach, although -
‘conceptualized Iong_before, actually came into applicabilify in projects only in the nineties. '
The WID approach staﬁed emerging at the time of restructuring economies in the Third
World nations, when many of them Were involved in the struggle for'i'ndependence. There
were changes in the dé‘vélopmeht policies in many nations. Focus was on modemizatioh,
industriali’za'tion'and rapid technologization of the agrarian sectors to the industrial sectors.
The belief was that this would enéble' the growth of the third world economies. The trickle
down theory éssumed that. the benefits of development would also equally benefit men and
women both. By the late 66’5 this 'modernization theory was subject to criticism from many
-qﬁarters'. In the 70’s three books written by women provided an alternative framework for

analysing the issue of women and development:

.= “Women’s role in Economic Development” by Esther Bosrup ( 1970)
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e “Adverse Impact of Development On Women” by Irene Tinker ( 1976)

o Domestication of Women — Discrimination in Developing Countries” by Barbara Rogers. o

- Esther‘ Boseup’s work in Africa on Women'’s role in Economic Development (1970) was
seen as a landmark feminist critique of development pOIicies. Boserup ‘looked at the
agricultural sector, primarily female farming pattems in Africa and Asia to show that while
women’s reproductive roles were the same across countries and cultures their productive
roles d|ffered New technology actuaIIy lowered women'’s status by reducing their access to
productive work. During the colonial period and'afterwards women were |ncreasmgly
relegated to thetraditional sectors and to subsistence’ economy, as men were favored for
employmentin the modern sector for cash crops and wage jobs. She emphasised on the
importance of drawing women into the modem sector byproviding them with education and
skills. .

The critique of the dominant development model was that it was mainly misinformed and
misguided planning based on data that‘was clearly biased against women. (In fact, in the
indian context, we know in the state of Rajasthan and Haryana, where girls are often not

mentioned in the census.) . -

Irene Tinker focused upon the invisibility of women'’s work, saying that policies were not :
reflecting women as producers. They saw them only as beneficiaries a'nd reinforced their.
traditional roles. She also stated that they implied the imposition of westem models and-
‘westemn stereotypes of family structures, which did not reflect a socrety where relationships-

were differently structured

Barbara ‘Rogers critiqued the dominant perception of'women as irrational and trapped in
culture and tradition. Since male planners saw women as incapable, they left them out of
the development process. She -emphasised the need for integrating women ‘into the
development issues. This approach of integrating women into development was termed as
WID. ' '

‘Between the 50s and 70s there was a ‘Basic Needs Fulfillment” approach, more in the

. Socialist Welfare_mode. There was a belief in individuals’ capacity to better their' lives and |



the creation of opportunities was considered an important supporf function. Women were
looked as a homogénou’s’ categoi'y,' chiefly as mothers and wives. Institutions like Mabhila
Mandals and Yu_vak Mandals working on block or community development were set up.
Projecfs for women revolved around mother and chiid progamrhe, e.g., ICDS.
: . _ ‘ | /

The s;evehty was the UN decade of Women, a repori on the Status of Women was brought
,‘ out and a WID AIobby was formed in the US. They.actively ensured the passing of the Percy
Amendmeht to the-US Foreign Assisténce Act, and ensured foreign aid to assist women in
- development. A I‘bt of intemational, regional and national WID ageﬁcies came up in India. In
‘the 1970s other policy approaches welfare, anfi-pdverty’, équity and .efﬁciency followed.
These approaches emphasised that women should be seen as equalv to men and should be
supported ‘through training ‘and skill - building in the public- sphere. It challenged sexual
divisidn of labour, recognizing women’s work within- the household and outside and on-

recognizing women'’s needs and interests. They focused on income generation.
~.Some of the weaknesses of the WID approach Highlighted were that

¢ It was rooted in liberal feminism and attenﬁ‘pted':to create a space for women with in the
existing framework, and counteract its adverse impac_t without reaily questioning it.

‘ . ~ There was exclusive focus o'vn_women as a homogenous category, negating the reality of
‘multilayered oppressions at-the level of caste, race, class, marriage, singleness, réligion
etc. ' |

o There was emphasis on equity strategies.

¢ There was focus on “poor womén”. ‘

¢ Not enough |ooking structures of inequality and the subé’equent load on women’s work.

e Elasticity of women'’s time was taken as leisure time. »

e No strategic alliances to dismantle subordination.

In the late 70’s thorough e)iamination of the roots_ of women’s subordination v(/aé _done; :
through an analysis of global capitalism combined with patriafchy. Concépts of reproductive
labour, unpaid wo_rk; sexual division of labour, role of household and the gender relations
wi;thih in, the links between "household as an econbmic unit and the global economy -

emerged. .
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WAD-

This is essentially based in the .socialist feminist perspective, which recognized the
~ existence of inequalities base on class and gender that mediated development planning. It -
came with the recognltion that capitalist development while not excluding women used them
in particular ways, explomng their productive and reproductive capacmes and to combat it,
it was seen that all structures of domination need to ‘be challenged.. The important aspects
of women'’s development at th|s time were that a number of feminist groups came up that |
questioned and attempted to redefine developmental processes there was an attempt to

include women in the processes of development.

The third world perspective put forth by DAWN (Development Alternative for Women in the
New Era) at the Nairobi Conference on women focused upon debt crisis, expenditure on
miniaturization, equity in international political and" ‘economic systems, redistributlon of.
global resources between and within societies, women’s 'struggles against violence,_ the

population debate and self-reliance/empowerment of women.

In the 1980s there was a critique of the neo-liberal policies = that the policies were top-down,
that women were seen as homogenous category, differences between them were‘gbeing
ignored and they were.being seen as passive agents of development Also, most literature
was seen as. ethnocentric avoiding thorny issues such as power and how knowIedge and

' h|erarch|es of knowledge are constructed within development discourse.
‘The critiques of the WAD approach highlighted that -

o Class contradiction was seen as primary,- gender as secondary, and there was still a
‘need to challenge hierarchies within this. This implied that it looked to challenge. class
hierarchies first then gender. I' _ . | _ - |

e -Since it was not looking at the worId economy as a whole |t d|d not examine: and'
'question the gap between the first and third world or attempt to bridge |t

e Feminist processes .are complex, multi-layered transformative practices - focusnng on

struggles within the development processes, and it is difficult to put a framework on it.



o The patchwork approach of adding ‘women to an already - defined developmenit

- framework was no longer acceptable.

The shift to empOWerment approach acknowledged differences between women and looked
for long term structural changes, it look for a transformative politics which would |ntegrate
gender concerns from the very beginnlng and eliminate inequalities based on class, gender,
‘race and focusing around strategic gender interests. Thus the conceptual shift from women

to gender.
GAD

The concept of gender was to distinguish between biological differences and socially
constructed inequality while the concept of gender relations sought to shift attention away
from looking at women and men as isolated categories to looking at social relations through

‘which they were mutually constituted as'unequal social categones

Gender relations are an aspect of broader social relations and like all others constituted
through'the rules, norms, procedures and practices through which resoLirces are aIIocated,l.-
‘tasks and respo'nsibilities are assigned, value is given and power is mobilized..It recognises
the interlocking of gender relationships to class', caste, and gender within the context of
, muItipIe identities of women and men. It sees gender reIationships'in conjunction with other
social, politicai, cultural and "economic systems of domination. It looks at the totality of men
and women'’s lives rather than the'productive sphere. Women’s own agency and capability.
forvchange should be recognised and they should be included as active subjects of
development. The GAD approach identifies areas of resistance, rigidity, areas of 'flexibilit'y,

and opportunity and alliances with individuals and organizations.

In 1989 Caroline Moser, provided a framework for- planners, incorporating the idea. of

women’s practical and strategic needs. Practical needs are basic, immediate or short term
| needs arising .out .of the condition of women. 'i'hey' are of the level of material changes.
Strategic needs arise from the disadvantaged , subordinated position and status of women
and require Iong term changes, not only in poIicies' and pr’ogramms, but in ideologies. GAD

sees the household as the basic unit where changes need to be effected and brings the
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personal |nto the pubI|c sphere. It also talks of strategic programmes _to VISIb|ISe the
subordination of women so that men and women are to understand the whole -notion of

justice and dignity for women.

In looking at long term structural' and |deoIog|cal change we then looked at the question of .
technology Technology has a material basis for development which is the dominant
thinking, com|ng from an |deoIog|cal base that devalues women, it was not surprising that
almost all technology goes aga|nst the interest of women and contributes to enhance the _
“discrimination against them. Thus technology is in fact fraught with- |nequaI|ty and. creates

d|sadvantages for the aIready marginalized groups
- The critique of the GAD approach:

It is said to be an instrumentalist approach, 'which did not challenge market paradigms or
State. It does not acknowledge new forms- of patriarchy. Feminists have also cr|t|qued the:
GAD approach contending that terms. like ‘gender vrolence |nstead of ‘sexual violence’
dilutes and de-pOlltICIZeS the struggle against patriarchal ideology e.g.. religion is not
challenged in this process. Gender training does not touch the personal and.tends to' be

patronizing at times:

Sustainable development '

Effects and experiences of current development

. Unemployment, Labour lost due to mechanisation..

o 'Marginalisation of.women and unskilled workers due to lack of know how vrlith modern
technology, and incapability to compute with modernisation techniques, and modern

markets.

» Homogenising markets and sinking identity.
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¢

- Displacement due to development projects — the displacement due to development is

seen to be far more significant compared to the massive displacement at the time of

India’s partition.

e Increase.in societal malpractice’s where there were none earlier- for example dowry is
now demanded in many communities where it was not, this-was attributed to increasing

consumerism.
» Increasing crime rate and violence against women.

o Increasing depletion of resources, decline in gatheréd items from the forests and village

commons reduces income directly. There is also decline in access to fodder and fuel.

o Displacement takes its toll on the social and kinship relationships and supports poor

households.

‘o There is devaluation .and marginélizétion of women’s knowledge, and secondly the
'degradatio'n of natural resources and their appropriation by a minority results in the
destruction of the material basis on which women’s knowlédge of natural resources:and

processes is founded and kept alive.

o Loss of fertility of land due to increased usage of chemical fertilizers — disruption of fhe

ecological balance.
¢ Increasing depe'ndence of the people on the government and on NGOs.

¢ Increased shift from subsistence farming to cash crops' increasing dependence on the

markets. Markets are no longer in our own hands due to globalization. -
More than 50% villages have no access to safe drinking water but 90% villages have

access to Coca-Cola. We have more illiterates now- than we had at the time of

‘independence. The incidence of anemia, night blindness is higher today than ever before.



If we look at some statistics at the global level, we find that 20% of the humankind residing

in the North controls —

- 81.2% of world trade : ' 82.7% of world GNP
80.5% domestic investment : , 80.6% of domestic savings

94% of all research & developmeht

Thus the current development paradigm breed§ inequality is voiceless, ruthless, rootless. it

is also futureless. Its characteristics are —

e |tis GNP profit and material oriented not wélfare oriented. In spite of‘the obsession for
' production, there is not enough to go around. | .

¢ Human beings are considered superiqf-to nature and nature is used for their benefit
resulting in ecological disasters. .

 Nature is marginalized in the process. It is aptly called the ‘rape and run’ e:conomy.

e 50% of the people are nof consulted or considered central in fhis process. The
marginalization of women is therefore evident. ' . | ,

¢ It leads to centralization of resources with the control shifting from ,thé comfminities_to a
few people and hence it is an economicall'y unj'ust development paradigm.

e |t forces the homogenization of cultures, foods, lifestyle, and agnculture ‘

e If some people control resources and majonty is wnthout control wolence becomes:

necessary, this cannot be achieved without coercion.
If this is not sustainable development then what is?

The model of sustainable development that we are looking fpr would be —

e Oriented towards human beings not profit, |

¢ Emphasis on inner growth and inner satisfaction.

e - Human beings and nature are in harmony with each other.

¢ There will be.centrality of women in this paradigm of development.

. Decentralization of decisions and resource to the grasé root.ievel — the local people get
to decide how to use their resource and how to distribute them. |

"o Partnership model rather than dominator mode! — based on love nurturing and caring.



A last word towomen - - : : .

Here’' s what you could do

. Enjdy yourself, become human, 'sing, dance and laugh.

e Make another women happy.

¢ Practice democracy, decentralize decisions and do.not allow dictatorship.-

« Beecological. . o |
. Consume sparihgly. ; _
¢ Validate sustainable knowledge llike ayruved, homeopathy, save seeds and use them.

e Link up with people movements.

/
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The situation of s’e); workers in Japan

Nozomi Mizushima

. SWASH (Sex Work and Sexual Health)

SWASH (Sex Work and Sexual Health) is an organization which strives for safer working
environment for sex workers in Japan. In particular, SWASH is focusingA'on health issues
related to sexual service such as STD (including HIV) and birth control.  Sex workers here
had been object of reseaf;:h but had difficulty having thei‘r own voice heard. In the current
situation in which Vprostitution is a crime, sex work is kept underground. Therefore, it is
. difﬁéult to grasp the working sitdatipn in which some workers become victims of violence and _
STD. Also, it is difficult to staﬁ action to change the situation. -We,tfy to understand the
current situation from the workers’ pointv of view and to mka.ke more realistic change, such as

“reduction of STD and violence agéinst workers incIuding sexual violehce. :
1) Constitution of sex industry and classification of the business'contents

The works the female sex workers in Japan do can be divided into vaginal intercourseland
| noh-vaginal intercoufse. The ’great variation of non v-p intercourse is unparalleled in the -
world. As there is little social' recognition 6f ,thesé variations,Works, it is difficult to. get
realistic picture of each working situation "related to 'HIV/STD infection. These variations
came ébout as a result of the legal definition of sexhal intercourse in Japan, which defines
- sex as a penis penetrating a vagAina'. Business, transaction of thus deﬂned.'sexu'a_l
’ ihterédurse is forbidden by'law. In other wbrds, sexual activities other than thus defined
male-female intercourée are not considered Iegélly,as sexual intercourse and so those wh_o'

conduct business transaction of these activities have no legal responsibility. .

Because o_f this, TGSW and male sex wprkérs as well as female sex workers who are
engaged in the non v-p intercourse typé work less socially recognizable and the preventive: |

’

measures depend on themselves and their customers.



t

Here, we first try to give a summary of the contents and business practices. of the whoIe sex

industry and then clarify the problems of each particular types of works. .

Fig. 1 Constitution of sex industry in Japan (female SW) |
Fig. 2 Constitution of sex industry in Japan (Trans gender SW)
Fig. 3 Constitution of sex industry in Japan (male SW)

Object: sex industry in which female/T.G/rhaIe SWs engage

Methods: We classified Japanese sex industry in two: Vagina-to-penis intercourse industry

and non \r-to p industry in relation to the target practices of preventive medicine.

“Designations are in accordance -to Iaws and police white paper. Some of the “Common

names” differ in various areas. . f'Numbers of the shops” are ones registered to the area’s

public safety committees. The business practice which are de5|gna_ted as target practlce by

preventive medicine are: | | |

‘(A) (non v-to-p intercourse) deep kiss, body licking, fellatio, mutual stimuiation of sexual
organs with hands, hand job, faite intercourse (stimulation to penis with ,thighs),
cunnilingus, ejaculation in mouth or onto the face, stimulation of anus with hands,
rimming (licking anus), penetration of penis into anus, mutual stimulation to sexuai
organs (or anus) with sex toys and other utensils,

(B) (vaginal intercourse) vaginal sexual intercourse

(C) (SM business practice) consumption of urine and excrement, play which induces blood,

medical play usihg' catheter, enema, etc.

.Consideration: “Number of shops” are registered nur'nbers ~However, there are many more ”
unregistered shops. The reasons for that can be of tax evasion or outside of business
permission area etc. Also, SWs of each shop move irregularly. Because of these reasons,
it is difficult to determine the exact number of shops and SWs. By cohducting more in depth
research of each particular type‘ of Work and area, we expect to get eacherea’s particolar
problems and common problems throughout the mdustry |

In sex industry, there are certain number of male and TS/T G SWs (*1). There are also quite
| a few foreign SWs. l.n this paper, the term SW mcludes all of above mentioned, but this ’

particular research focused on those types of business in which female SWs are engaged.



Other types of SWs will be the ‘subject in the future. Also,‘the sex industry -consists of not
just SWs but basically of SW plus management and customers. Itv,isvnecessary‘ to research _. -
and e_duoate management and customers. ' - - .
(*1 © TSitrans sexual; those who had sex change or who want to have sex change.

'_I'G/trans gender; those whofeel alienation to one’s own gender)

2) HIVISTD- reIated knowledge and preventlon among sex workers: workmg in non
'vaginal-intercourse sector of sex industry in Japan '
. ‘, v
. Objective: Sex industry, which does not involve vaginal intercourse, is quite' 'commovn' in’

Japan because of the law which_prohibits,women to prostitute by vaginal intercourse.

" Though sex work is basically legal unless it involves vaginal intercourse, littie is known about

the working condition of sex workers in- this sector especially those that potentually put them :

at risk for HIV/STD infection. We conducted questlonnalre survey for sex workers worklng n

at the “Fashion Health” establishments, a typlcal nonvaginal- mtercourse sector in Japan to
. know their knowledge attitude and - behavior on STDs and their needs for HIV/STDs .

prevention.

Methodology: Self-admlnlstered questlonnalre was distributed to ten “Fashlon HeaIth";v
establishments in Tokyo and ninety-five sex workers responded (response rate= 38%) The-
vquestlonna|re was developed by SWASH (Sex Work and Sexual Health). SWASH is a
Community Based Orgamzatlon consisted of sex workers and supporters in cooperatnon W|th

ep|dem|o|og|sts

‘Results: Compared to the recent resuIts of the nationwide KAP survey in Japan, the rate of -
‘correct response to basic questloned on HIV/STDs was generally high among sex workers
' Regardlng condom use, many of them (68.4%) expressed the desire to use condom dunng
fellatio which was. the main service in their work, while the actual condom usage rate was
quite law wnth 29. 5% responded “occasionally” and 70.5% “nevef’ The main reasons for
" non-condom use were; “policies of the enterpnse they work for “ (92.6%), “easy to perform
. .the sexual serwce” (29 8%) -and “demand from customers” (25 5%). The reason why they

.use condoms were; “demand from customers” (66.0% cut out_ of 50 respondents who -

answered occasionally use condoms), “possible STDs symptoms ofycustomers” (46.0%) and
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“for STDs prevention" (40.0%). 'Many responde’nts ansWered they need more information
on. STD preventron (73 6%), and treatment (54. 9%) and reliable medical mstrtutrons where _
" they can visit for adwce (48.4%). '

" Conclusion: This research preliminary revealed that though the sex workers working in non .
~ ‘vaginal-intercourse sector are well aware-of the risk for STDs and want to prevent them, they'

were unable to do so because of the pressure from their employers and customers.

- 3). our struggle: Sex workers’ WOrkShop around HIV/STI,aIternative prevention. ’
Objective: Identify the problems sex ‘workers. have and share the alternative prevention

through experimental sharing.

We hold monthly workshop of HIV/STI prevention with sex workers. We have educated -
’ourselves to be facilitators in a way to behefit other workers fo pecorhe aWare_ of preventiorr
of HIV/STI and to empower them. We reach them by using' the networks each staff has. A
non-judgmental gynecologist attends it as an adviser. The topics are “the uneasiness and

» u

how to make changes mformatron about HIV/STI prevention” and so on. As far as now,
this is for only female sex workers. Here we introduce to you “how we achieve the

‘ abundance of khowledge”. \

Each participant writes the. eroblems and encouhfers they have had-with their clients and
_ owriers in index cards. And we put them on a wall and read trrem. Each of fhem talk
‘about how she feit and what she did. ,Also_ pther panicipents make suggesrions about it
wheh_they have alternatives or drfferent experience. We ernpOWer them to show thé

alternatives in a practical way to solve their problems.

- There are many conflicts about condom negotiation in blowjobs and. intercourse with their
customers. The suggestidhs are |gnore him with a nice smile®, “convince him in a

polrte way”, |nd|cate the possrbrlrty of pregnancy" “find a way to put a condom without
: hrm knowing” and “refuse him if he insists on not using a condom”.
- There is a hard problem' with the owners who make sex workers unable to use condoms A

in their services. - And they feel that they can’t change their attitude. The suggestions
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are “change the_workihg place?” (But the reality is that almost of the rhassa'ge parlor
owners don't let us use condoms. [t's because they lose their customers.) It suggeé_ts
us that it is necessary for HIV/ST! prevention in the sex work industry to change the

attitudes of the owners and customers. o
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Fig.1 Constitution of sex industry in Japan {female sexworker)

Business style

c ) ) Desi ) Nuntlbers of Common
lassification esignation registered . The contents of ’ ) Related laws
. shops.(1998) names . Business area
service*
Store type fashion health 863 ‘[heatth, fashion A beds in individual the Law on
(massage parlor) . * massage, image rooms at shops Controi and
. club, sensual Improvement of
N - massage, soft SM Amusement and
onvaginal- - .
int g Dispatch type fashion delivery health, - hotel, private Entertainment
intercourse health . dispatch massage residence Business
sector Cabarat and others . 4557 _ |pink salon, OO "|seats in shops
salon, Nuki
(ejaculation)
cabaret
Bathhouse with private - 1268  [soapland A+B rooms in shops
rooms '
Restaurant for brothel, Chon-no- Anti-Prostitution
entertainment ma (short time) Law
. Street Street worker hotel, private
. Vaginal Managed (gifls wait at “|residence
intercourse type restaurants, bars,
sector snack bars and
clubs)
Dispatching Hote-toru, date
club
Self- individual
employed prostitution
Nonvaginal- SM club SM club A+C individual rooms in the Law on
intercourse shops, hotel, Control and
sector private residence Improvement of
7 : Amusement and
s Strip tease show theater 494  |Strip theater A+ B+ C (theater Entertainment
‘ex ] : ' (dance, individual Business
entertainment ) service)
_industty  faguitvideo (porn video) Adult video studio, hotel

*the contents of service

A: non-vaginal intercourse _ .
teliatio, handjob, deep kiss, .ejaculation into mouth or face, rimming, fake-intercource, cunnilingus

B: vaginal intercourse

C: SM industry only
urine and excrement consumption, SM play which induces blood, medical play (catheter, enema etc)




Fig.2 Constitution of sex industry in Japan (irans-gender sexworker excfudihg ‘FTMTG*) -

Businaess style

Classification Dasignation Commeon names | The contents of Related laws
’ . service Business area o
Store type fashion health *‘New-Half" helth beds in individual the Law on
(massage parlor) .{fooms at shops Controi and
T z . -~ Improvem ent of
Dispatch typa fashion New-Half” helth hotel, private Amusement and
heaith fesidence Entertainment
Cabarat and others *New-Haif* salon, bar seats in shops Business
Bathhouse with privata *New-Half* soap ' individual rooms
. |rooms A in shops.
Nonvaginal- : Street’ Street worker hotel, private
lntercou:e Managed | (workers walt at residence
sector type rastaurants, bars, N
Dispatchin ﬂote-gru, date c‘ug )
Batt- individual prostitution
employed )
SM club SM club _ |individual rooms
. in shops, hotel,
private residence
. Strip tease show theater |Strip theater (dance, A+C theater
Sex . o indiidual service) '
en_tertalnment Adult video (porn video)  [Adultvideo studio, hotel
industry . . X ) i
~ *FTMTQ: Female to male trans-gender
** }t is very difficult to distinguish between "non-vaginal® and *vaginal* sector
Fig.3 Constitution of sex industry in Japan (male sexworker)
. ) Business style .
Classification Designation Common names | The contents of Related laws
) Business area
service - . :
massage . shop, hotel, the Law on
! a part of A |private residence Control 9.,,5
. : o Improvement of
*Osawari*-bar . seats in shops . . Amusement and
apartof A Entertainment
Street Street worker, ) hotel, private Business
" }*Tachinbo* - residence ’ i
. ' Managed *Urisen"-bar hotel, private
Sex industry for type A tesidence
male customers Dispatching -
Self- Dispatch-type host hotel, private
employed Lo " {residences
SM club SM club beds in individual
. ) . ' rooms at shops,
A+C hotal, private’
Tesidence
: Dispatch- . tvate
Sex industry for Dlspatch_type ispatch-type host. hot.el, private
) . . {residence, and
female A+B(+C) loers
customers
Strip tease show theatsr Strip theater (dance, theater
Sex individuat service)
t - .A+B+ -
ent'er alnment Adult video (porn video) Adult video A+B+C studio, hotel
industry ) :
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Report on HIV/AIDS ih the Country of Lao PDR

Soulany Cha'nsey

Lao Red Cross
introduction

Lao PDR stands ina unique position ambng Asian countries bonfronting HIV. The country’
continues to experience low HIV pi'évalence'e\'/en among populaﬁbns deemed to be at high
risk. of acquiring the virus, while it shares its borders in _with'countries which are battlinQ HIV
“in epidemic proportiohs, especially Thailand, Cambodia ahd'Myanmar. Lao PDR is at the
preliminary stage of a potential epidemic and the impliqatidns for the country could be
.eno'rrhous'. As trade and new land routes open up into neighboring countries, the prospect
of HIV being introduced through migrating and mobile populations in Lao PDR is increasing.
Communities previously is'olated"to both.the virus and HIV intervention efforts wéuld be
vulnerable to its spread'. The National Committee for the Control of AIDS Bureau in Lao
PDR (NCCA) and its partnering gover'nmental, non-governmenial, and international '
orgahizations, _recognize this sus_ceptibility' and have taken ‘steps .to increase both .
surveillance and intervention progréms in an attempt to avert an HI\(/AIDS epidemicih the

couhtry.

As of the year 2000, in ten reporting provinces, 717 people have tested HIV positive out of
61,130 blood samples tested. There have been 190 reported AIDS caseéj. and 72 people
h'a\)e died of AIDS. The provinces reporting the highest number of people testing positive for
HIV are Savannakhet, Vientiane Municipality and Champasak. The number of HIV case‘s in
these provinces in 1999 and 2000 was 125/ 78 and 34 respectively. The majority of people
with HIV are males aged 20-29 and the primary mode of -transmission is through
heterosexual intercourse. Case reports from Savannakhet indicate, ',that. most patients
- requesting HIV tesfs at\_their facilities are male seasonal migrant workers 1o 'I:haila'nd, who

are already displaying opportunistic infections associated with AIDS. The second most.l



populous .grouo testing positive in Savannakhet'have been women who exchange sex for.

" money.

In 1997, the Ministry of Health attempted to institute an HI\/ sentinel s_urveillance program to |
' devélop a clearer picture of HIV and its prevalence in Lao PDR, instead‘_ of responding to
case reports. After completion of two of the four target provinces, the $uweillance wae }

aborted. Other smaller studies of HIV preVaIence in specific target populations have been -
conducted, but a large scale study of HIV prevalence and the behaviors Ieading-to its
spread, was still lacking in ‘Lao PDR. At the recommendation_l of the NCCA, non-
governmental and international organizations'working in HIV/AIDS, it was decided ',that the
: raoid implementation of a second generation HIV surveillance system, studying HIV- rélated
risk behavior and the prevalence of HIV and other sexually transmrtted |nfect|ons was

mandatory for understanding and combatlng HIV in Lao PDR

- The ‘behavioral survelllance survey (BSS) was conducted in 2000 2001 by the NCCA in
partnership with Famrly Health Internatlonal (FH1), the Office of the Population Technrcal
. Assistance team (OPTA) and five Provrncral Committees for the Control of AIDS (PCCA)
mcludrng Luang Prabang, Vlentrane Municipality, Khammuane, Savanakhet and
Champasak Using standardlzed and country specmc |nd|cat|ons the BSS measured
~ behavioral practices that could influence the transmission of HIV and enables researchers
to track these behavioral trends over time. The second important step in this combined
~ surveillance project in the HIV Sentine! Surveillance (HSS) and STD Periodic Prevalence :

Survey (SPPS) was conducted in Lao PDR and coordinated by the"N'CCA with FHI the Lao
-PDR HIV/AIDS Trust, WHO, CHASPPAR and the EU/STD Pro;ect The biological* markers
«I of HIV prevaIence studred in the HSS: SPPS in comblnatlon w1th the behavioral data .
‘_coIIected in the BSS, will provide- |mportant |nformat|on to help understand the reIatronshrp
“between behawor and |nfect|on ‘and: allow interventions to be -targeted .in the most
productlve and cost effectlve ways

_ | | |

A national 's'econd generation euweillance prograrn_ was conducted in June 2001 to survey A
the prevalence of HIV/AiDS as well aé STIs and risk behavior. First results are available
now from the National Commlttee for the ControI of Aids Bureau Mlnlstry of Health Lao

- PDR. Based on these results, plannmg for future intervention will be more accurate and
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resoonsi\/e to the current reality. This knowledge will also serve as a critical tool to inform-
local decision- markers the general pubhc and the international communlty of the true

\

extent and nature of the eprdemlc in Lao PDR.

Eﬁorts of national and ‘international partners oVer recent years have seen a major increase
-in awareness of HIV/AIDS/STIs among the general popdlation and behavior is changing
Th|s is evidenced by the significant |ncrease in condom use, even among the most
vuInerabIe groups. With. heterosexual |ntercourse berng the primary mode of transmrssron
sex workers and mobile populations such as mrgrant workers, drrvers, busrnessmen and
‘youth are the most v‘ulnerable groups. These have direct links with the general po_polation. ‘
| Activities such as peer education, life skills training and other behavior changing activities

are already targeting these groups.

A special feature of HIV/AIDS work in Lao PDR is its muiti-sectoral approach. This is critical
to the success of prevention work and all are committed to, further strengthening the skills
and co-operation required. This work includes advocacy-in a variety of sectors and levels of
leadership. Advocacy is the key to ensuring that Lao PDR remains a low prevalence country.
Both nationally and internationally it must be emphasized, that low prevalence does not |
_ mean low threat. In reality, Lao PDR is currently perceived as having more urgent health
.problems. rt is 'there.fore important to convince people that a presently invisible virus that
~ has the potential to kil ‘many people in the future, requires the same atter\tion and
resources as other health issues including malaria.and curable illnesses such as diarrh.ea,
~ which are killing people today. More than this there must be recognition that HIV/AIDS‘is
not srmply an individual health issue, as everyone must take responsibility. The timing is
aIso critical before costs of the natronal response to HIV/AIDS rise as local capacity and
activities are forced to be stepped up, and as more care .and support is required. More |
resources need to be allocated to combat‘HIV/AIDS but also more co-operation is: needed
with other health programs such as those for the prevention of malaria and tuberculosrs to
increase efficiency and effectiveness and to- recognrze real Irnkages The message .of this
‘years profile is that now is the best time to respond to the HIV/AIDS epidemic in Lao PDR.
Never again will-there be the ‘opportunity to potential‘ly save many ‘Iives with a minimum of

resources. Many dedicated individuals and orgahizations are already working to ensure that

— 62—



Lao PDR can contlnue to develop W|thout the crippling threat and reallty of AIDS. Together

we can stop AIDS in Laos
Background Information

Geography A _

The Lao People’s Democratic Repubilic (Lao P‘DR') is a iandlocked country surrounded by
five neighbors: Myanmar and Yuhnarf Province of the People’s Republic of Chiné‘inithe
horth',"Vietnam in the eest, Cambodia in the south and Thailand to the west. The coUntry '
covers, 236,800 squafe kilometers. The landscape is mostly mountainous especially in the
- north and east. The Mekong River crosses the countfy and runs over 1,000 km along the
‘border with Thailand, with the Mekong plains provndlng the most fertile land and supportmg |

' the majorlty of the population.

Populatlon and moblllty

There has been a significant increase in domestic and cross-border population movement
to neighboring countries with high HIV prevalence. Mobile populatlons‘are found to be
' .vuinerable to HIV infection due to the greater likelihood of being engaged in-at risk behavior
when outside their hormal social environmenfé and_have. therefore be_en targeted for |
prevention work in Lao PDR. A key focus group is young adulis ﬁ'om rural areas ‘seeking
work in urban semi-urban fc_enters' and increasingly abroad, veépecially in Thailand.” Fofeign
- labors, especially ffom_ China and Vietnam have: beeh increasing in recent years, due to
many infrastructure projects where a iarge labour force is needed. Other mobile populations
in Lao PDR include traveling business people and government officials, military, poIice, as
- well as truck drivers and construction workers. Increasing' numbers of report are beihg‘
received of sex workers who move between"plfovinces in the hope ‘of attracting more
customers, or of avoidihg authorities. The growing number of tourists Visiting Lao PDR also .
has the potential to inofease the demend for sex services, particularly if .'L_aos is‘perceive’d to-

f
be a low prevalence country.

; theracy and education

The populatlons literacy and educatlon are crucial factors in facmtatlng HIV/AIDS

preventlon work. A literate person with some degree of education, is- more, Ilkely to learn
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" about HIV/AIDS through some source of media, than a non-educated person.- Furthermore,
education has an empoweri'ng influence on individuals, enabling one to have access to

greater opportunities and make better choices in life.

In Lao PDR adult literacy has risen during the past five years. The 1995 the literacy rate of
the'pbpulation above 15 years, was \60% and ih 2000, 70%._Literacy was higher for men at -
82% compared to 59% for women. The primary school enrolment rate was 73% for boys
and 68% for girls in 2000. In addition to gender disparities, there are remarkable regional,
u;b'an/rural and ethnic variations in literacy as well as in acc.ess to educational se_rvicés. '

" There is one national university in Lao PDR with under-graduate courses available.

Health situation.in Laos

4The health status of Lao PDR is characterized by high mortality rates, low life eXpectancy
and a high ‘population grthH rate. Malaria is the leading cause of mortality in Lao PRD with
an estimated 1.4 million cases.per year resulting in 14,000 deaths. The Ieading causes of
fnorbidity in children under five are common communicable diseases such as acute:
| réspiratory infection (ARI), diarrhea and malaria. The main causes of child deaths are
‘ maléria, ARI, diseases and epidemics such as dengue fever, measles and mening‘itis'.
Surveillance' for most infectious diseases is currently inadequate for several re_asbns,
ihcluding the lack of guidelines for case definitions, lack of trai'ned staff and facilities and
current -’health-s'eeking behavior, such as self-médication. Compared to other under-
developed countries, Lao PDR is average on most measures, but considerably lower than
the average of all developing countries. ' 4

H4IV/A|DS still has a low prévalence in Lao PDR. There are signs that the rate is slowly
increasihg. To maintain low rates, Lao PDR: has already taken prompt action to éombat the
. disease. As mentioned |n the introduction, HIV/AIDS has links with other diseases, such as
tuberculosis and malaria. However at this point in time, the HIV-status of most people with

such ilinesses is rarely known and the two are rarely linked. =



HIV/AIDS Situation

Background to HIV/AIDS in Lao PDR
The Lao PDR is bordered by countnes that have a higher prevalence of HIV/AIDS. The Lao

PDR may have less HIV/AIDS than its nelghbors because of:

1. cultural values whrch emphasize monogamy and faithfulness

2. a history. of relatively less internal and external travel and mlgratron
3. \
4
5

illegal |nJectlng drug use is rare,

. commercial sex establishments or brothels are rare or non-existent, -
. those with multiple sexual partners have relatively fewer partners than in some other

: countrres and

actions taken to prevent HIV transmrsswn such as condom promotron and health

education, may have decreased unsafe sexual behavror.

Although HIV seroprevalence in the Lao PDR is currently low, |t is at risk of an increase in

HlV/AIDS transmission .in the future. Rrsk factors include:

1.

P wn

© N o O

proximity to countries with higher prevalence of HlV/AlDS

increasing socio-economic development |

increasing travel and migration, both internal and external

the existence of poverty and-low living slandards, which have been shown to be
associated with an increase in risk behaviors

increase in the use of illicit drugs and the regular use of alcohol

increase in risky sexual behaviors including having more than one sexual partner

poor access to effective STD treatment
relatively low awareness about the existence, causes and preventron of HIV/AIDS in

some segments of the Lao population

" poor implementation of universal precautions against HIV/AIDS transmission in

health facilities and

10. poor implementation of universal screening for HIV of blood transfusions or blood

products before use.
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Epidemiological Situation

In Lao PDR the first person with HIV was reported in 1990 and the first person with AIDS in
.1992. As of 31 December 2000 the cumulative number of people reported with HIV was 717
of which 190 had progressed to AIDS With 72 AIDS-related deaths recorded. This includes
213 new cases in 2000 (155 men and 58 women) from 4,909 tests (3,571 men, 1,338
women). If we ‘ér'e'to také these results as indicative of the national sifuation, Lao PDR
would have a pre\)alénqe rate of 0.04%. Health information systems are' incomplete and
there is probably und'e‘rreporting. Second generati_on sentinel surveillance studies done'in
2001 have shown an HIV seroprevalence of 0.75% among fe_male sex workers. in the
entertainment industry in Vientiane and two provincial capitals. Seroprevalence in a sample

of long distance truck drivers and female factory workers was 0%.

Of the total number of recorded HIV cases 61% are male and 32% female with -the
remainder unknowh.. The most affected age. grou'p' has been 20-29 year olds (54%) ,
followed by 30 to 39 year olds (36%), most of whom are réported to be male. The estimafed
geographic distribution of'HIV/AIDS is 35% in Vientiane Municipality, 50% in Savannakhetb
i’roviﬁce and 15% in the other provincial lcente’rs". Of new cases reported in 2000 the Iargesf
. number was recorded in Vientiane Municipality (54 cases), followed closely by Savannakhet
(50 cases). It is worth noting, thaf these figures should be considered in terms of the current
means kateksting in Lao PDR. For example only ten of the country’s eighteen provinces
have testing facilities and in some cases the tests that.are conducted are taken from. low-
risk groups. It is therefore generally ass‘um,ed that current figures under-report the true
extent of HIV in the country. Although it is glso true to say that the increasing humber of
positive cases -can be': attributed to both the spread of HIV, as well as more tests being

o conducted.

Women and HIV/AIDS o )

Women ih Lao PDR are generally considered to be particUlarIy vulnerable to HIV/AIDS, not
least because of their low literacy, education and healfh status, often resulting in a general
lack of knowledge about sex, STis and HIV/AIDS. While official figures show women’s HIV
rates are currently lower than men'’s, it is also true that Considerably feWer women than men
are tested. In 2000 for example, onlyl1,338 women were'teéted, compared to 3,571. men

(see table'3.2 on p.14).



Lao culture dictates that women will engage in neither pre nor extra-marital sex, however
HIV/AIDS and particularly other ST rates are increasing among women, although they are
still lower than men. For many women, negotiating condom use "with a male partner, '
whether he is a hueband or boyfriend, can be extremely difficult, and is often not broached.
This further increaSes the \rulnerability of women, particularly. if their partners have other
partners. One grcup of women in Lao PDR perceived to be wulnerable to HiV, are
housewives, whose husbands visit sex workers, or who have a mia noi (little wife). This
increases the risk of infections and transmitting them further. Due to the perception that Lao
|s a low-prevalence country, Lao girls and women are targeted by the sex |ndustry,

generaiiy in neighboring countries.

Female Factory Workers (Vientiane Municipality) _
The factory workers selected for this study were all women working in small to Iarge.
garment factories in Vlentiane Munrcrpality and ||VIng in dormitories either on the factory
grounds or nearby. These women were considered |nternaI (domestic) migrants because a
majority had left their homes and families to seek vi/ork in the city. A majority of the garment'
works in Vientiane were women below the ‘age of 20. The factory-owned -dormitories had
strict regulations and curfews usually 10: 00 pm. if women were not back in the dormitories

'by the time of curfew, they were not allowed to enter and had to spend.the night off grounds.

- Service Women (Women providing a service for men) ,
(Vientiane Municipality and Luang Prabang, Khammuane Savannakhet and Champasak _
Provrnces) ' ‘ |
Formai brothel-based sex work is rare in Laos, and prostitution is |Ilegal Deflning and
|dent|fying women who sell sex for money in Lao can be particularly difficult. Women |
’ 'working in small drink shops and. nightclubs rnay engage in commercial sex transactions,
but their employment in these venues does not automatically signify that they are selling
sex, as opposed to jUst eerving beer or having conyersatione with their customers. To .
develop a better understanding of the behavioral risks of service'women, the study did not
screen participante to find out whether they were commercial sex workers. In,stead,-/all
women who worked in these establishments and had direct contact with the patrons,
whether by selling them drinks or sitting with them were defined as service women. For this

~ reason, the term commercial sex workers cannot be used to fit'this population.
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As> previously described, service women are not neoessarily selling sex for money, but
because of the nature of their jobs, they are more. likely to have, greater opportunrty to
engage in .commercial sex work than women who do not work drrectly with customers in
'. drinking establrshments 84.1% of the relatlvely young population said that they had sex,
and three- quarters of the service women had sex in the past 12 months. Erghteen percent
had a regular partner in the past 12 months. Five percent of the service women reported
that they were currently mamed soitis Ilkely that a majority of the regular partners of the
service women are not spouses. One- quarter of the service women said they had a non-
regular partner in the past year and almost two-thirds reported that they had sold sex for

money in the past 12 months,

One aspect of increased risk of acquiring HIV for commercial sex workers is the frequency
of clients over a specific time period. Of the service women who had-commercial sex in the
past year, almost all reported having only one client on the last day worked, 2.9% had two

olients, and less than 2% had 3 or more clients.

Over 50% of the 'service women that had sex with'a non-regular partner in the past 12
months had used a condom during their last sexual contact; while 43.7% reported using a

condom every time with non-regular partners in the last year.

The vast majority of the service women who had a paying client in the past 12 months said
’ they had used condoms. Ninety-one percent. reported that they_ have a used a condom’
during their last sexual contact with a client and 72.7% used a condom consistently with all
,clients in the past month. The male population in the study reported a lower proportion of
commercial sexual intercourse proteoted by condoms. A direct comparison cannot beldrawn‘
'howeyer, because information regarding where they engaged in commercial sex, the

nationality and other characteristics of their commercial sex partners was not gathered.

Factory Workers

Ninety. percent of the factory workers living in dormitories in. Vientiane Municipality reported
that they have never had sexual intercourse. Of all the factory workers, 3.8% had sex with a
regular partner and 2.2 % had sex with a non-regular partner in the past year. Slightly more

_than half of the female seasonal migrant workers reported that they had neyer had Sex.



Forty-one pércent of them said they had sex with é,regular partner and 2.8% with a non- »

regular partner.
Social, Political Behavioral and Education Aspects

' Political | o
The Lao PRD _éonstructs its HIV/AIDS/STD policy énd control activities on the following
universal principles: ’ ' : o
«  non-discrimination |
« amulticultural, integrated approach .
e voluntary approaches with informed consent -
e E:onfidentiality and pri\)acy in counseling, testing and care.
* empowerment of‘individuals to take personal responsibility
~ e gender equity ' o
. accéssibilify to affordable and acéeptable services ,
“» reduction of risk for vulnerable individuals and community groups, ahd

involvement in decision making of those with and affected by HIV/AIDS.

The Lao PDR HIV/AIDS poiicy has t\hré’e sections which are:
. 1. prevention of HIV infection '
2. care and support for those infécted and affected and
3. mitigation of the adversé impéct of HIV/AIDS on the social and economic
) devélépment of individuals and the nation. .
' The Lao PDR will concentrate its efforts on prevention. Planning and pré’paration _fnust be
“done for care and mitigation, but with“success in prevention, care and miti'gation will remain
of relaﬁvely smaller needs. As the main _fnethpd of acquiring HIV is through unsafe sexual
behavior, pi'omotionlof safer sexual behavior is the core strategy for HIV/A:IDS/STD control.
The promotion of safer sexual behavior includes:
1. Encourageme‘nt*of sexual at;stinence until marriage
2. ‘Encouragement of fidelity within marriage 4
3. Encouragement of the use of condoms in situations where abstinence or

faithfulness are not certain, including making condoms widely available.
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Effective HIV/AIDS/STD prevention requires clear and frank messages about seXuaIity that
take into account the cultural and societal values of the Lao PDR without compromising

clarity. All forms of media are'appropriate for.the dissemination of HIV/AIDS/STD messages.

Social and behavioral aspects

The term gai long (Iiterally Iost'ch_icken) is used to specifically refer to a woman who one
does not plan to sleep with. For example in one conversation, a man said: “l can't restrain -
myselt, a gai long comes along and | can’t stop myself. If | am drunk and a pretty woman
comes, | won't use a condom that would be a waste”. Mirroring patterns in other Asian.
'countries where women commonly depict sexuality using male standards, Lao women
“repeat the same explanatlon sometrmes our husbands don’t always intend to sleep with

r

other women. They justend up in thrs situation’.

Because sex is not always a foregone conclusion, the notion is cultivated that somehow it is
out of the man’s hands if by chance a young woman will sleep with him. The onus of the
occasion implies one must make the most of the moment, forget any thought of the
implications. This constructed narrative for sexual experience greatly denies forethought
about the sexual i'mplications and the need for preoautionary practices- The denial of
Apersonal responsubrlrty is abetted by a social system that on the one hand makes women s
intimacy available in restaurants and bars and on the other, maintains a veil over such
activities through active suppresston Moreover in so dorng the motivation to use condoms

is greatly lessened despite the i |ncreas|ng awareness of HIV as a personal threat

Awareness and knowledge about HIV/AIDS/STIs

Planning effective prevention campaigns needs to research “what and. how much” people
know about HIV/AIDS. In Lao PDR, recent efforts have provided valuable information in this
regard. tt appears that aWareness and knowledge about HIV/AIDS, especially among target
groups: has increased. H'owever for many remote areas access to the means of gaining
information is limited. Recent studies carried out in Lao PDR confirm that educated people

- and those in urban areas where there is higher literacy and greater access to information

. and mass media have greater knowledge of HIV/AIDS. Gender- based and regional patterns -

also appear with males appearing to have more knowledge of HIV/AIDS than females and

those in the central region of Lao PDR are more aware-than in the north and south. This
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, vlmplles that still more effort is needed to reach out to rural and remote areas partlcularly

those with drfferent ethnlc minorities, who need to be catered for..

According to the Reproductive jHeaIth Survey 2000, 31% of- women had.vnever heard of
HIV/AIDS (urban 7% rural 36%) 48% had never heard of STIs/RTls (urban 20%, rural 55%).

Of those who had heard about HIV/AlDS awareness of different -modes of transm|s5|on ,
" was as follows: sexual mtercourse 64%, blood transfus1on 35%, injection- 46% and mother ‘
to child 15%. Urban and educated women had more knowledge of each aspect. Mother to
child transmission is cIearIy the least known mode in every group. Similar results- were
obtained by the Vientiane Sexual Behavior' and” Condom ‘Use Survey 1999, and the
- Adolescent Reproductive Health Survey 2000, with the most recognized mode of
transmission be|ng sexual intercourse, with the lowest awareness being of mother to child

transm|SS|on

In the ARH survey 2000 young people between 15 to 25 were interviewed nation-wide,
“revealing that 25% had never heard of HIV/AlDS Young people with some education were
twice as likely to have heard about HIV/AIDS. Similarly, urban youth had greater awareness
| than their rural counterparts (93%vs. 67%), and males were more aware than females (81%
~ vs. 68%). Those in the central region seemed to have much higher knowledge of HIV/AIDS
than those in northern and southern regions (86%vs. 65%). For people who.had\heard
about HIV/AIDS the'_ main sources of information were family, relatives and friends.(24%)
TV (23%), radio (23%), print media’ (19%)'and -health workers (7%) (ARHS 2000)
Vientiane Municipality, television was identified by 82% as the main source of lnformatlon ‘
followed by radio (64%) and newspapers (51%). The majonty of respondents in the ARH
survey 2000 recognized several ways of preventing HIV/AIDS, such as not being sexually
promiscuous (62%), not visiting sex workers (60%), and not sharing need_les and syringes-"
(56%). However, the knowledge of condom use as a preventive measure was relatively low
(55%). There were also many mtsconoeptions regarding prevention such as taking medicine
before sexual intercourse and washing genitals after sexual intercourse. The ARH survey

1999 also reported that several myths about the modes of transmission of STI/HIV and -
| protectlon st|II prevail such as transmlssnon through using the same toilet as an infected

person and contraceptlve pills providing protection against STls. More research needs to be -



conducted to find out how widespread misconcep,tions are and to ensure they are not being'
a source df information about HIV/AIDS for 24% of Lao people. |

" The ARH survey 1999, also reported that the role of education was a crucial factor affectlng
awareness and knowIedge about HIV/AIDS with word of mouth likely to be an important
source of information for many in rural areas where formal education is not accessible for
everybody. Efforts must be made to harness this form of contmuriication and ensure that it -
.spreads correct information. Peer education and frlend telling friend activities are currently

‘ belng implemented in Lao PDR.

In the HIV Vulnerability and Population Mobility survey 2000, both service women and

clients were interviewed in northern and™ central regions. It was reported that the

... -professional clientele of service women were more aware of AIDS than other women. In the

‘north, knowledge of AIDS was quite absent among service women and the use of condoms
was entirely up to the customer. In Vientiane Province service girls were predominantly
ethnic Lao with lower than average education. AIDS awareness was higher than in the north,

~ but condom use was inconsistent.

Interestrngly, it was found that in the north there appears to be a demand for educated
mlnorlty girls in the service profession, as a large part of their work is courting and provrdrng
company for the clients, in addition to offerlng sexual services. The study points out that
while this can be considered discduraging from the point of view of education, it should be
taken as a positive sign for the future of HIV/AIDS education, if the majority of the service

girls are literate with some education background. -

" Sexual behavior

There exists little in- depth formal research informatidn on the sexual behavior and attitudes
of people in Lao PDR espeC|alIy of the many minority groups. The scant anthropological
information that does exist was written some decades ago and is limited. It i is usually wntten
~as part of larger cultural descriptions. Especrally now that rural and remote peopIe are
' mcreasrngly,targeted, understanding their life, customs, beliefs and therefore their resulting

" behavior is important. Without knowledge of behavior and the' attitudes of different



population groups, it is difficult to design programs to meet the needs and perceptions of

different people.

‘Lately, some valuable work ‘has' been carried out to fill some of this gap Recent studies
concentrating on sexual attitudes and behawor deal with such issues as sexual activity
" before marriage, communlcatlon about sexual issues, current partnership status in relation
to sexual activity ‘with one or muitiple sexual partners sex with’ service women and‘
pregnancy of unmarried women. Much of this data has been collected with’ respect to
. gender, age, education, profession, and rural/urban living environment of the respondent.
This knowledge gap is also expected to narrow with the resuits of the Behavior Sentinel

‘Surveillance work of the NCCAB and its partners.

According to the nation-wide Adolescent Reproductive Health Survey 2000 (ARHS), sexual
’ intercourse before marriage and among unmarried adolescents and youth is still reportedly'
low, with only 8% reporting ever having sexual intercourse. Most of the first experiences of
sexual intercourse were unprotected (79%), arncng close friends (80%), and took place at
home (63%). Male respondents report much more frequent sexual encounters than female’
respondents (12%vs. 4%). The higher sexual activity of ycung men compared to young
wcmen is reported also in the Vientiane Sexual Beha\)ior and Condom Use Survey 1999
(75%Vvs.25%). In both surveysit was found that the less educated the young respondent ‘
~ was, the more likely she/he was to engage in early sexual relations (<19 years) Sensrtrvnty
of sexual matters shows in communication of these |ssues with. 67% of adolescents never
hhavrng discussed sexual matters before marriage with anybo.dy._ It appears that young
_'adolescent men do not have sexual relationships with bar girls. In the ARHS survey 2000
only 5% of the male respondents admitted to ever having sex with a bar worker, and among
this group were more_urban than rural men and rnore gcvernment/private sector workers_'
“than students. Compared to these statements by youth, about 70% of the general
populatlon mtervrewed in the Vientlane Sexual Behavior and Condom Use Survey 1999
agreed with the statement that marrled men often pay.for sex with prostitutes . Also in a
focus group discussion with married :female Government workers, it was stated that both .
" husband and wife are. aware that after drinking it is iikeiy'that the husband will visit a sex

worker. This issue was confirmed by focus group discussion with male Government workers.



Sexual Activity and Condom Use
Three types of sex.partners are looked at in this study. The first, commercial partners, are

women whom the respondent paid for sex. “Paying “ a sex partner is defined as an

exchange of cash for sex. Exchange of non-monetary gifts is not.included because it

creates a gray area around. the division between commercial and non-regular sex partners.

Regular partners are defined as either spouses or live-in sex pertners. A 'non-regular'

" partner is anyone Who 4is not a regular or a commercial sex partner. A non-regular partner

may be a long term girifriend of many years or a one time sexual encounter. Such sexual

relationships may not preclude multiple sexual partners in the seme way that a cohabitating.

partner might, so all are considered high risk sexual contacts in this study.

Attitudes, toward condom énd condom use _

The access to condoms and related research has made significant.progress in recent years.
Theresearch on coAndom use has been dealing with knowledge about condoms both as a
means of protection against STls including HIV, as well as for contraception. The source or
knovvvledgeabout STlIs and HIV, as well as the purchasing place for condoms have been
asked, and .attitudes' and beliefs towards condom use has been another crucial stUdy aspect.

The research observed ge.nder, age, rural/urban, professional and educational disparities.

There appears to be a gap between knowledge and practice regarding condom use: what
people know :an.d how they apply this knowledge in their lives may diverge co-nsiderably.
The Baseline: Survey of 1999 on Kap regarding STls in .LuengPrabeng and Oudomxay
Provinces observed the same pattern in all etudy areas: the percentage of people who-knew

about condoms was much higher among those who said they had never used one.

In the ARH Survey 1999, it was found that although there.is widespread recognition that
condoms protect against STls, there also seems to be an uhwillingness to use them. One
reason given for not using condoms, was the belief that a man will not have sexual
satisfaction if he uses a condom. There seemed to be Ies,s' awareness about condoms as a
means of contraception, and rurali men penicularly had less khowledge of the dual benefits

2
of condom use.
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."Reasons for not using condoms were given in-the Vientiane Sexual Behavior and Condom .,
“Use Survey as trust.in partner (40%), lack of _availabilrty. (27%) and .dislike of condoms
' (13%). More women complained about the lack of availability'than men, and. men were
more Iikeiy to have used condoms than women. |t 'appears also tnat some people,
especially men, tend to play with AIDS. They claim to be unafraid of it because we all die
someday. Some young people, both men and women, report that young men may not use' '
condoms beCause it is a challenge to not use protection. Some commercial se* workers -
. cormmented that young people are most at risk of not using condoms as this group feels the
most powerful, healthy, young and untouchable by disease and virus. Alcohol may also be a

factor of non-use among young people.

Much good work has been done in promo't-ing loondoms in Lao PDR. Since the promotion‘
campaigns started, particularly of Number One condoms by PSI, condoms are increasingly
avarlable in many non- tradrtronal outlets such as night clubs and guest houses. Research by
PSI and Red Cross also shows that there is more open discussion about safe sex behavior
amongst adolescents and between women and men. It may be that much drsc_:ussmn on

condoms between men and women is in joke-form but it is already a good start in freeing
and relaxing the discussion forum. Comments collected from the work of the Red Cross and

PSI demonstrate some current views.

Attltudes to AIDS and condoms o o

Besides more open drscuss10n concerns towards condoms are also expressed both by
‘ administrators and some sections of the general population, who fear that the promotron of
condoms could be mterpreted as advocating sex work or sexuaI promrscurty The current_
/strgma-atta_ched to condom use can be seen in participant responses, where over half the
- women and men felt that a woman who carries a condom is_Ioose/cheap. Condom use is

\)ery strongly .associated with commercial “sex; therefore many women also feel -
embarrassed to buy condoms from snops. ‘Related’ to this, is the common idea that a

- woman can not as‘k her partner. to use a condom because this implies that she does not
trust her partner or that she herself has been unfarthful This also works the other way round,

"as men do.not dare to introduce using a condom with therr wives . They feel embarrassed to

buy condoms, as it makes them look like “bad men” who sleep around

A
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The difficulty. of introducing condoms into regular relationships which should be based on
mutuaI love and trust is obvious and recognized The att|tude that condoms are only needed .
- with casual partners is common. The HIV Mobility study reported that professional chentele ’
were more aware of AIDS than service women, and men reported using condoms, which
the service women confirmed. However most of the service women also said that they did:
not use condoms with their boyfriends Similar finding are reported in PSI in the Barrrers to

Condom Use surveys

Educational Programs .

The gIobaI' record demonstrates the value of the peer education approach to HIV/AIDS
prevention. The Red Cross strategy was to deveiop a prograrn taking into account lessons |
learned from effective HIV programs regionally and internationally. Initial steps included '
talking with young people about their knowledge -attitudes, behaviors and practices. The
resuIts of this research were analyzed before any activities commenced and the findlngs
were published to be shared by other groups. ) |
Peer education processes began drawing on the results of the Lao research, use. of
materials to support behavior change communication (BQC)» and the experience of the |
- trained project team. in the field. Materials produced to support these processes included'a

manual, pamphlets, video and flipchart.

bPeer education workshops in Bokeo Province were originally held in cOIIaboration with
CARE with project staff from Lao Red Cross and CARE co-facmtating, ‘enabling both
organrzations to learn from each other. This same strategy was used in Savannakhet in
collaboration with Norwegian Church Aid and the Provincial Committee for the Control of
AIDS. Formal training in the processes of peer education has been conducted through the
Lao Red Cross with spaces made available to other agencies. . |

. Selection of volunteers to assist with’y-training was conducted though local netWorks.vThe ’
Lao Red Cross approached authorities and mass organizations from the target districts of
each province to provide three or four delegates to attend a one-day, basic HIV/AIDS
workshop. Lao Red Cross also provided selection criteria, which included age, gender’and

availability to conduct workshops. The Lao Red Cross program manager ran these seIection',

— 76—



' workshops whilst observing the participants in order to select the vo_iunteers with the
greatest potential to be good trainerst The peer education workshops take place over two
days andtry to limit numbers of participants to betvi/een 10-15 young people with a definite
limit of 20 people. The ‘program has criteria for the seleotion of participants such as gender- '
balance or'single sex groups and age limits. Project officers who are present at all
workshops review trainers’; performance‘continu:ally. A small team always conducts the '

* workshop and to date this has been a method for ensuring some level of quaiity control.

An |ssue of major concern for the | program has been the limitation of promoting condom use
'through the peer education program in contexts where affordable, qualrty condoms are not
’ 'avarlable Through partnerships and networks, the program has therefore played arole in

'_helprng to establrsh a condom social marketing program- -run by PSI- in Lao PDR. This
| included hostrng a delegate from the National Committee for the Control of AIDS to join wrth
| the Lao Red Cross President in visiting the condom social marketing program of PSI rn' '
_ Cambodia. The peer education‘ process is continually being adapted_ to su_it. conditions in

Lao PDR. There is a standard format for peer education workshops, but this is modified
where necessary “Each prOject team .member ‘decides in conjunction ‘with the local
author|t|es what the situation is in the V||Iage and the workshop is de3igned around the

needs of the V||Iage

Despite providing criteria for selection of trainers and discussing these with local authorities,
»:there were many instances of people being put up for selection who were older than the
| » specified age of 15-30 years old. This age limit was based on assumptrons of what works
well. Sometlmes the gender crrtena of 50% men and 50% women was aIso disregarded or

‘not weII understood. 4

The program managed to maintaln a gender balance among trainers, desprte several
"setbacks. But the age criteria were adjusted to allow for some slightly older tralners This

was discussed and conSIdered within the project team. In a communrty that venerates age

- and is less confident or even skeptical of youth in positions of authority, it was consrdered |

acceptable to have a mix of ages among tralners There was a belief that local authorities
and young peopIe themselves would find young tra|ners on the|r own a less credlble source

of information. With this in mind the upper age limit was set at 30.



The program eventually concluded that the real peer education was not what took place in
the structured workshops, but what happened after these workshops when young people
discussed the issues among themselves. The prograrh assumes that young people will
dec’ide for thém_eelves how best to conduct this ‘real’ peer education: in environments: and

“with people that are most suitable to them..

Please note: At present Lao PDR has no research on HIV/AIDS in relat|on to Vlolence
PI’OStItUtIOI’] Poverty and Labour. '

Conclusion

There is a very high likelihood that Lao PDR will experience an HIV epidemic. The epidemic
spreads silently because most transmission occurs before people have symptoms, and thus
before they know they are infected and before others can tell they are infected. The HIV

epidemic is already widespread in all surrounding countries.

Some fornﬁs of development will assist a national response to the HIV epidemic. Improved
communication infrastructure will enable better provision of ‘information to all people.
Improved 'oppertunities for paid work will reduce the need for people to work in the sex
ihdustry or to sell"illegal drugs. Improved transport infrastructure will make it easier for
people to travel to receive or to provide treatment and care. Increased fcourism will make it
easier for'people to talk with foreigners about their experience of the HIV epidemic in other

countries.

However, other forms of development may help spread the epidemic. Mass media can
promote forms ef culture and consumerism which undermine Lao culture, especially
amongst young people Movements of people from rural areas to cities can dISI’Up'( families,
enhance expenence of isolation, and provide sexual or drug usnng entlcement that mlght
otherwise not be available. Increased mobility, even within Lao, takes-many workers away
from environments with stable relationships and community support. Rushed development
of. tounsm could lead to the forms of sex tounsm which are unknown in Lao but wndespread

in surroundlng countries.
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Thus, the need for an expanded and more effective national respohse to the challenges of .
the HIV epidemic is urgent This response must include careful consideration of a range of -
mteractlng factors which do not currently see HIV as relevant to therr areas of expertise and

1

interest.

The NCCA will promote and co-ordinate the national response. Members of The NCCA and-
other orgenizations in all sectors and in all _provinces,fwill work as partners to ensure the
r develdpment of an expanded multi-sectoral response to the HIV epidemic over the next five

- years. The objectives of the National Committee for Control of Aids will:

* mobilize and support effective multi-sectoral reepohses

* mobilize and support effective provincial responses

* develop the ability of others to respond to the challenges of the HIV eprdemrc
« co-ordinate the natronal response

* enhance the partnership between seetors. -

* mobilize external support
The NCCA aims to:

* ' conduct surveillance, social and other research in to HIV developments
» provide special resources for HIV related programs such as condoms, .
essential drugs, other resources for care and s.up_port., o
- reduce the prevalence of other STDs.
'« provide care and support for people living with HIV and AIDS.
e provide comrhunity counseling. |
* prevent the spread of HIV though blood transfusion.

* develop innovative responses to the challenges of the HIV epidemic.
- There will be a need for ongoing and flexible development of the National Plan, as the HIV

epidemic is not static. Its cause and consequences continue to evolve, in Lao, in Asia and °

globally.

—79—



Unfortunately the national plan doés not address all possible problems which are IikeIY’tb
arise within the HIV epidemic. One reason for this is, that resource is limited. Another |
reason is that new fssues Will arise as the epidemic unfolds. It is'crucial for the NCCA and
all internal and extérnal agencies involved in addressing the HIV/AIDS epidemic, to be pro-
active, in order to avoid widespread social and economic consequences. If the epidemic
spreads widely, it will affe@:t Lao national productivity and social development. Minimizing

thevcause and consequences of.the HIV epidemic requires diverse action.

Reported numbef of people with HIV and AIDS |

Reported number of people with HIV and AIDS

Indicator ) Value | Year | Source
‘Year HIV first report o | 1990 | | NCCAB
Year AIDS firstreported - . ~ |1992 | NCCAB
Cumulative number-of repoﬁed HIV 1717 . | Dec.2 | NCCAB
| o o 000 o
Cumulative number of reported'AID.S © 1190 . | Dec.2: /| NCCAB
- | 000 -
Cumulative numbef of reported AIDS- | 72 | Dec.2 | NCCAB
relaied deaths‘ L. o C 000 ' ,
Estimated cumulative HIV infected 1,200 {1999 | UNAIDSWHO
persons | g |
‘Estimated HIV prevalence (%) for - | 0.01 1999 | CCA _ \
l persons 15-49years -~ - - | | UNAIDS/WHO 1999
Estimated adult HIV. prevalence (%) _ 0.04 | 2000 | Estimate taken from NCCA
B | o B Bureau data and recorded by
\ both the Synergy Project Lao
' ?DR Country Profiile and
‘UNDP2000

_ Report HIV cases 1990-2000
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Year (1990-2000) '

Cumulative HIV infected persons by selected group as of 12/1999

.Cumulative HIV ihfected persons by selected groups as of 12/1999._

Group Number of persons | Number of persons | HIV positive res'ults‘
. testing HIV positive . | tested ‘ | as % oft total tests'

Patients 224 1890 ' 12 -

Lao repatriates 71 ' 983 |7 o

Voluntary testers | 59 | a1s51 1

Blood donors . |34 - 38573 - 009

Villé_gers ' 26 , 300 ' 9 '

‘Bar workers 14 ' 2015 0.7 : |

Prisoners 12 598 2

Students a {1223 ' 0.3 |

Empldyees 4 438 , 0.9 :

Pregnant women 4 , 742 0.5

Total 452 50,913 ' 0.9 :




Modes cf Transmission among cumulative cases (1990-2000)

Modes of Transmission of reported cumulative HIV cases 1990-2000

Mode of Transrﬁission Number of reported HIV éases % of Total
Heterosexuél intercourse €e4 g2
Mother to child 37

Injecting drug use 12 |
Blood transfusion/blood products 4

Homo/bisexual intercoun;se 0 0
Other/Unknown 0. o
Cumulative Total 717 cases 100 %

Cumulative (1990-2000) reported HIV cases by gender

a DUnmownm I

E .El Femé;eé.«."%_

e Emaemeé...

' bD Bleed transfusion 1%

Cﬂ injecting drug use.fz';@

4 sdcther to ChidS%




Lao Project in making contact with sex yvorkers/bar girls.
Collaboration )
Lao Red Cross HIV/AIDS/STD Project has 7 Provinces and we have extra province that ‘
project finned from other organization Save thé Children Australia in that Province.' We work
along the road. The road leads to Thailand. Project name is HIV/AIDS in Paklay-Kenthou. _
Coordinafe with PCC_:A, DCCA Of cause if have Road Construction people also come to visit
bar worker. And we.do workshop for bar girls. We contacted authority and the owner of the

night club. The workshop we done in night club.

_Workshop
The workshop srmllar peer education workshop. But for bar worker we should be careful do

not say stronger, blame, friendly. Let them believe us before we discuss.

- Selection Volunteer + follow up ‘ , ,

| After we ﬁnished'the Workshop we selected one volunteer. She is active and she can talk
wrth her frlends and she also has talented. She is 20 year old. Finish secondarily school
She still lives there. She comes from city. Some time she goes to Thailand.

About follow up | received report from Volunteer district.

After 3 moths we werrt to visit them. .We Interviewed owner shop. We did small group
dISCUSSlOn among participants and participant’s friend. We ask them how are they going,

they goto talk with their friend and how they need to help




iPhilippines -1
Gender & HIV/AIDS: A Philippine NGO Response’

Gladys R Malayang

Women s Health Care Foundatron Inc.

Background/Introduction

First allow me to greet all of the baniéiparrts to this meeting of experis in gender and
HIV/AIDS. | am honored to be able to’ joiAn this meeting and to learn from all of you as we -
face enormous problems now and even:more so in the coming years'with respect to rhe
HIV/AIDS virus. o

HIV/AIDS is one of the elements of reproductive health and as such comes-under the
overall definition and. concepts embodied within reproductive health. As in all the other
elements, gender and gender relations is vital to the understanding of and is part of the

solution to the reproductive health pro'blems existing today.

lThe paper that | will preéent to you today will discuss the gender aspect of HIV/AIDS from"
the perspective of the providers of quality health!services and informatioh. | submit t'hat as
we seek to assist and advocate for bersons at risk and those with HIV, gender sénsiﬁve
-and appropriate mformatlon and services being provided is of vital importance towards the
'preventlon and control of HIV. This paper is one NGO’s experrence with how it transformed
its organization towards a gender responsive provider of reproductrve health services and

information.

This paper éhall first look ét the Philippine situation with regards to reproductive health,
HIV/AIDS and gender. Then it will share and provide insights on the experiences of -

. Women’s Health Care Foundation as it d'eveloped gender-responsive reproductive health

' A paper presented at the Expens Meeting on Gender and HIV/AIDS, sponsored by the Asian Women’s Fund,
Tokyo Japan, July 24-26, 2001 )



services and information to respond to the needs of women and men in high risk situations
for STDs and HIV. ‘

- The Philippine Situation

The Demographrc/reproductrve health profile ,

The Philippines i Is an archlpelaglc country wnth 7,000 islands and more than 120 language
- groups being spoken. As of 2000, the populatron stands at 76 million with an annual
growth rate of 2.36%. The fertility rate is 3.6 with about 56% of the population.less than 24
years old.? Maternal mortality (172/100,000 1b.)® and infant mortality (37/1,000 I.b.)*

continues to be at an undesirable level even if 95% of its popUlation is educated.

" Contraceptive use is-at 49 percent (32% modern methods with condom ‘use only at,1.7%

and traditional methods 17%)° and an unmet need for contraception is about 20%.

HIV/AIDS situation

A the end of July-2000, 1,402 recorded ceses of HIV. Of the total number infected, 442
had developed AIDS and 203 deaths have been recorded®. Two areas of concern are: (1)
" most of the documented new cases of HIV are from the youth age group and are overseas
Filipino workers who go beck to their provinces cadsing arise in HIV in the rural areas. and
(2) even with a low prevalence HIV rate, there is a high incidence of sexually transmitted .
Adlseases and it has been shown. that the pattern of growth for HlV/AIDS ‘follows the-

increase of STDs

‘ Most of those who acquure the HIV are from the vulnerable groups (women youth and
~ transgender males). Th|s situation, is compounded by unequal gender relatlons and a

strong stlgma that exists against the disease. There is also growing evidence that

- HIV/AIDS is spreading not only in areas where hlgh risk groups are present (tourist areas

and where there is a high concentration of women in prostrtutlon) but also in the
countryside. Poverty in the rural areas also force women to offer sex in exchange for food

or rice which opens up the vulnerability of women in these circumstances.

2 World Resources 2000- 2001 People and Ecosystems World Resources Instrtute 2000.
% 1998 NDHS, NSO
- J WRI, 2000.
® 1999 Family Planning Survey, NSO
6 Phllrppmes Survelllance data, July 2000



Other Developments and Future trends .

Although the Philippine is one of the countries in Southeast Asia that has a slow rate of
HIV/AIDS growth, the government and partner NGOs in the ceuntry try to avoid the sense .
of complacency that overtakes situations like this. The Philippines, through its Co_ngress
_enacted Republic Act 8504 known as the “Philippines AIDS Prevention a.nd Control Act of
1998” that prescribes policies and meesures to pre\)ent and control the epread of HIV in the
country. Other than a provision _for'a nationwide progrem for infofmation an_d; education,
this Ie'gisletion also includes the rights of individuals including rejection of mandatory testing
for HIV, confidentiality, non-discrimination of PLWHA in ‘the workplece, schools, travel,

_health institutions and access to insurance services.

A .streng NGO community that is mainly the force behind an effective information
dissemination has been instrumental in the awareness raising against HIV. Hand-in-hand
the government and civil society are_movin'g‘ forward to keep the prevalence rate of HIV in
the country low. The presence of a multi-sectoral body made up of GO'and NGOS, known
as the Philippine Nationa! AIDS Council, is presently implementing‘ a five year medium term
plan of action that looks at all aspects of the spread, prevention and information neceesary‘

to have an effective national HIV/AIDS program.

Gender Issues re reproductive health in the Phill"ppineé ,
HIV/AIDS is one of the elements of reproeuctive health as described -in the ICPD Cairo
document. Since gender is at the core of the reproductive hea_[th concept, HIV/AIDS
necessarily has to be seen within the context of gender. Even when indicators for women
empowerment have improved in the Philippines for the past ten ye-ars,, m_uch remains to be
done in the area of equity and equality. Even more 5o in the realm of reproductive health, -
the. most difficult circumstances arise .when negotiations, decisien-making and power

structures are at a personal and intimate level such as in a reproductive health situation.

Some statistics to |nd|cate gender mequntles in reproductive health are:

« One outof ten women have been phy3|cally harmed by someone close to them, one
thlrd being harmed during pregnancy A

o 10 women die every 24 hours from pregnancy related causes -

"+ One out of every four women had induced abortions
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* Among married women, 20% have expressed wishes to limit and space births but have

no means to do so

Gender issues are seen ih the number of women who die because. of pregnancy; in the
number of ‘pr’ostitu'ted women both within ihe country and working in other lands; in the
.numbér of violence cases being filed in the lower courts and treatment of battered women
in hospitals; in the number of women below the poverty line; in the number of women being' .
raped; in the number of growing women who have acquired HIV. These numbers all show
the real face of gehder disparity existing ‘in.the 'country. These numbers show that women
seldom have the choices or the means to make these_choices.‘ ercumstances, cultural . -
constraints, and p'e,rso'nall ca"pabilities are all hindrances to a woman'’s \right to protect her
body and her health. | |

All of these gender-related concerns also impact the HIV/AIDS situation-in the country..'_ If
seen in a more pragmatic manner, HIV/AIDS and its control br spread is ultimately
depende,n't.on individual persoh.s. As a woman interécting 'wit_hin the family and within her
community, the manner in which she is treated and the experiences she has in dealing with
\heaith services and .providers wiII-uItima‘tely be one of the determinants on how HIV and its

deadly p_af‘tner AIDS will be controlied within the country.

What will determine qua|ify information and health services that responds to gender needs
and issues? How will this be accessed by women and their partners who have been

exposed to the HIV virus’?
A Philippine NGO Experience

Background on WHCF

The Women’s Health Care Foundation is a non-government organization that believes in
empowering women and their families towards better health and better lives.. Dedicated to'_
quality reproductive health services and information, WHCF has been.reaching women,
men and youth in Metro Manila and outlying provinces for the past 21 years With' ~this ‘

~mission: “To seek to ensure that all women have access to quality health services and
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information for them to achieve and maintain good health and protect their reproductive

rights throughout their life cycle—in what ever circumstances and situation.”

WHCF was created to provide a holistic approach to health services for women who only
had family planning and maternaI and child care available exclusively for her. WHCF
initially provided services that included infertility, treatment of STDs _counseling for women
and couples (includlng those women victims of vnolence) a referrals to hospltals and other
professlonals like psychologists and lawyers. Today, WHCF has widened it§ services to -
include information and education activities on HIV/AIDS, safe sex and sexuality. The .
'concept‘ of gender however had to gradually be' built into the organization itseif. Processes
and systems had to be reexamined to ensure that the gender perspectives Iare part of the

organization.

Gender responSiveness was a niche that the organization has identified as a response to

the need for services that take-into account 'the-differences between men and women and

the imbalance that exists because of these 'diﬁ‘erences ‘In so doing, WHCF hopes to
contribute to the interventions that address the inequallties that promote vulnerabilities to

reproductlve health diseases, mcluding HIV

Engendering the organization -
Like stone thrown into a pond, gender awareness,’ sensitivity and responsiveness must start
at the center and ripple outward to touch not only the people within the organization but all
those who come in contact with it: the clients, the communities, the co-workers in thefield.
The center is t,h'e'very heart of any organization: its vision, mission and goals. The review
" of the VMG reflects an effort to assess the very .foundation of the organization. Any
organization that sets out to be gender sensrtive and responsive specially necessary for
those working in HIV/AIDS should start with mission and vision statements that are gender |
sensitive. Today, phrases like the folIowrng are part of WHCF s VMG
..women are respected and treated with dignity” |

“...women are co-decision and policy-makers ‘ _ .
“..women are able to exercise their reproductive rights 'including the. decision on the
number and spacing of their children” '

“...women are equipped with adequate and proper information”
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“... women freely and res'ponsibly manage their fertility without coercion, discrimination and

- violence.”

Some Questrons To Ask On Engenderlng An Orgamzatron

. Are the organization’s vision, mission and goals reflective of gender concerns” '
* Does the organlzatlon uphold gender principles in its set-up?
* Does its board and management promote gender equality and equity in ItS |

composmon and the policies that it sets?
* Is gender mainstreamed within the organization? Are there -specific indicators
. reflecting this? for e.q. board c'omposition; policies on sexual harassment, etc.
* Is decision-making within the organization participative? -
« Have the staff gone through a gender-training, awareness raising program?

* Is there a continuous upgrading of staff skills and knowledge on gender practices -

and gender tools?

* Isthe staff promoﬁng gender sensitivity in their interpersonal relationships with

each other, with other organizations, as well as their clients?

Engendenng Clinic Procedures ‘
Chmc/Offlce protocols and procedures are ‘the guidelines of behavior for the staff.
Incorporating gender concerns into the protocols and guidelines will help ensure that the
staff will implement gender-responsi\)e practices in their operations. Imbedding g‘ender into - -
clinic protocols-assures the organization that even with sometimes lapses of the staff, the
‘protocols fo be followed will continue to embody and impart gender-responsive services.
Part of clinic procedures wiII take into consideration concerns about the client like: who has
controI over the client’s time and resources who makes decisions on reproductlve matters,
comfort level of clients in examlnatlon of their bodles multlple roles of women, acceptance’
and handllng of authority. Engendered clinic procedures will also hlghllght and recognlze
the' power structures _existing within a cllmc settmg and make these power structures

enabllng rather than crippling.
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For clients in the high risk groups or who, after taking the clinical history would reveal that
they have been exposed to the HIV virus need special consideration in terms of counseling -
and education. Counseling and education methods ‘should incorporate a -gender

perspective, upho'Iding informed choice and self-made decisions.

Some Questions To Ask On 'Engendering Clinic Procedures A

* Do all clinic procedures uphoId the rights of clients? _
* Do clinic procedures take into consrderatron the right of the client to make her/hrs

decrsrons?

« Do the clrnrc procedures include consrderatrons to promote access and lessen

barriers to quality reproductlve health and HIV/AIDS servrces”

* Do fees and charges for -services reﬂect the realities of the clients in terms of

. capacity to pay?

* Are procedures and protocols reviewed on a regular basis in the light of gender
appropriate interventions? e.q. Are the medical records_ for clients confidential,

complete unsegregated for PLWHAs etc.

. For persons in HIV/AIDS high risk groups and those I|vrng with AIDS is the clinic
percelved to be ‘friendly’ to them? For e.q. Aré the clinic hours accessible to_women :

in prostitution?

: Engenderlng the IEC materrals
With the enormous amount of resources and time being spent on developing IEC materials
for HIV and AIDS, the questlon of sending the right message ‘to women and men in terms
of gender issues need to be examined. Many organizations may be good in developrng
IEC materials but have I|ttle or no experience with gender. Thus, a number of the materials
we see being distributed not - only do not uphold the gender principles but may even
‘promote the inequalities existing within society. For example, a brochure promoting safe
sex through condom use shows a picture of a woman in prostitution luring males in the
street. What other ‘hidden’ m-essages could also be communicated here? Those'women in

prostitution are the carriers of the disease. In reality, statistics and research have shown us -




that women more often are the recipients of the disease rather than the carriers. That more -
women are infected by men rather than men being infected by women should: have been |

the message instead.

Some Questions To Ask On Engendering IEC Materia_ls_ :

* Is the language used gender seneitive and appropriate? _ ‘

* Are the materials developed particularly for men or wo"men‘? Are the materials then |

~ suitable for each group, recognizing “unequal power relations ‘and access to
resources and providing ways and means to overcome these inequalities and

inequities?
* Do the pictures being usedreflect sensitivity to the situations of women and men?

* Are the topics fitting to the audience of the IEC materials? Are examples used-not

demeaning to the position of women in society?

Engendering the communities ,
Lastly, when all systems are in place within the organization, the mandate of raising the
‘awareness on gender among the chents themselves are of paramount |mportance How

could thlS be done?

WHCF has done several types of interventions to promote gender awareness among‘
clients. One of.them is to make sure that there is easy access to information that is
comprehensive, appropriate, accurate and confidential. In a community setting, th|s could

" be done through the structures already existing for mformation dissemination. Coun'seling |

and services could be done through a working referral system.

: Another intervention is to involve the male segment of the community in reproductive health
- and HIV/AtDS interventions and activities. Men in-communities, once invOIved and gender
awareness have mcreased can be movers in promoting HIV/AIDS prevention and control |
Community interventions have worked best when the varrous sectors of the communlty are

" involved. Gender awareness raising is most easily done among the youth ThIS is one




opportunity to reach both young men and women for a realistic énd positive view towards
men/women differences. ' '

Some Questions To Ask On Promoting Gender Awareness Among Clients

* Areclients proVided with privady in elinic‘proeedures? L

s - Do clients feel that they are treated as individuals rather than just a .heaith
condition? | . A | R ' '

* Are clients given the oppdrtunity to incjuir_e, to consider and make their own

- decisions regarding the care of their conditions?
* Arethere prograrﬁs for male participation/involvement in communities?

* Are systems'in place to promete decision-making that recognizes the diverse needs

-of women and men? ~ *

« Do women and men equally have open access to information and services? -

Conclusions/Recommendations

This paper has been presented to share with you one orga_nizatidn(’so'experiences with
creating a gender responsive environment for communities and vulnerable groups whose

reproductive lives are threatened by diseases'like HIV and AIDS. These experiences are

-did not happen overnight and neither will any implementation of a.program that deals with. ‘

changes in behavior and belief systems. As we seek to make a better world. for women and -
men, who because of the nature of our cultures and social structures are exposed

reproductnve health nsks the follownng recommendations are made:

. 1. That o}ganizations; dealing with’feproductive health care services and information strive

to embody gender equality and equity witﬁin their own structures and systems.
2. That in dealing with persons vulnerable to or those who have already been diagnosed

with HIV, all aspecté of the organization: structures, processes and systems,

procedures and even staff behavior should be gender sensitive and responsive
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3. That gender processes need to practiced on a day-to- day basrs——rt is not an instant
event; having all of the staff go through gender sensitivity trarnrng and revising polrcres
’ and procedures will not ensure applrcatron of gender prrncrples What ultimately matters

is how gender equity and equalrty is translated into actron

As a health facility that promotes reproductive health, WHCF has applied in various aspects
of its operation and orgenizational structure gender principles and processes that is
inherent in the definition of reproductive -hearth. “The task is not done_.‘ There is more work
ahead of us—monitoring, evaluating the effects, and ultimately assessing what all of these
has meant to the woman who comes inside our doors. For .thvose of you ‘whoseclinics-and
service facilities are providing reproductive health services, | am sure that in your' struggles
to provide what is empowering to ;lour-clients you have met similar situations as we have.
We have much to learn from one another and through this_sharing of thoughts and i‘deas,‘
we continue to hope_ that in the: days to come we shall meet our goal of providing.health
*serviees that is equitable and allows women to make informed decisions about their

. reproductive lives.
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Philippines -2 B '
l Living with AIDS and Saving'the Endangered

'Ma. Isabel E. Melgar, Ph.D.
AIDS Society of the Philippines

In this important gathering and forum, | would like this audience to remember the
‘Philippines for three things: 1. Its beaUtifui beaches 2. Its women 3. Alow and slow

HIV/AIDS prevalence. These things as you know are all high risk areas.

The Philippines, being an archipelago of 7100. islands woos the world w1th scenic
Iandscapes, white beaches and coves, and red- -orange sunset. Phihppines naturally
endowed environment h\as also to some \extent shaped the national personality that
_characterizes its peopie: warm, resilient, -artistic, and relaxed. The second asset of our
country are its women who had excelled not only in politics, but in industry, health,
community services sports, and the arts as well. Two of them' as you know, have their

own claims to fame Cory Aqunno the charismatic wife of our modern-day hero; and who

eventually headed the: country following the EDSA Revolution And our current presldent a

former professor in economics, President Gloria MacapagaI-Arroyo who took over the
‘pres1dency followrng the impeachment: |n|t|at|ves against Mr. Estrada on grounds of graft
and corruption ‘The third piece of this national image is our low HIV/AIDS prevalence. Itis
at the state which, compared to its Asian neighbors, keeps our policy makers from the

hysterics of flghting the gaping flames of a deadly pathogen.

The Philippines has a population of 70 million and an annual growth rate of 2.3%. Literacy
is quite high showing a rate of 93.9 percent. theracy rates for males and females do not
vary significantly. The 'overaII peverty-inmdence is 37 percent. . Of the total national
government expenditure only about 2.4 percent went to the health. Health care has been
decentralized and devolved to the local government units. ' |
What | have just said, areina sense, public knowledge. The flip side to these images—the
real images, is probab_iy all you are waiting to hear. Like -mest Asian countries, vire have

pains and struggles but some little successes to report too.



" HIV/AIDS in the Philippines

The epidemiological characteristics of AIDS in the Philippines are slightly different from
other parts of this side of the globe. It occurred most prominently in men and women and
not‘necessari‘ly in homosexual men. As of the latest HI\}/AIDS registry (DOH, May 2001),
- there are now 1,503 HIV-infected Filipinos. In 1987, the registered number of HIV/AIDS
~ cases was only 38. At tHe turn of the céntury, this figure rose to abdut 1400 cases, quite a
fow prevalen'ce compared to its Asian neighbors. The major"mode of transmission is
through heterosexual (60%) and\hqmosexual transmission (16%). Uhli_ke its counterparts in
South Asia, HIV due to injecting drug use is minimal, some 13 cases out of the ovefall total
cases. Initialiy, the"rhajor “risk groups” identified were sex workers and overseas contract
workers. This caused the public to legitimize their denial 'Ehat AIDS is in the Philippines.
HQwever, the Department of Health, the: NGOs, notable AIDS advocates _énd the AIDS
Society of the Philippines were never discouraged and | think it is through their relentless

efforts that we have achieved a level of awareness and relative vigilance.

From the gender'perspective, close to 600 or 37 percent of HIV-infected Filipinos are
women; or one out of three PWAs is a woman. These women get infected at the young age

between 19-29 years. Among men, méét infections occurred in the 30-35 age group.

LOoking at the patients seen at the Research Institute for Tropical Medicine (RITM) whére

HIV patients have been\followed since 1986, fhe infected patiehts came from.economic

positions in life with professiohs ranging from medical and parémedical, work, sex work, .

seamen, entertainment services, housewives, engineering/architecture! student's and -
children. ‘In the late eighties, AIDS was found among Filipinos returning from overéeas work.

| These Werg r_nafnly seamén, entertainers, professionals coming frc')m‘ all parts of the world.

Ih the 1990s, AIDS was mainly acquired in the Philippines.

A Second Look at Low and Slow Prevalence -

The low HIV prevalence in the country remains to be a curious phenomenon that sparks '

more questions and tentative answers. In the recent national cbnvention on HIV/AIDS
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(October, 2001), questions were raised like: “Are we safe?” “Are the figures for real?” “If it
is, what do these numbers mean?” “Are we doing something right?” “Where do we go from
here?” “Do we expect these figures to accelerate at some future time?” More takk and

questions. And some tentative answers.

AIDS 'advocate and social scientist Dr. Michael Tan believed that the government and non-
, governrrrent responses wére early enough to .fend off and counter the invasion of AIDS in
thé country. Our country did amazing things and built up a ‘strong defence through the
cumulative efforts of both the government and the NGOs.

. The coun'rry was able to launch AIDS awareness programs in the eighties and méurrt
intenSM_a training of .medical and pararhedical‘p'ersonnel on diagnosis and management.
Although very limited comprehensive evaluation has been done, it is posited that breve’ntibn
‘campaigns had somé isolatéd impact. There are over 60 NGOs variably involved_ in AIDS-
related activities, mostly'in.the area of prevention. -Many of these NGOs are located in
'Mevtro Manila while the rest are geographically distributed in major urban centers around the.
country. '

The creation of a multisectoral policy- rnaking body, the Philippine National AIDS Council in
1992 also relnforced a national effort towards an mtegrated AIDS program The AIDS
" Society of the Phllrpprnes was formally organized in 1996 which also served as a natlonall
forum for exchange of information and sharing of skills among AIDS organizations. In 1998, ,:
the National AIDS Law was srgned Wthh among others reinforced the AIDS care and.

control program in the country.

Dr. Ofelia Monzon, Pr‘esident of the AIDS Society of the Philippines, cautioned the bublic,
however, on viewing the low statistics at its face value. She cited that there were real local
conditions which should not escape scrutiny because these will change 'publié impressions

on the overall picture of this epidemic in the country.

First is the narrow basis of the régistry where it is primarily based on r_eport'ing’of physicians

and laboratories. Reporting is influenced by diverse factors as the ability to diagnose



"HIV/AIDS, the desire to withhold and keep confidential such information, the lack of

- laboratory facilities in remote areas and other relevant deterring factors.

Secondly, available information reveal the prevailing behavioral and sexual practices which -
are conducive to HIV/STD infection like multiple sexual partners in certain population |
“groups, absence or minimal.condom use, and high prevalence of STDs in some groups.

The effect of many forms of drugs usage on HIV/AIDS |n the Philippines is still unknown.

Thirdly, thé exodus of some six ‘million Filipino men and wdmen to other countries together
- with the breakdown of the stable family life, adaptation to physical absence of signifiéant
member/s, changes in Iifestyle and family income'ha\'/e its repercussions. Transmission of
infection from infectéd workers to spouses and from mothers to children-is being seen,

although at a low number at the present time.

| Women and AIDS

What do we need to know about women as far as their vulnerability to AIDS is concerned?
What do we need to know about the status and role of women in our country that is relevant

to our discussion of AIDS? Should we consider them now as our éndangered species?

Women Power

Thé daté and statistics about Filipino.women speak of contradictions. -Our wom.en‘ are
more educated and are more literate than men (UNFPA, 1999). They were perceived as
conscientious with academic work and responsible stuaent leaders. In the 2000 National
Secondary Aptitude Test, two g'irls’ schools made it to the top fivev'outrankingAthe two
leading boys’ schools in Metro-Manila. The female sector is a potential asset of the country

waiting to be utilized.

We have winners and losers amongst women in our country. We have a small share of

" outstanding women dominating the service and community sectors.- However we have also



~ reported cases of victims of domestic violence, sexual har'assment and abuse as well as
‘psychological trauma which were shared to you in last year's Expert Meeting (Rivera,200).
Mind you, not all women are victims. Men get violated too. A recent study by Zelda Zablan
of the University of the Phllnpprnes who did a survey among Ifugaos found that about 50% of
the men were beaten up by their wives. The reason is that the women till the rice terraces
" and fleld_, and when they' come home, the husbands were still lazing away and had not |

cooked.

Unfortunately, the'realities do not take off from the facts. Women’s educational attainment
and greater political partlmpatlon have not translated into greater equity with men in matters
'of livelihood and control of material resources (UNFPA, 1999). This is particularly true
:-within lower and middle strata of the society. A Labor Force Survey in 1998 showed that
only 38 percent of the total work force and 37. percent of the total employment were
comprised of women About 53 percent of workrng age women were economically |nact|ve.
. However, this flgure must be qualified since qurte a sizeable were engaged in informal-
sector activities and underground economy. .Moreover, there is a growing number of
women who have taken jobs abroad and have reversed their roles in their respective ’

households.

This brings us to the unfortunate fact that since thefe are more jobs abroad, we continually
lose many of our women labor and-technical force to neighboring countries like Japan,
Hong Kong, Singapore,'.MaIa"ysia, Indonesia; the United States, Canada, Europe and tne
Middle East. The trend twenty years ago was that 88 percent overseas contract workers
were men while 12 oercent were women (Kanlungan, 1997). In 1995, over 50 per cent of
these overseas workers were women' matching the outflow of male contract workers. In
1999, over 60% were women migrants outpacing their male counterparts. These figures do

not register any meaning to us AIDS workers until we humanize these cold numbers. .

The Contemporary.“Comfort Women” : 4 '

Most of our women are surrogate parents and caregivers in foreign households. They are

also hired or traded to fill the role left by the previous generation of comfort women during



the War. They entertain, they dance, sing along, mix drinks and seII.ls'ex. Meanwhile their
children and partners miss them. While the years drag on, the families left behind, cope ‘
wnth the package of new money, material comfort and physical separation. Our women

became the sacrificial Iamb of the famiiy

* The social and psychological consequences of this exodus created serious concern among
government church and community leaders. Drug addiction among children, early
: marriages unwanted - pregnancues |ncest leave from schooI philandering of spouses are

just among the hornble stories we hear.

Women work like carabaos and suffer beyond the imagination of her loved ones.. We will
not belabor on the statistios of deaths, derangement, rape, deception, e)épioitation

maltreatment etc., reported day. in and day out.

.' In Iine with the agenoa of this forUm among the comrnon problems reported by domesticf
.workers and entertainers in Asia and the Middle East which threatens: their well-being and
increase their vulnerability to HIV/AIDS were: ‘ '
*Sexual violence like rape

*Sexual and physical harassment by male empl\oyers

*Lack of access to health services

*Gender and discrimination issues inherent in the host country .
'*Limited'counseling services about AIDS, STD and other reproductive health problems.

*Propensity to have multiple partners due to loneliness, cross-cultural influence, etc.

It is important to note that while majority of the contract workers are domestic workers and
the tail end of the curVe are entertainers ‘dancers bar girls, prostit‘utes and nurses and
caregivers, they share common problems. Regardless of the nature of their work all of
these women are susceptible to abuses and physical trauma preC|sely because of their -

inferior and weak status in the foreign land.
. Many of these women have left their families. Being alone and the need to love and be -

loved is another area of vulnerability. This osychologicai condition is_pervasiVe_and ‘often ,

times ineffectively addressed. Intimate and extramarital relationships overseas appear to



be the norm rather than an exception. | have counseled some positive patients at the RITM
who held decent jobs abroad but have acquired the virus through this one time tryst with an
acquaintance whom they casually met. They did it because they were bored and very

lonely.

What ie more alarming is that those who have entered sex work through illegal means have “
" no or limited access at all to an appropriate ,health'facility.' In addition, theif severe working
condition does not allow time and access (Ybanez, 200'0) We exbect to find sexuaIIy
transmitted diseases and reproductlve tract infections at the very least and HIV/AIDS at the
very worst. And we know for a fact that untreated STDs facilitate HIV infection. And vertlcal' .

transmlssmn to thelr new-born children is not far away.

Wives of Contract Workers

In the recent past, we at RITM have received a number of wivee who were tested positive
and who have ‘acquired the virus through their husbands who in turn have acquired the virus
abroad. This is another area of concern for reasons that there is a need to reach thousands '
of uninfected innocent wives apart from thelr spouses. Among the |nfected wives, feelings
like blaming, anger, guilt and depressnon affect their personal lives and their relationship
“with their spouses. This special group of clients therefore poses a challenge to AIDS
counselors and attendmg medical staff in providing appropriate support to the negatively
affected couples :

The Chalienge of Condom Rejection

It was mentioned earlier that HIV/AIDS in the Philippines is transmitted primarily through
sexual contact. Men have an averSIon for condoms. - Condom use among-women is very
low pegged at1.7 percent (Women s Feature Service, 2000) Although cost is cited as one
of the demotivators, the motivation to use (or not to use) condom presents an interesting.

Ay

psychological challenge for eocia_l scientists who are strategizing a model for behavioral

change.
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In a study of urban poor women in Las Pinas which | and coIIeagues at RITM studied (1997), -
a|most half of the respondents perceived the condom as a birth control devise rather than
as a protective measure against HIV. It is ironic that of those couples who are practicing
family planning, only one used condom while the majority either used withdrawal, piIIs or
Iigation Condoms were consistently avoided because it reduced the pIeasure of sex.
Moreover, this study found that a few women felt that a condom was not hygrenic e.g. they
were afraid that the rubber might get stuck inside their bodies. There were also some
respondents who wanted to have: children. And most |mportant of all, the decrsion to use
condom virtuaIIy lies on the man. In sex, it is always the man Who' initiates aocording to 90

- percent of the respondents.

In 1994, when | did a study of bar girls, waitresses of. beerhouses and women in massage

parlors in one of the big cities in Manila, fifty percent of 336: respondents admltted that they :

did not know where they .could get condoms while some 12 percent were completely

ignorant about condoms i.e. what it was used for and how it was used. TheSe,women.vyere
registered and were supposed to be medically monitored by the social hygiene clinics every
six'months., 'Around 4,0'. percent never sought medical check-up for the past six months.
'~ Less than 90 percent claimed having no history of STD. When tested, 54 percent had
single STD while 62 percent had mixed STD. Ignoranoe, at)Sence of information and no
sens'e of urg'enc'y and health care are some of the factors which rnake their condition rn_ore

pathetic.

What about the Catholic Church? | Have they been significantly affecting the negative
attitudes toward condoms. Respondents in both studies mentioned above did not ever
: mention the Church’s prohibition of condoms as a reason for ‘non-usagle. | 'suspect the
Church’s message_has more bearing on middle and upper middle class specially those who

were educated in catholic private schools.
Where do we go from here?
We have to check our paradigms too. Is condom the solution to our problem? Or is it the

attitude and core beliefs that we hold? Can the economic and social environment do '
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sométhing to change people’s lost sense of control and morality? How far can we go in
* protecting our overseas contract workers specially our exploited women? :Can our leaders
influence the fate of our contract workers, sex workers, male clients, youth and the .equelly
vulnerable public. men and women? - How will people stop having multiple sexual .
relationships? 'How could the teachings and rnessages of the Catholic Church wield its -
influence to help control the further spread of this deadly virus? How could we create
restraint-and more reasoned vision of eur own sexuality? How could we have healthy self-
concepts so that mutual respect for one another could be internalized? How could we

inculcate a sense of responsible choice in intimate relationships?

| hope that by the end of this experts’ meeting, we will- have concrete handles and creative
paradigms to bring home with, as deep-in our consciousness, we know that AIDS is
creeping beneath us. "One morning, Filipinos will get a wake-up call from a dream; that

AIDS is no longer low and slow. . If that happens, our beaches will never look the same.

.'./
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Thailand -1 , ,

~ Gender and HIV/AIDS in Thailand :
A Move Forward or a Step Backward?

. Earmporn Thongkrajai*

— ’ Facuity of Nursing, Khon-Kaen University
1. HIV/AIDS in Thailand

Thailand has is first HIV/AIDS reported ¢ase since 1984. HIV/AIDS in Thailand had started
within a very ,speciﬂfic\,group,' bisexual and gay men and moved toward the general
population. - While the re'port,ed number -i‘s around 600,000, it has been estimated that the
total infected population so far is no less than one. million. This means that there are more
than 5 percent of the totel population have been affected by the disease. Though HIV/AIDS
does not discriminafe among men and women in its effects in general, th.e proportron of HIV

infected persons between men and women is 3:1.

Gender had been hidden issue when discussing about HIV/AIDS in Thailand”until reeently. \
Attempts by .myself and other women activists to bring up the issue of women
empowerment in rela'tion to HIV/AIDS was perceived rather in a negaﬁve attitude in the
country’s national seminar ten years ago. The attitude was that there is no linkage what so . -
ever beMeen gender (power relations) and HIV/AIDS. ' ‘

However, much attention has been geared toward gender and sexuality in the recent
National'Seminar on HIV/AIDS held in Bangkok between July 11-13, 2001. The issues of
, Gender and Sexuality were discussed boardly. It is the firs‘t_timela youth forum was .
organized. What has been found and learnt is the fact that, desnite all activities and
movements for gender right for a decade, Thailand is still struggling for a chance to change.
A very obvious example was the followiné excerpt from éO years old university male.student
* responding to the question of “what would you do if you have made a girl pregnant? .What

would be your responsibility?”
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“Accordihg to my experienoe girls nowsaday 'are very easy-going. | will not take '
any responsibility until | have known for sure that the baby is mine. | will get a
thorough check for DNA compatab///ty If the girl can sleep with me, she can

‘ s/e‘ep.WIth others as well. | have to make sure that she is a good person before
_becoming my wife and the mother to my children.: If a man sleep with a Women,
they have come to agreement and it does not mean that they agree to marry one

~ another, espeCIa//y on the man’s side. How can she comp/a/nt when being
pregnanted, but she never comp/a/nt at all while hawng sex. Itis unfair for a man
when-he has to be responsrb/e for a baby which is not his real baby. That

‘

women Is taking this ‘for granted.

This is what | am questioning that we are really taking a step forward or backward? What
~has been realized so far is that HIV/AIDS has its deep root in social and cultural context for
the Thai community. '

- 2. Gender and Sexuality in Thailand

- Gender refers to the socnal roles that are ascnbed by men and women. “Sex” refers to
sexual charactenstlcs Dlstlnctlon between the concept of gender and sex is useful,
because anything associated wnth gender is a social construction or a social perceptlon that
can be modified or ‘revers'ed in the interests of fair outcomes for both - men and women.
Sexuality (sexual behavior, attitudes and preferences) is a social construction of a biological
driQe. It has elements of biology, gender and power relations (imbalance of power)
‘Sexuality as a social constrdction can be altered (Grey, et al,, 1999). - | ‘

Women in'ThaiIand have been observed as having high social and economic status by
vanous authors (Jones 1977; Gray, et al., 1999) Thai women manages household budgets
by tradmon This gives Than Women 'the power to manage for the family routlne expenditure.
Decisions about major expenditure must be made between household members, particular

between husband and wife.
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One factor that contributes to high social status of the Thai Women is that marriage does
, not-t')reak them away from their parental families (Yoddumnern atting, et al., 1992). They.
can remain strong relationship and financial obligations toward their parents, with 'married
and unmarried brotners and sisters and cousins who constitute the extended parental family.
With regard to these relationship, Tnai women maintain their strong- supporting system

particularly when they comeback to their parents; after divor.cing or even being ‘HIV infected.

However, although Thai iivomen ha\re high status -in eduCation, economic activity and .
management of household income, they are facing difficulties in their personal relat'ionship, E
i.e., unequal power relations to their male partners It is shown in expectations ‘about
acceptable behavior of each sex. Women are expected to display submissive or passive
characteristics. They are described as “Weak, credulous and indecisive” (Gray, et al., 1999,
Chayovan, Vet al.,, 1996) whereas tneir male cctmterparts are -“strong, aggressive and
capable of making decision”.. Married men who have extramarital relationship or visit sex
workers are accepted as common. Having mistress or minor wife is regarded as personai
. wealth and even srgnify the men’s level of sexual competency Visiting sex workers is
perceived as common form of entertainment among men and some wives tolerate this kind
of activity with the reason that “it is only temporary, once in a while. It is still, better than
~having a mistress which is more permanent and creating long term suffering”.

- In brief, Thailand, witn no exception, a picture of a society which gender roles exert a strong
influence. People act out roles that have been established within a heavy gender-based
constructlon of sexuality. Facing an AIDS epidemic,.there is no excuse what so ever that
-women remain in their passive and subordinate roles which can make. it very diffrcult for
" them to assert rights or inspiration. In some areas such as, reproductive health, women still

remain having limited voices and choices for their rights.

3. HIV/AIDS in its gender context
3.1 Gender role as contributing factor to HIV/AIDS

What impacts that gender has uponHi\_//AIDS epidemic?. As previously mentioned, Thai
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men.are allowed to have sex before marriage. Boys are accepted for their sexual behaviors.
Being a man in Thai society, they are expected to be experienced with sex. Young men
“entering school or university will be escorted to visit sex workers as “having the first lesson
with sex teacher”. " It becomes a very common practice. It ie the mattér of “Iooeing face”
among young men if.one remains'a “virgin” man. Those will be look down as “sexually

inexperienced” “young chicken” and “not knowing how to please women”.

Though the condom eampaign programme has been successfully implemented resulting in
the dramatically-decreased rate of sexually-transmitted disease and maintained zero -
prevalence rate for HIV/AIDS for general population, several problems start to emerge.
Si’nce-condom use is perceived as for “when having sex with prostitute”, it is unlikely to be
used among adOIescenf groups. Thus, HIV infection, unwanted pregnancy and abortion

become major problems for the younger age group.

Thai Girls, being in a passuve and submlsswe role, can hardly be capable of negotlatmg sex
from their boyfriends. Also with. socnoeconomlc problems arising in the free market
economy, people become more materialism and depend entirely on cash economy, more
and more young women become in traps in casual sex industry, as means for their survival.
It is estimated that a significant number of high school and university students engaged
themselves as casual sex workers. Such “products” become popular 'among men at all
level and all ages who are capable to “buy sex”, in the AIDS epidemic era. Thai men keep
their beliefs that the younger the girl, the lower chance of them getting STD/HIV. There was
a recent report of three junior high school girls, who became HIV infected from their sex
trading, appealed their case in the' newspaper for apologizing and forgivenéss from all men

they had slept with in the past three months.

Gender roles and its power relations are still significant factors in HIV/AID epidemic despite
all our efforts and attempts to combaf AIDS. It has been well-stated and accepted by
. various AIDS experts that without reconstructing gender concepts and problem_é as well as

empowering women of all commdnities; HIV/AIDS epidemic can 'hardly be prevented and-

-controlled.
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3.2  Marital and family relaﬁionships 'can"be Severely disrupted by: HIV infections

When HIV/AIDS occurs in the family, disrupt'ion to marital relationships and family life can
be expected. 'Accbrd_ing to our study, one-third of women, ‘whose . husbands are HIV
positive and found thefnselves HIV infected after, remain living with their husbands. .
waever, these women will have to engage in the role of major income earners.: They have
to.work while"carin'g fdr the ailing husbands. They suffer for having dual responsibility. for

the family as a whole and for their marital relationships.

There are phases of adéptation and adjﬁstmerit a positive women has to go through; first,
the stage of “Toke jai” (Shock and disbelief) .when ﬁnding_thét she is getting the disease. In
this initial phase, women may experience anger toward their husbands. However, they' will
soon entering the second phase of “Sia jai” (depression and sorrow). Thai WOme_n think of
themselves less than their children and family. Gender attitude play a significant role on
this. An excerpt from young women.who found that her ‘husbajnd had AIDS after only three

months of marriage may be well explained for such attitude:

“The only good thing | can think of is that we do not have any children. For myself, |
already become his wife. | love him so much. Sooner or later death will come to take
me. So, it does not matter whether | die now or later on. | already have my

commitment to be with him. We can die together.

Keeping such attitude, HIV infected husband passed away with the good care of his wife
\)vhosexheélth may -be deteriorating, but remain husbands care givers till the last minutes.
' Separation may occur in some couples. In these cases, HIV infected Thai men will return to
their parents and being cared for by .mothers, older and younger sisters. According to
. gender roles, women play a significant partin caring for family members in any situation.
Such gender belief may help women to overcome the crisis quickly, even too-soon. -The
last stage is “Tham jai”.when the women can finally cope with the situation. They will
struggle with their résponsibilities, caring for the family (often extended to the husbands’
family) and bringing up their children, trying to get any possible money for their growing-up

children
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There are group of HIV positive w’orﬁen with” higher socioeconomic class who can not

“reveal” themselves for supports. The reason is that if they revealed themselves even to
' their own parents, their husband HIV status will alsd be revealed. These women live in
difficult situation. There.is no one to turn to and they have to keep up “good face”, at the )
sometime tdlerating to théir husbands’. psychosbcial problem.”Womer'\ place themselves. to.
- support their husbands and the family without seeki'ng'supports for themselves. For this
group of women, we provide them péychological support and at the same time, keep their
confidentiality in our project. Howevér, there are a large number of women in this situation

' ~ that we can not reach.

"~ 33 Gender and Rebroductive Health of the bositive women
: \

Two out of three positive women in our-study have had history of fnducing abortion after HIV |
infection. As the majority of them found that they are HIV positive from Ante natal clinics. =~
- Most of them, at that time, were advised by healtH persohnel to have abbnion. Not until
recently with the effectiveness of drug therapy, the Women are advised to make their own
decision whether to terminate their pregnancies or not. -Some of the women managed to
carry on with their pfegnéht;y and hayi.r.\g healthy babies. However, for a 'new‘HIV infected
mother, only a few women take their chance and become successful of having healthy

babies.

The majority of positive women experience STD’s and'RTI's (Reproductive Tract Infection)
particularly with herpes simplex. Women suffer on and off with this oppbrtunistic infection. .
It disrupts their life particularly stopping them from work. Fdr those with day-to-day

temporary job, it means less money for surviving

Although AIDS is found in only a fev;/ number of menobadse aﬁd elderly women, it creates
so much problems for women at this agé. Social stigmatization and family prob’lérhs arise.
- There is a case of 54 years oid WOmen~whbse husbénd died of AIDS. She has to carry on
supporting her son to establish his business while trying to save the mbney»for her ailing
health.
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‘ 3.4 Gender and sexuality among HIV men and women

Findings from our focus group discussions with positive women have shown that gender -

. (power relations) still play significant role at-personal relationship level.

HIV men st|II keep the same attltude toward sexuality. Their sexual attrtude and behavror

remain much the same. A 28-year- -old posrtrve man stated

“I will never tell any women of my HIV status. My present girlfriend never believes this not
even when | tell her. The matter is not AIDS, but love and understanding among the oouple
is more important. If she happened to know and rejected me for that, | will look for another
woman. | do not care. There are hundreds, thousands and millions of .thenr waiting outside
for you providing j/ou have “good words” for them, put brains ihto your ntouth. They came

after you.

- Most posrtrve Thai women think the|r sexuaI life has passed Those who decrded to
maintain their sexual reIatronshrps will keep mix- up among posrtrve people. Some healthy
positive women were approached by non- posrtrve men, but they will keep their distance.
Most of them status before any decision taken in order to be farthful and honest to

themselves and to the men. Only a few men in the study group show the same attitude.

" The men’s attitude toward their remaining life is different with those of positive women. Men
tend to do anything for their health and their life, but women tends to devote themselves

toward the children and their family without thinking of themselves.
3.5 Power Relations in Established Positive Persons’ Club

" The Thai government has supported the establishment of positive persons’ club in‘different
regions of Thailand. Strong positive women movement is very much apparent in the
Northern region " Many AIDS widow clubs are organized in the aim to provide supports,
social, economic and psychologrcal to their peers. - This can be due to the high incidence
rate of HIV in the regron In the Northeast region, the chairperson of the club is usually a

man. According to our findings from the FGD with positive WOmen, some of the group
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activities are not appropriate for women. However, the women have to be passive, because
they feel “men are very good in writing proposal, good in Communicating and negotiatin'g
with the government workers for help, we are not good in this.” This reflects women

limitation of various skills, writing, communicating and technical skills.

4. Conclusion and Recommendations

, Gender play a significant role. in the AIDS era. Major problems We are encountering has
their deep roots in gender. Women are struggling through gender bias and misconceptions.
There are still so much work to be done in accordance to the gender rights reproductive
right and sexual right for the women in all communities, not just in Thailand. Women'.should
have their voices and yet choices for their own sake in society.’ It is undoubtedly, time for all.‘
women and their male counterparts to work togethér for further steps forward for the

advancement of mankind.
41 Gender education and reorientation for general popuiafion

It is'necessary to réeducate the present generation as much as educate the new.generation
on gender roles and power relations. The task my be difficult and take time. By exertion of
human right 'perspective, cultural norms, beliefs and tradition should change graduaily. Thai
women in history used to be regarded as men’s properties. Husband could sell his wife and
fathers cfould sell daughters when they ran out of money. ‘It was their right at that time.
Thai women nowadays are free from being‘ “slaved wife”. However, there should be some
measurés taken to be éure that “slavery” is not taken in different forms. Use both male and

female as gender educators.

42 Establishing supporting sy‘stemAfor HIV positive women

It is more than “a must” to create good supporting sys_tem for women with HIV infection. In
AIDS epidemic, women suffer more than.men with their role expéctation. Establishment of

peer supporting groups are essential for those who are out in the ‘open and for those who

are hiding in the shade of stignatization and in'the fear of “not being a good wife”.
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Supports should_ be'geared for both men a‘nd women, so that responsibi'lities;are' not placed
" heavily on the women’s side. Appropriate counselling should be done for all families with
HIV' infected person. Economic supports should be provided for'fami|ies in need. Women
should be encouraged for protecting reproductive health right, i.e., maintaining theirneeds

for children and family.
4.3 Local, 'National and International Networking for Gender Watch Activities

' Allied actiVities and movement must be encouraged at all ievels All forms of discrimination
against women should be diminished. Women shouId gain access to heaith care and
information as much as men. HIV mothers must be supported by communities and
governments to carry on their functions as well as being cared by others for their health.
Promoting gender issues and power relations between men and women as complementary

“to one another rather than opposite power.
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Thailand-2 |

" The New Face of AIDS in Thailand : Younger and Women
A Reflection on Gender and HIV/AIDS

Maytinee Bhongsvej
Association for the Promotion of the Status of Women of Thailand

1. HIV/AIDS in Thailand

HIV/AIDS has now become a major public health challenge to Thailand which experienced
the earliest HIV/AIDS epidemic in Asia. The latest statistics shows that Thailand ranks
third (128,606 cases) for top ten countries reporting the highest number of AIDS cases

among 210 countries reporting to WHO as of November 2000.
Responses to AIDS

Thailand has béen seriously committed in solvihg prbblems of AIDS. The interventions
ihavé been effective although it was a ,élow start, taking into consideration that the first
national policy.on AIDS started only in 1991.  Now, |t is toward the end of the 1997 — 2001
Prevention and Control Plan. The World Bank in its study on Thailand Responses to AIDS :
Building on ’Success Cbnfronting the Future attributed the success on several factors
including good surveillance system and good pilot prdjects which resulted in effective policy

options. The NGOs have also played an effective monitoring role well. .

Past achievements as cited by the World.Bank included a reduction of the infection rate
'amongi.sex'workers from 86 pércent .in 1990 to 19 percent in 2000. The_Prorﬁotioh of
~100 % Condom Use Project‘Which enabled sex workers and STD patients receive
_accessible and efficient / effective services, thereby redubing the ﬁsks involved. The project
‘also demonstrated a good multi-sector cboperation among concerned parties in 100" %
- condom use e.g._bfothei owners, PH officers, NGOs and police. Good cooperation led to a

decentralized planning system and budget allocation.
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Even though success has been achieved to a certain extent in the reduction of the overall
infection rate, a Big concern is related to the increase in women, younger ones being

affected. A o ;

A decade ago, women seemed to be on the periphery of the epidemic. Today they are at
_ the'center of concern with an alarrhing increase of HIV/AIDS infection. For the past two
years, 1999 and 2000, the number of young girls .and adolescents in the age range of 10 -

24 years affected by AIDS exceeded that of males. Statistics of 2000 appear below. -

Percentage of AIDS patients classified by age groups and sex in 2000

Age Group Percentage of Male Patients Percentage of Female Patients
- 0-4 5096 . 49.04
"5-9 5359 ~ 46.41
10— 14 0727 . . 7273
15-19 39.44 | 6056
20 — 24 ' 44.87 - 55.13
25-29 | 62.95 1 a70s
30 - 34 74.57 . 2543
35-39 - 7626 | . 23.84
40-44 ' 77.01 | 2299
45 — 49 7676 | 23.24
50-54 . 72.28 B 27.72
55— 59 | 7480 | 2520
60> . 8052 . . 19.48

Source : Ministry of Public Health
A study in 2000 also found that among factory workers,',the rate of infection has chang’ed in
the past 10 years. At the beginning, the ratio between men and women was 9: 1, it came to

3:1and now it is close to 1:1.

Rate of infection among pregnant women has been increasing in .all regions from 1.74 in

1997 to 2.2 in 1999. Area spéciﬁc, for pregnant women in Bangkok, the rate has increased
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from 1.3 to 2.3. Undoubtedly, as infections in women rise, so do infections in the infants

born to them.

Another tragic point is that HIV infection in" women ie,no longer restricted to the high-risk
oenavior groups. It has soread through heterosexua_l transmission to r'n.onogarn'ous wives
or partners of HIV-infected men. More than 90 percentof HIV cases of women sheltered at
the Emergency Homes of the Associétion'for the Promotion of the Status of Women, a

- charitable non-governmental orgainization in Thailand, are infected by their partners.

As the incidence of AIDS among Thai-women continues to grow; it has been sIowa
recognized that socral factors have much to do with the infection.. Unequal gender relations
| place women at a more vulnerable position towards HIV/AIDS and expos_e men’s risk-taking
behavior. However, more attention has to be dedicated to strike at gender issue and
HIV/AIDS on the public agenda as there is still in tackling HIV/AIDS problem the lack of |
understanding of the operatlng influence of gender roles and relations in the transmission
and prevention of the eprdemlc A much greater effort has to be made to awaken the
society that while the disease itself /s a health issue, the way the d/sease is transmitted or

the epidemic is a gender issue.

2. Examining The Gender Construction in Tha'iland"
Situation of Thai women

" Since the 1970's, considerable efforts. have been made by> the. government and non
- government organizations and women’s movements to strengthen the.roles and advance
the‘status of women in Thailand to reduce gender»inequelities As a result in present day
Tharland there is a greater participation of women in all spheres of life and women play an

|ntegra| in socra| and economic, a little less in political development of the country
Thai women participate actively in labour force, constituting nearly half of the economically -

employed population. Job opportunltres are now much more accessible to women whose -

‘potential and capabllrtres have been recognlzed Sustained economrc growth in the decade
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prior-to the economic crisis in 1997 has-improved many -aspects’ of social devélopment in
‘Thailand. Women’s health has improved with life expectancy at birth now being five years
longer than that of men. In education, the Iiteracy rate has increaSed,significan"tIy to 91

. percent.

In politics and administration, re‘presentation of women is still rather low both at the natjdnal
and local level. The general trend is that Wornen have a greater interest_in politics as
supporters and campaigners but not,necessarlily the election candidates. ‘At the national
level, women eenators and members of parliament form less than 10 ‘percent of the total’
whereas . at the lowest level of local admlnlstratron level, they’ form ‘about 10 percent

Representation of women as government executives is 12 percent.

While these scenarios are a source of encouragement, a closer scrutiny shows that while
women’s conditions have improved in some areas, inequality still .persists in others. The
~ intrinsic nature of inequality based on gender relations between men and women as '
determined by deep-rooted-cultural beliefs and traditions relating to their respective roles,
remarns Iargely unchanged The gains have not been accompanied by much greater
control over women’s own lives. Particularly concerning health, there -is not much
‘awareness about women 's rights to health and their vulnerability to HIV. '

}

Socialization of Men and Women in the Thai context

In Thailand, gender differences between women and men-are generally rigidly defined. In
the family, daughters are socialized to stay home, to do household chores to take care of

brothers and sisters and to partrcrpate much fess in socrety than boys
Girls are expected to start their domestic responsibilities in their early childhood while the
boys are excused from household chores. Boys are given more freedom to roam and to

play outside.. |

Emphasis on boys’ physical strength and leadership reflects Thai social values which

+ characterize masculinity as a biologically determined tendency to act as provi'der' and
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protector, leading to girls to internalize the helief that they'areweaker _than boys and need
to be protected. ' \ -
“Through the process of socialization_, the stereotypes of fernininity and masculinity have
been formed, formed, reinforced and passed on from generation to generation. In gender
tra|n|ng courses carrled out by the Gender Development Research Institute, when_
participants are asked to list what comes to their m|nd upon heanng the words men” and
'“women It is found that women are characterlsed by gentleness, politeness, service-
mmdedness weakness, shyness, dependence emotionality and responsnblllty for taking
~ care of the house and children while men are characterised by accomplishment, Ieadershlp
responS|b|||ty to be head and financial provnder of the household, physical strength, and

decisiveness.

It is thus not surprising to find that in the study, by Wardnee Fongkaew (1995), ' interviews:
*with young girls revealed that girls aged 11 - 14 in the focus group agreed that women
should be. polite, gentle and well-mannered. They also felt that-women need protection
from men whom they said should be strong,‘ confident and leader of the family while the
‘most important value of being a mother is as the person who gives birth to hvuman beings
and takes care of the family well-being. Women. were described as physically and |

emotlonally weak.

Such internalized vaIues and beliefs have consequently led to a significant power
differential between men and ‘women, with women being accorded subordnnate .status in

somety in general and in sexual reIatnons in partlcular

Subordination of women and HIV vdlnerability

-The followmgs are some of examples of how women can be more vulnerable and how

protectlon does not look easy as it seems.

In sexual relations, males are expected to initiate relationships while sexual assertiveness in

“women is often stigmatized. Thus, many. women beIieVe that men should decide when and
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how to have sexual relations. Women'’s fear of ‘abandonment limits their role in sex to

satisfying men’s desires

Women are exoected to have onelifetime sex partner and assume responsibility for'
keeping men monogamous upholding the role of protecting the integrity of the couple which
. is culturally assigned to their gender roles Mens polygamy is generally experienced as
women’s failure. As a result, women are more likely to be monogamous than men and to
have fewer lifetime partners. The issue is that when reliance on mo.nogamy or mutual
fidelity is advocated as a principal solution for AIDS protection, it can be misleading for
women as fidelity protects against AIDS only if it is completely mutual andi lifelong. It
. creates an illusion of safety for individuals who are monogamous but vvho cannot be certain

. about their partners. -

Love is used to explain not-using orotection against HIV. Stable sexual relations generate
‘levels of trust that lead women to be less insistent about prevention. Love and trust create
a false _sense of security that replaces the feeling of a-need for protection and this puts
women at risk. Findings in one study confirmed this behavior. Male factory workers use

condoms with sex workers but do not use it with girlfriends (, 2000). -

Within marriage orother long tern relationship, the_very suggestion of condom use carries
with it an indication of infidelity or other behaviors that could threaten the security of -
relationship, making it difficult- for both men and women to introduce condoms into an-
existing reIationship It is generally more difficult for women to negotiate safer sex practices.
To do so may have .serious repercussions ranging from stigma to fear of violence or
abandonment. The sexual vulnerability of women_;is compounded by their economic
- subordination. If the women are economically dependent on the male partners, the situation
is much more difficult for them to negotiate safer sex practices to protect themselves from
infection Male resistance to condom use and women’s |nab|I|ty to negotiate safer sex puts

women as well as men at greater risk of HIV |nfect|on
Schools ‘and other institutions that work with adolesoents are rather conservative in

providing sex education or otherwise discussing issues related to sexuality due to social

and cultural concerns about protecting young women from sexual experience. . As-a result,
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~ young women lack adequate information and skilis to protect themselves if they are sexually
active. ' A study found that girls acquired information about sex from the media ( Fongkaew,
11995). '

- Women are also vulnerable to coerced sex, including rape and other sexual abuse in and
outside of the family and forced prdstitution.. Any non?consensuai penetrative sex can carry
" an increased risk of transmission of HIVland other STDs particularly as men who rape are
not likely to use condoms. Violence against women, the clearest sign of male domination,
thus makes women directly or indirectly vulnerable to HIV. It should be noted that in
Thailand, aithough violence against women has'been underreported, the number of sexual
- violence that has been officially reported has more than doubled in the past 10 years. In
1990, there were 2,}817 court cases on sexual violence where women were victims. The_A
'numb'er increased to 5,840 cases in 1999. 1n 1999, statistics showed that one girl aged 15

and below was raped each hour (Bhongsve], M. and Vichitranonda, S ; 1999)

The AIDS /HIV reality challenges us to continue towards a true revolution that promotes -

~

cultural changes and this-means changing from the inside out.

3. Case Study: HIV/AIDS and the Association for the Promotion of the Status of
- Thailand- '

The Association for the Promotion of the Status of Women (APSW), a non-partisan, non-
- profit, charitable organization located in Bangkok, Thailand. Ilts main mission is to provide
assistance to destitute women and empower-women by promoting women’s rights and

“eliminating discrimination against women.

One rmportant actrvrty of the APSW is the Emergency Homes which provide help for
destitute women and children who are victims of forced prostrtution rape, HIV/AIDS
abandonment, domestic abuse and unemployment. On any given day, there are som_e 130
women and children staying at these Enwergency Homes. Up to the present day, more than
40,000 women and children from all over the country have been helped by these services.

All the services.and assistance provided to the women include food and shelter, physical
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and mental rehabilitation', education and vocational skill training to enable them to become '

self-reliant after théy leave the Emergency Homes.
Assistance to HIV/AIDS Cases

As sexually 'transm_itted diseases, HIV/AIDS pose an iricreasiryg threat to women in Thailand,
the past three to four years have seen a rhajbr i‘ncreaée in the number of HIV/AIDS cases
seeking assistance . ActUaIIy, the assiéténce to HIV/AIDS cases started about 10 yearé
ago and up to now, there have Seen over 500 womén a_nd a small number of children who
have sought the APSW’s help. At present,"the,re are 17 women and children shelteréd at
the Emergehcy Homes. APSW’s HIV/AIDS quarters in full capacity can shelter 30 patients.
Assistance that is offered to HIV/AIDS cases include s_hélter, rehabilitation and counseling
services, home Visits,' vocational skill training according to intérests. - There is no medical
_doctor attached to the Emergency Homes, however, the A_PSW is working in' close
cooperation with state hospitals to provideAhealthvcare to HIV/AIDS patients. The baring

- system at the Emergency Homes is carried out by the caées theh’nselves. The HIV poéitive _
but healthy cases tend to the less healthy ones. There is a timetable for activities on each |

.day. Theée include visits to the hospital if required, group or individual counselling, physical

exercise, meditation sessions, vocational skills-aétivities.

Some of the .cases ére also aétiveiy engaged in AIDS network a<_:tivitieé and.-serve as inVited'
speakers in sessions organizéd by the network in AIDS ’preventioni campaigns. For about
two years, the APSW gbt support from the Ministry of Public Health for a project which
enabled home visits of other HIV/AIDS cases in Bangkok. The project was succes_sfully led

_ by several HIV positive activists.

Gender Issues

Over 90 percent pf the HIV/AIDS cases of the APSW got infected by their partner and
generally did not realize that they were infected after the death of their partner. Théy were

reported to have lacked information about HIV/AIDS. Many. have found that people

"generally assume that if they have HIV ihfection, they have had multiple partners or
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engaged in prostitution, labeling them as bad women. As a result of this stigma associated
~ with HIV infection, some have been evicted from their homes, abandoned by the family

members. . -
Working with the New Generation

The woik of the Emergency Homes in offering the assistance to women and children is very
much on the welfare end. Facing with the problerhs faced 4by women which are mostly
gender-based, the APSW has considered that proactive approach should be attempted,
despite the small scale it could afford to -cal"ry: out. In recent years, the APSW, in récent
‘years, has carried out activities with youth in attitude — forming programs. The themes
center around issues that are df great‘ concern to the APSW. _The past s‘éveral years have
seen activities launched to create youth _Ieader's who could serve as change agents through
conducting activities with children‘in sch'ools. in Don Mliang area where the AAPSW is located.
Thus in 1999, the APSW ihitiated and .Iaun‘ched a project entitled “Learning from Friends”
\'N.here the' focus was to train youth catalysts who could assist in dissemilna'ting knowledge

_ and uhderstanding on HiV/AIDS prevention using a gender-based approéch.
. ) . . - .
" “Learning from Friends” Project

In recognition of the gendér dimension of the HIV/AIDS epidemic and the risk and
vuinerability of youth and the fact that it is-nl10re effective to use youth leaders in changing
the attitudes émong their peers, the APSW set the -goal with ah aim to instill in youth of
selected schools and educational institutions in Don Muang area, appropriate social
éttitudes, values and behaviours in relation to gender-based HIV/AIDS preventidn and the

- sense of family and community responsibilities. -
Major project aétivitie‘s- included the following's:
1. Méetings were held with the teachers of 7 schools so that presentation on project

concepts was made and activities to be carried out were ‘explained and at the same

time raising awareness on gender and HIV/AIDS.
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A Family Camp was organized to raise an awareness of the parents'of students

~ selected to participate in the youth leaders training with the main objective of

highlighting the importance of gender roles of family members in the prevention of
social problems particularly HIV/AIDS that affect youth and the important roles the

family relationship play in this regard.

The youth leaders training aimed at faeilitating.skills including life skills and af raising
an awareness of gender based approach to HIV/AIDS prevention. Topics included |
gender awareness, life skills, leadershlp skills, group dynamlcs HIV/AIDS )
preventlon Interviews with HIV |nfected women at the Emergency Homes were
also made. ‘

Youth leaders upon ihe'completion of their training then conducted “Learning from
Friends” activity programs in their own schools but the design may be diff‘erent
accerding to the leaders participatiﬁg. Sessions conducted in these schools shared
similar features. Each session lasted 3 hours. Topics included leadership,

gender, family relations — roles /conflicts, violence, drug addiction and HIV/AIDS.

The sessions employed participatory methods - bralnstormlng, VDO games and songs\

Presentations were also made to relnforce important points.

The project resulted in the foIIQwinge:

1.

There was an increase in the awareness of the teachers, parents and Don Muang

community on ways that youth can assist in the prevention of HIV/AIDS.

There are now an additional 33 youth leaders (20 females and 13 males) from 7
schools who have been trained as youth leaders who have acquired leadership and
facilitating s_kills, more profound knowledge and better attiltudes on-the gender-based

approéch‘ to the prevention of HIV/AIDS.
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3. A total of 281 M1-M3 students (135 girls, 146 boys) from 3 schools participated in
" séssions that new youth leaders took part in conducting the sessions which helped

raising an awareness onlgender and prevention of HIV/AIDS.

On the whole, the project results were very positive and the '6bjectives set Were .fully'
achieved (APSW,2001). Through' the trust the yduths had on project staﬁ‘, it was .
' discovéred that many students have personal and famify problems which in many cases
could easily lead to deviant behaviors. It is quite convincing that very close family ties are
the most important énd need to be strengthened 'to'avoid social problems that Thai ybuth
are encountering. - A pilot family camp which was a success helpe,d‘thé parents to have
heightened awareness on gender roles and how g.ender had implications on'the way they
. _have brought up their children. It 'was'suggested that family camps be organized as one

preventive measure for HIV/AIDS problem among youth.

4. Revisiting the Gender-Based Approach to HIV/AIDS *
Points to Reconsider

When linkages have been formed.between gender and HIV/AIDS epidemic, in many cases

it may be assumed that intervening with women is enough to improve their status.
Focusing on reproductive health programs, one expects that it means paying att_eniion to
women’s reproductive and sexual needs and rights which will be asserted when women are

empowered.

The questions.are:

Is it feasible to empower women by focusing only on women?

In ciréumstances, where women'’s status is subordinate and women-are powerleés both in

domestic realm as well as in society, how can they assert their reproductive and sexual

rights? .
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- How can women negotiate with their partners from a dependent position? )

Many reproducti\}e health p'rogfams targeting at women thus may be cons'idered successful.
For example, at the end of the programs, women have become more knowiedgeableof
their rights and better-aware of the sexual risks, even the programs aiming at empowering

sex workers to negotiate condom use.

. Then it rhay be clear that there is a need to shift to men to play a part in the search for .
~ solution. Thus in programs where men are the target, for example, the 100 percent condom V'

use project which was successfully launched in Thailand, still one might have doubts.
Are we reinforcing the rhale_dominant relationship?

- Whether to use or not use condom, to have sex or not have sex, thus seem to be totally .
dependent on the good will of the male partners; i.e.; it is within the discretion of the male

partners.

~

Are we once again entrusting the decision-making to men?

Another point to consider is related to the alternative often proposed to be the solution of
many problems to today. Many times, when issues of gender inequality are discussed end
attributed to be roots of many problems or when empowerment of women is mentioned,
very often the family as an intervention to work on is proposed as an appeaiiné alternative
‘or‘ approach.  Family, as an institution seems attractive and much‘ more acceptabje as it
includes men, women and children, all encompassed. -However,. within the reproductive
health eystem, if family is'taken as an intervention uhit, cautious consideration, h.as to be '

made as power relationships among family members may be omitted from being resolved.
After all, it is gender reIatlons that are issues of concern which need to be tackled, not on|y
men or women. We cannot afford to consider women without mvolvnng men or to work with

men W|thout lncludlng women in HIV/AIDS programs.

Thus, if vulnerability of women to HIV infection is to be reduced,
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- both men and women must join hands to eliminate gender discrimination and the

subordination of women.

- all those in positions of power - policy- makers, administrators, community leaders
must recognize the linkages between women’s economic and social status-and their -

vulnerability to HIV infection.

- men and women must reexamine the ways they perceive themselves as men and as
" women and the ways they relate to each other as husband and W|fe partners, Iovers,

brothers and sisters, parent and child, colleagues and friends.

Unless the interlinkages between HIV infection' and the gender relations are recognized,

the fundamental change required to stop this HIV/AID epidemic is unattainable.
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Women and AIDS in Ho Chi Minh City

Nguyen Thi Xuan Dao, MSW
Department of Behavior Sciences & Health Education
_ University Training Center For Health Care Professionals

Introduction

In Vietnam, since the first case detected in 1990, eight years later HIV has spotted all over
. the country. As of May, 2001, HIV infected cases reported reach 36,445 nationwide, in
~which, theré are 2989 death cases and 5490 AIDS patients. Drug users infected are the

leading cases at 60,94%. The inféction profile by age has a precipitous peak in the age
 group 20-29 at 49,37%. - |

~ The proportion of 8:1 between men and woman in HIV infection in 1996 is narrowed as 3:1
in 2000. | ‘

‘General situation of women and AIDS in HCMC

Ho Chi Minh city is largest city in Vietnam with 5,169,449.in popﬁlatiOn as of 2000.

People in the city is open, dynamic and sensitive to the change'thét makes the city a well-

known ‘center of economic, trade, scientific, cultural growth in the open-door policy.’

In 1990, the first case ‘of HIV infected is deteéted in HCMC which agitated the public and
made HIV infection a big issue. Since then, HCMC consecutlvely ranks flrst in the number

of mfected cases nationwide.
In 2000, with /7,444 seropositive céses, Ho Chi Minh city suffers more than“/4 of the cases in

Vietnam. In which, women cases reached 1 ,490 and the proportion of women and men was
1:3, | | |
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Year 90 91 92 93 94 g5 96 97 98 99 00 Total

Male 0 o| 1 |586 |443 |465 |582 | 624 849 | 975 | 1429 | 5954
Female | 1 ol 2 | a5 | a0 86 120 | 158 256 | 189 593 | 1490

MF % | 100 667 |71 |82 |156 |17.4 |202 [232 [162 | 293 | 20
Source: National AIDS Committee of HCMC, 2001. ‘ "

The report of National AIDS Committee of HCMC realized that the infected women cases
“have been increased more and more in the rece_nt years. Concretely, 15,6% cases of the
infected women in 1995 increased to 29,3% in 2000. The children. consequently infected
.thrOl;Igh mother-tp-child modé of transmission grew up remarkably from 0,4% in 1995 to
3,1% in 2000.

The social, economic, gender i'nequality, and structure issues that have placed women at

an ever-growing risk of acquiring HIV. _

Women in family are at risk of HIV infection without,a_ny resistance. Center for Tropical
Diseases of the city, one of three centers responsible for HIV/AIDS cases in thé country,
noted that women did not know they got infection until they came to the Center, 97% of

them were acquired HIV from their husbands. .

Women in prostitution ranked second after drug users have moved from 2 to 3% for

several years, but their infection rate began grow up considerably in 1998. -

Year 93 94 95 - 986 . 97 98 99 ~ 00

n % | 'n % n % n % n % | n % n % . n %

CSWs 7 111111123119 134117 (24| 24 | 31 25 23 |89 | 7,7 | 321 | 15,8

Source: National AIDS Committee of HCMC, 2001.

The situation becomes worse. The age of infected CSWs tends to lower than before. The
number of CSWs aged from 13 to 15 increased 6.7% in 2000 if compared to 3.5% in 1998,
- according to the figure of Women Rehabilitation Center in HCMC. And, yéung CSWs
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involving in IV drug use reach 50%. In addition, the growth of infected cases has been
found out among CSWs who come back from the brothels in Cambodia. Their infection rate

is as much as four times higher than domestic CSWs.

HIV/AIDS in Gender Context

In term of the infection of H'I\'l', women are m'ore vulnerable to- the infection than men

physically and socially. Risk of infection in women is higher'from 2 to 4 times than in men

through unsafe sex (Phan Thi Le Mai, 1996) | \

& Stereotype related to HIV/AIDS and its transmission mode have had a deleterious
effect on women - | '

Unlike other places in the world, .the first cases usually feel onn at-risk behavior groups,

 the first seropositive case in Vietnam was an ordinary young wc}man; who was in love and‘

just wanted holding love by giving love, that led her to engage in premarital sex_dal activities

with her fiance, an oversea Viethnamese. At that time, people were startled by the new fatal '

disease in the scandal reportage on the dailies that told the story of a woman with the
- notoriously fast loves. HIV/AIDS was introduced to the public for the first time under the
name of the disease spreading from prostitutes or from the women w'ho,practice immoral

sexual habits.

. Submissivé to men which creates condition fof the HIV infection to women

Traditionally, the husband is the most powerful one bedaus’e he is the head of the farhily.
Wife should obey husband. This tradition sanctions wife not to refuse sexual activities to
husband even she knows that he-has extramarital or becomes the person who can pass on
HIV to her. There was a woman who came for counsellihg disclosed that she got HIV test
every 3 'months since she knew her husband was not faithful. This was the only way she
could do for "HIV{AIDS prevention”. Or, a young infected woman coﬁld not ,stopf her lover
from making Idve with her by insisting him with the truth about her HIV infection. The reason
most often given not for not. refusing undesired sex was concern about hurting_their
partners’lfeeling - more so than shame or fear ( Miriam Lewin, 1985 as cited by Nancy

Golstein in Gender Politics of HIV/AIDS in women).
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Presently, men continue to be the one who make decisions, both in family and in community.

“Although women today have been empowered more by education, job opportunity, Law on -

Marrjége and Family, the exercise of their rights is still limited by interpersonal power which .
'gppe'ars to influence women's options for safe rénd respénsible sexuality. Moreover, the -
violation of Law and violence against women has occurred regularly. .Rapé, sexualﬂ
harassment, deceiving or forcing women to work in prostitution, trafficking women seems to
be increasing (Le Thi Phuong Mai, 199'8) '

* Years of olut-of-family in replacement 6f‘ men in battle d'ufing Vietnam war offered women a
“chance to prove their potential capability. The status of womén of HCMC is now apparently
equal to men’s educationally, professionally, scientifigally, politically, however, the status is
different depending on urban or rural areas. But, it seems that wdmen have still been
naturalbearer of an ideology based on conformism and servitude when men, after war, \
return to take their power in economic position, both in family‘andAc'ommqnity. Accordingly,

‘women easily tum to be less self-assertiveness in their intimate life. -

Using condom as HIV precaution is power in sexual relationship
The rate of infection of both' women in prostitution and woman in family have risen up
ceaselessly indicates that the condom precaution for heterosexual mode of transmission
in. the vicious circle of men —women in family- women in prostitution remains a question

. addressing to gender issue.

The finding of .assessm_ent of peer projéct among CSWs in HCMC showed that the |
submission to men was also found in CSWs in using condom with their customers, their |
husband and their boyfriends. The highest percentages (36%) of CSWs answered that they
had never use cohdom with their husbands and iheir boyfriends. Only 24% 6f them
'practiced safer sex but did not practice with their _huébands or boyfriends. Focus group
discussion revealed that they had strong confidence in their husbands a'nd boyfriends. That
confidence may be shown by not usihg condom during sexual practice. ‘They 'did not
practice safef sex because “We believe and love each other”;' In other wofds, they did not '
want to get “a vote of no-confidence” for their sex partners. Thus, fhe practice of safer sex

on the part of CSWs depends upon the sex partners. The submission of women to men
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'ca‘n also be a factor affecting sexual behévioral chénge Women had tendency to let men‘
decide everything. They are always ready to satlsfy what men want. The focus: group
dlscussmn also found that CSWs submltted easily when customers said “no” to condom,
much more so when it is their husband or boyfnend who said “no” (- Nguyen Thi Xuan Dao,
1995). '

In 2000, the rate of using condom among CSWs has increased remarkably, it reached 60-
70%, however, the rate of infection of CSWs has also increased. There are many factors
~ affecting the increase, but the inconsistent frequency of using condom with .sex partners of
CSWs: is not taken into accodnt. The number of exposures neceséafy' for transmission of
HIV to occur is still unknown. Yet, cases attributable'to just one exposure hdave beer'lv
recorded, and it is known that the risk increase indirect proportion to'the number of sexual

contact with one or more infected person (Wi nkelsteln W.D.M Lyman, N. Padlan et
‘ al.,1987 as cited by Nguyen Thi Xuan Dao in Assessment of Peer pro;ect in the HIV/AIDS
‘prevention.for CSWs i in HCMC, 1995)

‘e Stigmatization in the. fam:ly toward women that makes the access:blllty to health

care services lmpossmle

~ Women are usually considered as the source of transmission or condemned aduitery if their o
husbands are detected HIV infected. In fact, most of them are infected by their panneré
and usually enter their AIDS stage after their husband death. During the last phase of

B iliness, they were neglected‘by their_husband’s-family and died in loneliness.

Also, pregnant women with HIV usually know that they are infected when they come for
delivery or in prenatal examination and disappeaf after they are 'qetected as seropositive.
Young women have much more risk of infection

"HIV passes even more easily to young women than to adult women because of their bodies

are not mature. Older men who have sex with young women and girls, for example those

seeking virgins in the mistaken but widely held belief this will protect them from HIV, place
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their partners at great risk (UNICEF, Progress of Nations, 2000). In addition, the insufficient
of knowledge on seXuaiity that also puts young women at risk of becoming HIV contracted.
In the research of 1999 on sexuality among students 6f secondary‘schools, aged 15-17, in
HCMC, the findings revealed that-their puberty and sexuality came earlier than what people
have believed previously while knowledge on reproducti\}e health among them was low due -

to improper attention of this aspect of- education (Tran Ar{h Tuan, Nguyen Duc Tri Duhg,’ ’
1998). In.the same vein, a study on the reproc_iudﬁve behavior of unmarried students, aged
17 -24, in Ho Chi Minh city and Ha Noi, noted that their knowledge about contraceptive
methods and sexually tranmitted: diseases was quite limited, although thei'r knowlédge of -
HIV/AIDS was high (Vu Quy Nhan and Ngo Dang Minh Hang, 1996 as cited by Khuat Thu

Hong in Study in sexuahty in Vietnam: the known and unknown issues, 1998).

‘Response to AIDS

HCMC has‘a_pplied various approaches in HIV/AIDS prevention. For more than a decadel,
the city has encountered the epidemic in any efforts. It must not be underestimated the
achievements which have been made in detection, surveillance, research, IEC for

prevention. But in social aspect, the gender sensitiveness remains almost untouched.

In general, the HIV/AIDS programs in the city have been much interested in women but not

included the gender issue yet.

Peer project' for CSWs

In 1993, peer education among CSWs was initiated by Save the Children Fund (UK). The
assessment of peer project, at that time, noted that the peer group-project for commercial -
sex workers is new model both in approach and in management. The project inputs focus
on human resource development. This is aimed at a community outreach and an integration
of delivery target clients and agencies: The effects basically indicate changes towards the
‘practice of safer‘sex-among peer educators and beneficiaries of the program. The incidence

of safer sex is however not sufficient to pre~vent the spreading of HIV infection. Condom
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usage will have to be combined with regular STD check-up and treatment as part of the
method of HIV/AIDS_ prevention-and control. The replication of the project, however, can be
done by institutionalization through training of regular staff to .c':arry on.the task of peer
educators to get confrdl the spread of HiV infection among the speéial target group when
the project phases out inevitably. But, perﬁaps,‘ most important of all, the approach seen
through the human development process is a meaningful introduction of the professional-
-practice of social work towards a multifaceted issue. The model is able to replicate the
condition that the professionally trained workforce becomes a key factors in the efficient and -
effective delivery of social services in Vietnam (Nguyen Thi Xuaﬁ Dao,1995). Later, the péer
projects in the form of cafeteria for CSWs and drug users were run by the Women'’s Union.
"There are peer projects in 9 districts ovér 22 districts of the city presently. The cafeterias as
drop-in centers where HIV/AIDS health education, counselling, condom _distribution, needle
exchange and STDé check-up clinic are conducted. The outreach prograrr'; to red Iighf
areas for dist_ribution of condoms to CSWs or needle eXcha_nge to drug users is another

.- activity of these projects.

Prenatal prevention program for HIV pregnant women

. The program has been conducted for 2 years on HIV pregnant women at two Gyn-Obis.
hospitals, Tu Du and Hung Vuong, in HCMC. Basically, the program aims to study the

prevention of HIV infection through mother-to-child mode of transmission.

The average age of infected pregnant women is from 22 to 25. The average age is
relativeiy young in women that raise a question: Do most women in those get infection by

being married? If so, nothing can be a goad for all of us than it is!

So far, there are 21 cases in the two hospitals under treatment of the mother-to-child
transmission program which is spohsored by UNAIDS. The first encouraging indication is
the number of mothers in 2000 is higher than in 1999, it mlght be they can overcome the

stigma barrler to save their chlldren at Iast
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¢ Reproductive health education for youth
Reproductive health education for youth has been integrated into secondary school (9" 12"
grade) by UNFPA Project VIE/88/P09 “Family Life and sex education” which includes the

issues relating to sex, sexuality, friendship, love and family planning.

Recently, -thé informal short -term courses on reproductive health Have been conducted by
Youth Association of Vietnam in HCMC‘for out-of-school youthj This type of health education
_takes' the form of small groub diécussion.'The provision of information relating to’ love,
marriage and family when it is needed is made through counselling unit of the Association.
'Although the courses have been held for both sexe:-é, most of the participants are girls. It
may indicaté that boys are expected to be sexually experienced, leading them to be less
receptive to information regarding to sexuél health. |

A number .of activities of NGOs in HCMC have beeh cont_ributéd to the HIV/AIDS prevention
A With gender approach. In 1996, CARE-IntérnationaI'ih Viétnam, cooperated with Women ’
Union, initiated a training module on skill of self-assertiveness in'prgvention of STDs for.
women in 3 southern proyinceé and -HCMC. The 5-day course content focused on fe_maie
sexual‘organs., STDs, safer sex and skill of self-asserti'veness. The riartipatory method was
used in this module. SCF ‘(UK) has also developed a 4repro_ductiVe health pilot tr,aini-ng course
for children in difficult- circumstances in attempt of preventing the young ones from the

dreadful disease.

Lid
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Conclusion

" . Women in HCMC are not an exceptlon in the whirl of HIV |nfect|on In the same boat with
bwomen all over the worId the risk of women and the part wh|ch they are pIayrng in the
‘spread and conta|nment of AIDS is embedded in gendered power relationship. The gender
.|ssue is most rdent|f|ed as the role playing out in heterosexual transmission but ga|n Ieast
"attentlon in the prevention strategy presently. The awareness -of the gender and power
reIat|ons which structure sexual |nteract|on and reIat|onsh|p has not yet been |ncIuded in

most of the HIV/AIDS programs

Specifically, the focus on women in orostitution of most H.|V/A|DS orograms in the city led
women in fam|Iy being consrdered at I|ttIe risk from HIV infection. In add|t|on the behavror
» ‘ changes that des|gn for women in prostltutlon fa|Ied to meet the needs of women in fam||y

| And, men in the V.ICIOUS circle of heterosexual transm|ss|on are not mentloned properly

. under gender aspect.

Importantly, under the threat of HIV of the city, the young people have been attacked
consistently over years, the challenge today is that the self'-;protecting behaviors of adult are
necessarily managedl at the same time with the nurture an environment,, benefit to self-

-~ protecting behaviors among the youth.y

Laws relating to protection of women in marriage and family have been less successful
where there have not been concurrent changes in social and cultural value. Accordingly,

~ communities must support by enforcing such laws into practice.

A better understandlng of gender issue should be strengthened among men and women
that wnll be essentlal fori |mprovmg the reduce of vuInerablhty of women to HIV |nfect|on
In donng S0, we are able to save more than half of population in the world and save the

.

cont|nu|ty of life through our newbom too
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|
GENDER ISSUES IN HIV/AIDS

Khuat Thu Hong, Ph.D.

Market and Development Resea_rch Center

Country's socio-economic profile

Viet Nam is located in Sout'h East Asia, sharing border With China in the North, v'vivth Laos in
the North West and with Cambodia in thé South West. According to the 1999 National
‘Census, total population of Viet Nam is 76 'm'illion. Due to the high popﬁlation growth in the
last decades, Viet Nam has a high popUIation density, 219 habitants‘ per square kilometer.
Major part of population concentrates in two plains, Red River Deita in the North, and the
Meko'ng' Delta in the South. Viet Nam is multiethnic state with about 60 different ethnic

- groups. - Majority of Vietnamese people belong to Viet ethnic.

Political leadership belongs to the Vietnam Communist party. Regarding national legislature,
. Vietn"am has a unicameral 450-member National Assembly; election takes place every-five

years. The National Assembly appoints the président and the cabinet.

The reform Aprocess known as Doi Moi launched in 1986 has clearly achieved considerable
progress in imprc;ving the 6vera|l We'li-be‘ing of the vast majority of Vietnamese people.
Poverty has been reduced from more than 70% in the mid-1980s to 37% in 1999. GDP has
ihc’reased from less than US$200 in 1980s up to US$400 in the year.2000. Average life
expectancy has been extended by around five years since the mid-1980s to reach 68 years
today (Government of Viet Nam, 2001). Nine out of ten adults are now literate. Primary and
lower secondary school enrolment rates have increased up to 97% and 62% respectively.
Infant mortality rate has declined from 50 per 1,000 live births in the 19805 to 37 per 1,000
live births. More people now have access to clean water, sanitation and better health care
(Unitejd Nations, 1999). ‘
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Still, there are 'many 'challenges Viet Nam has to ’ove‘rcome.v The country ranks oﬁly 110" of
- 174 countries in the world according to a composite index of human dévelopment reflecting -
life expectancy, education and material well-being. Average income per capita is still very
~lbw, poverty'and near—pov‘erty remain widespread. Income gaps aré' -slowly widening
between urban and rural areas, and across regions. Landlessness is gradually increésing '
and cohtrjbu_ting to pockets of persistent poverty in the face of slow growth in off-farm -

employment opportunities.

‘Many of these socio-economic characteristics have shaped the profile of HIV/AIDS
epidemic in Viet 'Narri and at the same time have presen"_ted challenges to the national

HIV/AIDS prevention program.

Gender relations in Viet Nam

Theifé is a strong history of bgénder eqﬁity in Viet Nam, péﬂly resultiﬁg from ancient

matriarchal traditioné. However, many- of these were eréded ‘through centuries of

| Confucianism that spread during the years of Chinese occupation. With the advent of thé
.Communist Pafty, socialist policy enshrined gender equity in the Constitution of Viet Nam
- and many policies of the Goy'em‘mer'\t. This has led to the current relatively high-gender

bdevelopment index (GDI) in Viet Nam, compared to other countries in ,th'e region and

countries with a similar GNP. : |

Although women in Viet Nam benefit from high health, education and gender equity -
indicators - as illustrated by the GDI (beloW) - women still fare worse than men in education
“and health statistics even though the disparities are less pfonounced than in rriany other

- countries of the region, and other countries with a similar level of economic development.
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o Table 1: Regional i'nd’exes'of human and gender development o 7

Human Development Index | Gender Development Index
Rank among 174 nations Rank among 143 nations -
Viet Nam 1108 |89
Lao PDR 140 , ' 117
Myanmar 1125 102
| Thailand - 76 u 62

Source: UNDP Human Development Report 2000

~Viet Nam is a country in ,which.'gender roles are ih transition. Gender stereotypes and

gender values in Viet Nam have ch'anged little from earlier decades or oenturies aIthough
what women do as part of their da|Iy tasks has changed dramatlcally in recent years.

: Juggllng these muitiple, and sometimes contradictory expectatlons ‘has created new‘
_stresses for the younger generations of Viethamese women. The present full time

productlve workloads of women are t’:onflicting with traditlonal roles and values causing -
angwsh and confusion for many women trying to fulf|II all expectations of themselves

(Franklin, 1999). '

Equality of course r_heahs changing gender roles for men as wellas women, and women are
recognizing this in the way they are approachingtheir relationships with the' men in their
'Iives A stuoy of gender conducted by the National Committee for‘the. Advancement of
| Women looked at men and women’ 's perceptlons of the ideal man. Wh|le men perceived the
ideal man as a person earning a lot of money for his famlly, women - partlcularly ‘young
women, considered the ideal man as a good father and husband _who loves, understands'

and supports his wife actively (Franklin 1999).

As in many countries of the region, the majority of men and women in .Viet Nam live in rural
areas. The paid positions that women hold are predominantly in hotels, restaurants, tourism, -
banking, _ schools, hospitals and heailth care centres, andﬁ in textile and garment
'maanfacturing - where they run 80 per cent of the businesses (Desai, 1995). Men dominate
in the areas of forestry, chemlstry, science and technology, sport cuIture heavy mdustry,

energy, irrigation and construction.
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Thé 'socio-political structure of Viet Nam has shaped mariy of the current trends in the
country.‘ Viet Nam has a very stable goVernment that contributes to socio-political stability .
and 'sfrong mass organizations such as the Women's Union, which has eleven million
members (NCFAW 2000). The Women's Union has been a very popular counterpart for aid
agencies working |n women's projects, a§ it provid'e's an easy mechanism by Which to

access women from the national to the commune level.

The rate of women in Vietnamese parliament i the most significant indicator for women in _ )
Viet Nam, which is the highest réte fo.r the A'sian_ region, and higher than or equal to many
highly developed ‘countries'. However, ensufirjg women are involved in decision-making
progesseé from a éofnmune to a national level, remaihs‘a challenge, especially for ethhic

minority and rural women who are most isolated from decision-making processes.

Country " |% women in | Viet Nam has a highest rate of

' ‘Parliament ~women in parliament among Asian

) -| countries and ranks second after

‘Viet Nam 1262 ' New Zealand (29.2%) - in Asia

| cambodia 8.2 _ , Paciﬁq region. There are onl)( 10

A : — countries in the world have higher

Lao PDR 21,2 rate of women in parliament (Cuba,
Thailand 66 . : Denmark, _Finland, Germany,:

T , | Iceland, Netherlands, New Zealand, °
SriLanka =~ 4.9 o Norway, South Africa and Sweden)
Sweden 427 '

South Africa 30.0

Turkmenistan 0.24

Australia | 224
Panama 9.7
Kyrg'yzstan 47
Kuwait 1 0.0

Source: UNIFEM, 2000. Progress of World's Women

The National 'Com.mvit.tee‘fo,r th’e‘Advanc'ement of Women - the Govemnment policy-making
mechanism for women's and gender issues has been set up in 1993. The most important
~ national policy on women is National Plan for the Advancement of V|etnamese Women. The
first POA which covered the penod 1993 2000 has just been reviewed. The second POA for
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~the period 2001-2005 has recently developed and ‘submitted to the Prime Minister for
' approvaI Th|s policy covers six critical areas of concerns. These areas include equal rrghts
in the areas of labour and employment to |mprove womens economic status and living
.standards, equal rights in education and training, improved . health care, the role .and
position' of women in'Ieadership mechanisms and decision making, the protection and _‘
promot|on of women’s nghts and enhanced nat|onaI mach|nery (Natlonal Commlttee For,

the Advancement of Women 2001).
~ Gender issues in HIV/AIDS

The first case of HIV positive was detected in Viet Nam in. 1990 Over the last ten years,
‘Viet Nam has experienced a rap|d |ncrease in the number of new HIV infections. By April
2001, the cumulative number of reported HIV infections reached 32,359. The actual number
' of infected persons may be as much as three times higher. There have been 5,245 reported
AIDS cases in Viet Nam, resuIt|ng in 2,759 deaths. AII 61 provmces have reported

HIV/AIDS cases (UNAIDS, 2001). |

In both HIV and AIDS reported cases, the majority (65%) is related to |nject|ng drug use. '
There are also |nd|cat|ons of mcreasrng risk for heterosexual transmission. The number of .
HIV positive women has been steadlly_ increasing. The number of HIV positive pregnant .
women has increased from 0.02% in 1994 to 0.2% in the year 2000. Sexual transmission of
HIV has also |ncreased among femaIe sex workers with a prevalence rate Increased from
0.59% in 1994 to 4.33% in the year 2000 According to the ‘Government estlmatlons and
projections, current HIV prevalence among adults is .estlmated at 0.22% and will rise to
027%by2005. '\ - o |
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Table 2. Distribution of HIV cases by Gender (%)

|Year | Male Female Unknown . -
1995 | 86.2 1138 |

1996 ~ [850 15.0

1997 © |873 |17 |10

1998 | 851 13.7 12

1999 {881 . 11.7 | 0.2

2000 - | 854 11406 |05

Source: Ministry of Health, April 2001

According:to the UNAIDS in Viet Nam, the epidemic in Viet Nam has ample room for growth.
The sex trade and the us'e"]of illicit drugs are extensive and 4mobi|ity within and across
borders could 'evehtually translate into a higher number of HIV positive people. The data en ,
" HIV infection rates and 'mortality do not tell the whole picture of the epidemic in the country.
The actual number of HIV infected peoble is believed to be at least three times Higher than
the number of detected cases in the ceuntry. (Ministry qf Health, 2000). Fuiiy aware of the
fatal ~impact of the epidemip to the socio-economic development of the country, the

Govemment of Viet Nam has estéblishe_d HIV/AIDS as one of its priority programs.

In Viet Nam, HIV is perceived as a result of socially deviant behaviour, such as drug
addiction and sexual promiscuity. As social acceptance of such behaviour is less lenient for
women than for men, gender norms shape the way men and women infected with HIV are

perceived. For example, HiV-positive women face greater disgrace and rejection than men.

Long-term care varqm_d expensive drugs and the therapy are required for' the trearment of
HIV/AIDS. Few patients or their families are able to afford to purehase necessary treatment
and health services. Most care is provided Within the family. As women are considered the
. primary care givers, women play a leading role in caring for family members who are
infected with HiV/AIDS. Furthermore, in the case .of peor househel_ds, if the husband
contracts AIDS, the woman adopts additional responsibilities regarding income generation
as well as domestic responsibilities and providing health .care for the patients (NCFAW,
2000). o - ”
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Since 1995, the Government of Viet Nam has taken important measures to curb the sp'reéd
of HIV/AIDS, by creating a policy environment supportive to treatment and-preve‘ntion
efforts. Practical activitie.-s.have been introduced, largely under the guidance of the National
AIDS Committee. These include safe professional practices within the health éare systerh, a
prevention campéign, laws restricting high-risk behaviour such as prostitution and drug
abuse,. and treatment for HIV/AIDS patients. Infofmation about HIV/AIDS has been
integrated into Ministry of Culture and Information publications, the priméry and secondary
school curriculum, and national television and radio programming. Mass organizationé such
as the Fatherland Front, Youth Union and the Women Union have also -implemented
communication and cbunséling programs. Despite these efforts, the 'HIV/AIDS epidemic
continues to spread in Viet Nam and the increasing trend of women's infection is alarming.

.According.to the recent situation ‘analysis by the National Committee for the Advancement

of Women, there are several factors explaining the gender issues in HIV/AIDS in Viet Nam:

First, although in Viet Nam the number of women with HIV/AIDS is lower than the number of
men, many factors limif women's ability to protect themselves from vinfecvtion.ﬂ Many women
especially rural women, lack adequate information about the transmission and the
prevention of HIV/AIDS. A recent study of 266 men and 134 shows that, 80 percent of men
know that use of condoms can protect oneself from HIV/AIDS infection, only 55 percent of
studied women know that; 69 percent men know that use o clean needles can protect

oneself from contracting HIV/AIDS, only 5% of women know the same thing. .

Men genérally do not recognise their responsibility in the protection women's seXuaI health.
One study reported that of 91 male AIDS patients, 39 percent did not. inform their family
about the disease, and only 37 percent used condom when having sex with their wives after

they knew they were infected (Le Dang Ha et al., 2000).

The social constructién of sexuality with its inherent myths and values around morality,
fertility and sexuality' has been used to project social values and norms that have been
different for man a.nd. women. Vietnamese cuIturé considers female ignorahce of sexual
matters is a sign of purity and conversely, knowledge of sexual matters and reproductive

physiology, a sign of easy virtue. At the same time, men are expected to be knowledgeable

N
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of sexu'al_‘mattérs and tobé active in sexual relationship. Women are expected to be faithful
while multiple sexual partnerships of mén, in general, are tolerable. These stereotypes
- construct the gender relations which limit women's power in negdtiation of safe sex: with
their male partners, to discuss sex or sexual responsibility or determine their own

contraceptive ‘or sexual behayior (Esposito et al. 2000). Therefore, women's chances of
| infection through husbands'” who engage in high-fisk behaviour such as unprotected sex with

‘many partners including sex workers or intravenous drug use i5"very, high.

Rural women can get infection from their husbands who go to work temporarily in the city.
»Because the limited employment opportunities in rural areas, many men have to go to work

in cities where they may engage in unsafe sexual contacts (Dang Cahh Khanh et al., 2000).

Second, information, education and communication (IEC) -campaigns for prevention of
HIV/AIDS do not reach all sector of the population and have not met the needs of individual
target groups particularly women who do not practice high-risk. behavnour and poor women,
‘Awareness campalgns often focus on mdwuduals considered by somety to be deviant and
rarely address changing behaviour such as safe sexual behaviour and use of clean needles.
Third, government resources aIIocated for combatmg HIV/AIDS are rather I|m|ted and
knowledge about the prevention and treatment of the disease wnth thin health system is
inadequate, especially at the éommuné level. Not all health centers are able to provide a
safe blood suppiy 6r sterilised equipment. Through reprddudtive health and family planning
o prbceduresl women are more likely to be vulnerable to infection through unhygienic |

..conditions than men are.

Fourth, quality counseling seryi;es for both men and women is not readily available,
particularly within réproductive health programmes. Health_workers rarely address the risk
to patients with reproductive tract infection of contracting and spreading HIV/AIDS, and
rarely promote the use of condoms for birth contrbl and protection against STDs. Men's
responsibility for protecting themselves ahd thefr female partners from HIV/AIDS ‘is nbt

~addressed through IEC or counseling.

Finally, prote(:ting women  from HIV/AIDS has not’ been Aconside'red by the natiohal

HIV/AIDS program to be an urgent task. Géndef—sensitive policies have not been devéloped. '
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Gender ‘issues of HIV/AIDS have never been.officially _mentioned in any Iegal document on
. HIV/AIDS preventron Specnflc program or action addressing vuInerablllty of women in both
eprdemlologlcal and social aspects as well as policies addressrng the critical role of men in
preventing HIV/AIDS through practice safe sex, have not been developed, except few small .
scale pilot |ntervent|ons by non- governmental organ|zat|ons Majority of staff worklng in the -

\
\

government system of HIV/AIDS prevention is not aware about gender.

Many things are required for gender issues to be ‘adequately addressed in policies and
programmes of HIV/AIDS prevention - in Viet Nam. There are at least three most critical
points Viet Nam has to take into account. Rarsrng gender awareness and improving skills. of
gender analysis for policymakers -a_nd program managers as well as’ implementers in
HIV/AIDS prevention systems are the first priority. -Strengthening researcn capacity von
gender is another important task. So far, few research on gender and HIV/AIDS have been
oonducted in Viet Nam. This creates a shortage of scientific evidence ‘'serving basis for
development of gender sensitive'policies and programmes. Improving skills,of advocacy for
researchers and community'activists, is also a critical step to ensure that gender(is

addressed in process of designing and implementing HIV/AIDS policies and programmes.
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Sex Workers in the Northern Provinces of Vietnam:
Social Aspects and Risk Behaviour related to STDs and HIV/AIDS

Khuat Thu Hong,‘Nguyen Thi Van, Le Thi Phuong and Khuat Hai Oanh '

A. INTRODUCTION
l. Research purbose . ,

The nurhber of People Living with HIV/AIDS has increased steadily in Viétnam since the
first case of HIV was réported in 1990. In October 1997, there were 7073 reported cases.
Of those, more than 1000 had developed AIDS, including 500 who had died.

While epidemiologicél studies have noticed a decrease in'the nurhber of intrave'nous.drug
users infected with HIV, the nurhber of infected sex workelrs has been slowly increasing’ -
and the has spread to other social groups. Among the high risk beHaviours associated with
the HIV/AIDS infection,_.sex"ual behaviour has become the focal point. of the intervent'ion‘
" program. However, so far we have not collected sufficient information on sexuali
behaviours in the community and particularly on the sexual behaviours of sex workers. A
research on this particular topic is therefore urgently needed. Only when we have a good”
understanding of the sex.-workers’ socio-economic characteristics énd sexual behaviours
will effective intervention programs be .putﬂ in place to prevent the infection from further

~ spreading in-the community. -

Over the last few years, 'the: media in .Vietnam have tried tc; warn the populat_ion of the .
. increase in prostitution. NeWspapér reports about prostitutio_h are frequent. Thé num_be‘r of
sex workers and the number of places from which they operate have increased répidly. , |
While in the past, prostitution could only be found in the large urban centres, today it_haé
reached provinciél and districts towns and even the remote rural villages. It has develdpéd
beyond the illegal brothels and has taken different forrhs. The number of seX workerS has

increased and includes more and more young women, more experienced and “skilled”,
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who attract a growing number of customers. Prostitution in Vietnam has obviously become

an urgent social problem and,~ given the spread of HIV/AIDS, it requires immediate action. -

Effective policies and programs cannot be built on information collected from newspapers.
Even the official data does not folly reflect the reality . In recent years, several studles
have been conducted regarding the social aspects of prostitution, but malnly in the South.
Some studles were carried in the North in the early 90s but have become outdated has the ‘
situation is changing rapidly. In addition, high risk behaviours related to the transmission of

HIV/AIDS and STDs have not received suffioient attention.

The purpose of this researoh is to study the social aspects of prostitution and behaviours
related to STDs and HIV/AIDS, focusing on a group of sex workers in the northern
‘provinces of Vietnam. Based on research findings, recommendations for effective policies
and programs aimed at changing the behaviour of sex workers and their customers will

also be suggested.
IIl. Research Design and Methodology
1. Research schedule
-The research was deeigned‘ in April 1997. The fieldwork was conducted 'in,June and July
of the same year. Data analysis was undertaken in August and the first two weeks of
September. The report was written durlng the last two weeks of September and the flrst
two weeks of October.
2. Research sequence
Before the research was designed, we had reviewed extensively the material gathered by

previous studies on ‘prostitution conducted in Vietnam and abroad so as to draw research

objectives, questions, theoretical framework and research methodology. Fieldwork was

! According to official statlstlcs there were 56,000 female sex workers in Vietnam in 1996 (Ministry of Labor,
‘Invalids and Social Welfare, 1996). However, by unofficial estimation, the number of sex workers is ~ r to
500,000.
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found necessary to carry out structured. interviews with sex workers, using a questionnaire
(104 questions, in 8 sections). An instruction document‘for the in-depth interviews was

also written.

The research team then made 'conta'ct'with the Anti-Sécial Evils Bureau and the Police
Departménts‘of all the northern provinces. The objective was to find a sufficient number of
sex workers in each proVince, to learn how to approéch them and to create a network of
'|oca| researctt “associates, or ‘key 'people’ Although prostitution was reported'to be
operating in all these provinces, given the |Ilegal status of prostitution we were not able to
conduct a Iarge sampled study but could only conduct our study in the Social Support
Caps (re-education centres) of five provinces. Although we m|ght have been able to find
other sex workers using the files held by the Anti-Social Evils Bureau and the Pohce
" Departments, after several attempts we realised that we did not have .enough tlme

finances and human resources to do this effectlvely . ' Y

It is rather difficult to contact sex workers in Vietnam, as prostitution is illegal and strongly
- stigmatised. In addition, as in many countries, sex is a sensitive issue. Therefore, we did
not draw a sample representative of the sex worker bopulation, but' we took every

opportunity to approach a sex worker whenever possible.-
3. Research subjec_ts

The research subjects were 261 sex workers in the five provinces and their capital cities
(Hanoi, Hai Phong, Ha Tay, Thanh Hoa and Nghe An) 241 were working and undertaking
re-education in the Social Support Camps Number |l run by the Anti-Social Evils Bureaus ,‘

in each province. The other 20 were practicing sex work in Hanoi at the time of the study.
4. Research methodologies

The data for this research was collected from two researches. The first research consists
of structured interviews of 201 former sex workers in residence in the Social Support
Camps The second research consists of in-depth interviews with 40 former sex workers in

these camps and another 20 who were then practicing sex work in Hanoi.

1
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Study site Questionnaire | In-depth inte_rvievl/
Hanoi ‘ , - 20
-Loc Ha camp | 50 v- 10
_BaVicamp |82 |10
HaTay - 7 - |5
HaiPhong . |30. |5
ThanhHoa [ 18 , : 5
NgheAn - |14 - |5
Total 201 - 60

A test was conducted on a number of former sex workers at the camps before starting the

actualinterviews. We then carried out the in-depth and structured interviews.

AIthough we received valuable support throughout the' r_esearches from the national AIDS
Comrnittee, the Anti-Social Evils Bureaus, the Police Department and the carnp’s officers,
coIlecting inforrnation from the former sex workers was challenging, as they felt their
confinement resulted from social stigma As the research ruled that we could interview the '
respondents only with their consent the mtervrewers had to spend. considerable time

'gaining their trust. Each interview was conducted with respect to the respondents privacy: '
each respondent was interviewed'in aroom with only the interviewer present. The
- interviewers had not read the respondents files before the interview and relied entlrely on
the questionnaire or guideline to collect information, |n order to avoid any b|as which might

_have been formed with previous knowledge of the respondent’s history..

In eftect, there were no incidences where the respondent refused to co-operate. On the |
~opposite, most respondents sincerely trusted the interviewers._So.me' were even very open,
telling the interviewers their thoughts and expectation's. Only when the interviews were
_ completed were the interviewers aIIOWed to check'the respondent’s file’s and to consult the .
camp’s officers ‘for more information. When there were contradicting facts l(which _
"happened a few times), then the interviewers checked thel information again with the

respondents.
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~ Approaching sex workers on the streets proved even more difficult. We had to use e\rery
‘imaginable contact to be introduced to them. Sometimes, men who considered themselves
“playboys’ introduced us to their regular "girlfriends”. However, these encounters turned
out to be: disappointing When we first accompanied these meh to meet-the‘women in
n|ght clubs or karaoke bars, they were excited to see their. customers. Some even agreed
to be interviewed. But when the questlons came up regarding their sexual behaviour, they

invariably refused to co-operate.

Later on, throUgh our cpntacts with some metorcycle-drivers and some women who had
A relationships with the,sex workers, we manag_ed to approach and interview some of them.

The interview would take place in their -home or the interviewer's house in order to assure

privacy and a cdihfortable environment for the respondents. The intervieWers would first -
. introduce themselves, explain the purpose of the research and ask to be allowed to record

the interview on tape.

Follewing this method, there were no cases of respohdente refi.r'sing te co-operate. At the
most, they would sometimes -hesitate‘before opening up to_us-and telling us their story,
what led them to become sex workers, their sexual practises and their knowledge of STDs,
HIV and AIDS. | - |

B. RESEARCH FINDINGS

‘Structured interviews were conducted with 201 women in residence in six camps in five -
provinces and cities: Hanoi (Ba Vi and Loc Ha camps), Hai Phong, Ha Tay, Thanh Hoa'
and Nghe An. Data anaIysns was undertaken afterwards, using the SPSS In add|t|on ‘the

in- depth interviews recorded on sixty tapes were also analysed

" PART I: SOCIO-ECONOMIC CHARACTERISTICS OF SEX WORKERS AND THEIR
' WORKING EXPERIENCE '

I. Demographic and socioeconomic characteristics
Vo .
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. 1.1 Age structure

.The respondents we interviewed came from different age groups, the mean age being
257 | | | -

years old. The oIdeAstirespondent was born in 1945 while 'the youngest was born in 1981.
More than half of the respbndent were aged from 16 to 24. The proportion of the
respondents aged 35 énd above was, 15% of the total (see Table 1). It is worth noting that

the proportion of the respondenfs‘under 18 was relatively high, accounting for 12.5%.

Table 1. ‘Age structure of the sample

Age .| Frequency (h) Percentage -
| 16-19 | 40 o 20 |
2024 69 343
2529 42 20.9
30-34 19 9.4
35.39 22 | 10.9
40+ 19 | ' 45
Total . |201 100.0

1.2 Educational level

-The range of edu‘cational achievemeht wa§ relatively wide. About. one fifth 6f the 201
respohdénts were‘il}liter_'ate. _Almost two thirds of the sample had primaryleducation, while
those havihg received education from:sixth to ninth grade accounted for over 50%. Thle
number of respondents of upper seéondéry level was very low, accounting for only 6ne g

- tenth of the sample, While those ‘having vocational training or higher ed’ucation was

“extremely low (Table 2).
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Table 2. Educational attéin.ment‘

Education | Frequency (n) Percentage
llliterate 35. 17.4
Grade 1-5 I 30.3
Grade 6-9 82 40.8 -
Grade 10-12 21 10.4
Vocational and above | 2 1.0

Tetal 201 100.0

1 3 Occupational structure

The highest proportion of respondents, aImost 50%, was mvolved in agrlcu|ture Others

had jobs in smaII trade, pnvate services, or as factory workers Only a very small number

of the respondents were students, state employees or unemployed (Table 3)

Table 3. Occupational Structure

Occupation/Job Frequehcy (n) Percentage -
Farmer | 95 47.2 -
Handicraft 7 3.5
Small business 39 19.4
Service 29 14.4
Worker - 16 8.0
Government staff 2 1.0
Student 2 1
Unerﬁployment 7 3.5‘
Non-trainned job 4 ;2.0
Total. 201 100.0
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1.4 Places of origin

| Although the research only covered five cities' in five provinces, there was evidence of a
high level of . geographical mobility. He respondents came from 28 provnnces and cities
'throughout the country, including North, South, and Central Vietnam.

The largest groups of respondents came from Hanoi (25 people), Ha Tay (27 people), ,Hai/
‘ Phong (17 people) and Thanh Hoa (26 people) The second largest g'roups came from He'
Nam, Nghe An, and Thai Nguyen. More than 70% of the sample lived in rural areas wh||e

16. 4 lived in cmes The remalnlng 30 lived in provincial centres and smaII towns (Table 4)

Table. 4. Place of origin

Place of ongin Frequency (n) Per cent

Rural 144 716 |
| District town | 14 |70

Provincial town | 10 5.0

City - 33 16.4

Total | 201 100.0

1.5 Marital status, age of first marriage and number of children
Single women accounted for almost half of the sample. The others were married women or

women who had been married. Only one tenth of the respondents were married at the time

of the survey. More than one third were seperated or divorced women (Table 5).
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Table 5. Marital status of respondents -

Marital sta'tuvs Fretquen.cy (n) Percentage
Single 97 48.3
Currently married 23 11.4 =~
Separated 27 13.4
Divorced 44 21.9
Widowed 10V 5.0

Total 201 tO0.0

The average age for the flrst marrlage of the respondents was 19.7, much lower than the
average recorded in the Vretnam Inter-Census Demographrc Survey (VNICDS 1994, Major -
| Frndrngs, GSO 1995), which was of 23.3 years old for women aged between 15 and-49.
Nearly two thirds who used to be married got married for the first time at.the age of 20 or
younger. Those who got married at the age of 18 er younger accounted for 43.3%. Abo,ut
half of these got married between the age of 15 and 17 (Table 6). '

Table 6. Age of first marriage

Age at 1 marriage | Frequency (n) Percentage
15-18 45 433
19-24 51 49.0.
25-30 8 77
Total 104 100.0

An overall of 95 respondents had children. Of these, about half had one child, 25% had
two childreh ‘ar'\d another 25% had three or four. Not all the mothers were married‘. Some -
had children with boyfriends or clients, thus sometimes could not identify who.the father of ‘

their chlldren was. Some respondents brought the|r children along to the camps srnce they |

-did not have anyone to care for them.
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Il. Economic activities and family situation;
2.1 Income and sources of income -

In the last six months before they were taken to the camps, most of the respondents had -
'been |nvoIved in prostitution or other jObS About haIf the respondents said they had_ ;

worked in other Jobs while 40% had been |nvoIved in sex work (Table 7).

Table 7. Primary activities in the six months before iiving in camps

Main acti\rity’ Frequency (n) Percentage'
Working (other jobs) 9 . - 149.2.
"Receiving customers” | 83 ‘ 1413

Stay home 110 5.0

Others Cle 45

Total 201 . 100.0.

When asked about their main source of income dgringthe last. year before they were |
taken to the camps, the majority (62.2%) of the re_spondents said it did not come from
prostitution. Sex work V\ras the major'source of incorne- for only about 30% of respondents '
(Table 8). | | o

Table 8. Major income sources of the respondents in 1996 4

Source of inconﬁe Frequency (n) | Percentage
Work . - |125. |62
Family : 8 140 -
Scholarship |1 . |05
‘Receiving’ client |59 - |204
{other - . |8 l.4.0

Total = 201 © 1100.0
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In the past, .researchers have noticed that-it was difficult to gather acourate' information
regarding one’s income. This difficulty is even stronger with sex workers, as‘the'y feel guilty
about the sou'rce; of their income. Therefore we did not expect to get accurate information
on ,i,ncomeAfrom prostitution. However, the data wé collected can still be Uséd to draw a

general picture of the respondents’ income és well as the money generated by prostitution." |

-In the last thr'ee.months before they were taken to the camp, the ave_ragé income of each
respondent was 644, 217 Dong. Twenty respondents (13.3%) earned less than -1,00,000.a
“month, including 15 women (or 9%) who had no income at all. 15% of the respondents
earned. from 100,000 to 200,000 Dong per month. Another 40% had. an income ranging
from 600,000.to 1,000,000 Dong. The remaining 12% made more than one m|lI|on Dong a

month, wnth the hlghest income as high as 6-million Dong a month (Table 9).

Table 9. Average income of the respondents

Monthly i |ncome (VND) Frequency (n) Pefcentage
<100,000 22 13.3
100,000-200,000 25 15.0
250,000-500,000 64 - 38.6 .
600,000-1,000,000 3B 21.1
1,200,000-6,000,000 120 ' 12.0
| No answer .~ - |35 _
Total - l200 |1000

‘Those whose income was ‘inferior to 2(‘)0{000 Dong a month were ‘often young peasant '
girls who did not receive any money directly from their clients. lnstead'the money went to
their master who in turn gévé them a small amount periodically. Some of thé'respondents
'had just been doing sex work for a short period (less thar a month) and had no income
except tips from the customers. Some did not even' know:-how much their master gave -
them. "Some were severely exploited by their master Who took money out for
‘accommodation, food, dr|nk clothing, etc, and gave them very I|ttle We will go into more .

_ deta|I about this later i |n the report
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If we compare oﬁr data with. the' information collected by the 1993 Vietnam Living
Standards Survey, we can see that on average, a sex workers iincome-Ais seven times
higher than the average income of the population of the Red Delta River (91,316-Dong a
month or 1,095,800 Dong a year2)~ reported in the survey; not'to mention the fact that
some .sex workers make even more money than the respondents. We will have a better

picture of the respondents’ income when we consider the rate they charge for their service.:
_ 2.2 Prices and rank of the sex workers and their control over the payment

On average, the fespondents provided service to 2.1 customers a day and performed
sexual intercourse 2.2 times. Nearly half the sample ‘had two customers a day and about a .
fifth had 3’fto 5 customers. Some respondents’ served up to 7 or 8 customers a day' (Table

10).

Table 10. Average number of customers served by the respondents

Number of customers a day " | Frequency (n) - Per.cent

1 . | 59 29.4

2 e 478

35 | 42 20.0
e+ 4 2.0

Total o 201 100.0

‘ . The averege amount of money paid by the client for sexqal intercourse Wés 71,000 Dong.
HoWever, prices_vary greatly from a sex worker to another. Those_ who were young and '
beautiful asked for higher prices, ranging from 50,000 Dong to several hundred thousand

Dong. If the sex worker was a virgin, the price could reach several millions.

However most of the women d|d not make that much money Street workers often had to
'accept any price, sometimes only a few thousand Dongs. The only advantage was ‘that

they received the money directly from the client. Since the service was performed i in publlc‘

* This figure was computed from the annual income per capita (1,095,000 Dong) of the Red River Deltals
population (see Nationai Planning Committee and Statlst|cal Office, 1995. Vietnam Living Standards Survey,
1992-1993: Table 7.1.3., Page 217) ' : .
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places, Ithere was not much time and the client would often »ask for a's'in'gle service.
Therefore, there would be few instances of the client paying for one service but forcrng the :
woman to perform numerous sexual acts - as is sometrmes the case in hotels and brothels.r
The respondents made an average of 142 000 Dong a day for their service. Assumrng that
they worked 20 days a month, their monthly income would be 2,840,000 dong. Although |
) this amount is brobably not accurate, it'is still very large, and is about 15.2 tirhes higher 3
than the income of the richest households in the Red river Delta (186,716 Dong a month in
1993 %), |

About one fifth -of the respondents were paid 5,000 to 20,000 E\)o'ng per service. More than

_one third were paid 25,000 to 50,000 Don‘g. Less than one third of the sample made from
| , 60,000 to 100,000 Dong. The remaining tenth or so of the sample Were paid 120,000 to
900,000 Dong (Table 11).

Table 11. Payment for a single “reception”

Mone)} p‘aidv/by customer | Frequency (n) | Per cent

for a single visit (VND) | ‘

5,000-20,000 - 40 215

| 2500050000 ©  |es 355 \
60,000-100,000 . |58 ' 31.2 |
120,000-900,000 - 2 | 11.8

Total ¥ | 186 | 1000

There was a-strong negative :correlation between -the age of the respondents and how
mUch they ;:h.arg_ed_for‘ their services. The higher the age of the sex workers, the Iewer pay-
| they would rec'eive On average, those younger than 20 years old would receive 114,030
Dong, twice as much as those aged 20 to 24 and three t|mes more than those aged 30
years old and over. The proportion of over 30- years-old respondents receiving- Iess than

20,_000 Dong per service was eight times hlgher than for those who were less than 20V

® This figure was computed from the annual income per capita (2,240,600 Dong) of the fifth househe]d group
in the Red River Delta (see National Planning Committee and Statistical Office, 1995. Vietnam lemg
‘.Standards Survey, 1992-1993: Table 7. 4 2., page 223)
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years old. In contrast the proportion of under-20 receiving 100,000 Dong or more per

service was 16 tlmes higher that for the over-20 (Table 12).

Table 12. Correlation between age and payment of the respo'ndents

Payment for one | Age group o © | Total
“reception” (VND) ‘

<20 . 2024 2529 >=30°

<=20,000 |5.0% |87% |23.8% |44.0% |19.9%

20,000 -50,0000 | 30.0% | 31.9% |31.0% |38.0% |32.8%

51,006)4100,000 32.5% |[37.7% |26.2% 16.0% | 28.9%

100,000 + 32.5% | 21.7% |19.0% |2:.0% | 18.4%

Total 19.4% |32.3% |215%-|26.9% | 100.0
36 |60 40 50 | 186

IMean 1114.03 | 73.97 |70.38 |37.12 |71.04

“The responde’nt_s' right to‘ receive and use the\ money they made depended on the piace :
from which they operated. When they worked in-hotels, ‘restaufants or brothels, and
. therefore were confrolléd by 'oWners‘ or bimps-, they could not always receive all the
money paid by the client. -

, | | |
About 10% of the sample had no right to the mohey they made: it all wenf to their master. | .
who only paid their accommodation and food. In nﬁaﬁy cases, the clients paid the master
directly. Sometimes they would give the master part of the money and tip the sex worker.
Indepéndent sex workers could be classified in two groubs. The first group consisted of
thé high-class sex workers working in hotels. They often received all. the money and
sometimes would pay a commission to their pimps. Similarly, street workers would receive"
~ all the monéy (although less than the high-cléss wcrkers), unless they had to share it with

the ‘bear heads’ (nanﬁe given'to pimps or st'reet-gangs).x )
More than 60_%'of respondenté could use all the money they made. About 30% did not

know at all ‘'how much theAy made and were only paid a small amount by their/ ‘owners'
(Table 13). '
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. Table 13. Proportion of payment received by the respondents for éach “reception” -

Proportion of money ’FreqUéncy (n) Perc.entage |

CSW could keep (%) '

0o 18 L |e7 ,

2050 24 o 130
|e09s |18 ’ 9.7

100 125 |67.6

Total : 185 100.0

2.3,'Family situation

Before being taken to the camps, one third of the re‘spondents lIived with their family, with |
parents or relatives. Nearly half of them Iivled in the restaurants or brothels:. where‘th.ey |
. worked. Only a few lived with their husband and children (as mentioned ébove, only a
-small . number Were cu'rrentIy married). Some lived With ‘their childreh, sbme with their

boyfriend or sexual partner.

The majority of the~ respondents _Iived in the countdside. Only a small number had family
living in provincial centres or small tdwns. More than a fifth had family living ina city. _
Almost 40% of the rc_-:-spondents" fathers were farmers while 20% were state e_mp'loyees'
| (active or retired). The proportion' of respondents' mothers who were farmérs ' Was
considerably higher (abdut 60%). In general more mothers than fathers worked in small-
' scale trade, while the number of mothers working as state employees was about half the

number of fathers.

Over 50% of the respondents considered their family poor. Nearly 40% of the Sample.

thought their family had enough food. Only 5.5% considered their, family affluent.

Less than 30% of the respondents' hoqseholds had:an income per capita inferior to
100,000 Dong a month. For more than 50% of households, ‘it ranged from 100,000 to
300,000 Dong. The remaining 20% had an income per capita ranging fromv 3000,000 to 2

“million Dong a month. One third of the respondents thought théy were the highest income
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. earner in their family, followed by their ‘par_ents, ‘mothers, brothers and sisters. Only in a

few instances did their husbands have the highest income (Table 14).

Table 14. Person with highest income in the respondénts' families

Person has highest income Frequency (n) Percentage

Respondent 67 . 33.3

Husband 14 7.0 -

Father 38  |189

Mother 39 | | 19.4

Sibling - 27 13.4

Other relative ' 7 135

Don’t know ' 8 ' 4.0

No answer : 1 | : 6.5 ,
Total B 201 . 100.0

2.4 Husbands' profiles

_ "Of the 121 respondents who were married or used to be, 30% had husbands working as
farmers, 25% had husbands in the army or working as private service providers such -as
cyclo drivers or porters. Only 14% of the respondents were married to men who earned the

highest income in the family;

. It is worth noting that mény husbands were drug users, to different degrees, ranging‘from.
smoking, sniffing to injecting drugs. Many were gamblers with huge debts, sometimes -
forcing their wives into prdstitution. Some réspondents said tha‘t. a large part of their
income made from sex work was either uséd'to pay back the debt contracted _bécause of .
their husband's drug addiction, or to support them financially while in drug rehabilitation

camps. .

There were also instances of husbands having sexual relations with sex workers. This led

to the collapse of the family, and, further down the track, to the wife having to do sex work.
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. Some husbands were alcohollcs beatlng up their wives, extremely |rrespon51ble towards -

~ their fam||y, forcmg the|r wives into prost|tut|on
FoIIowing are the two examptes collected from our in-depth interviews:

Question: You said that you divorced you husband becéds_e.of his gembling, didn't you? '
 Answer: Yes 4 . | '
" Q: Has he ’ever beento a prostitdte?
A: No prostitute. Just dnnk/ng, gambling, and beat/ng me up.
Q: What about drugs? _ _ ,
A: No. He doesn't work. | have to support him but he still beats me.
' (In depth mtervnew at Loc Ha Camp in Hanoi. The respondent was a 30 year-old divorced

woman from Gia Lam, Hanoi).

"When | got maht'ed, I was making a living independently by selling fruit. My husband was
a serious drinker. He had just left the army and was unemployed. ':He worked at ‘the *
market's bicycle-keeping lot. He had some fn'ends in the ‘army‘ Then he followed his
friends dnnk/ng and gambling....He destroyed my fruit stall and burnt it to the - ground Ig
had to Ieave the house living like a tramp (crying)... '

(In- depth |nterv1ew at Ba Vi camp, Hanon The respondent was a 23-year-old leOl‘CGd

woman from Tha| Nguyen)

. lll._Reasons to enter prostitution and working experience

3.1 Starting age and time spent wdrking in the sex trade’

The average age of tespondents when they became sex workers was 23.9 years old.

If we consider those aged between 15 and 24 as adolescents, then 60% became sex:
WOrkers'duri'ng their adolescence. Nearly 20% of these starte,d between the age of 15 and
18 (Table 15). ' ‘ |
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' Table 15. Ages when the respondents were first paid for sex‘

. Age | Frequency (n). Percentage
Under 18 | 38" - 19.0
1924 |80 39.8
25-29 41 203
30+ 42 20.9
|Totar | 201 | 1000

Cross -group comparison between different age groups showed a tendency to become
sex-workers earlier in the younger groups the average starting age was 17.4 for those
-younger than 20 years old, compared to a starting age of 32.5 for those aged 30 and
‘older.(Table 16). '

Table 16. Correlation between age groups and ages when first doing prostitution

Age' when _tirst Age group - : _ Total
doing prostitution : - |
<20 |20:24 |2529 |>=30

<20 | 100% |203% |48% |.0% 27.9%
20-24 - 0% |78.3% [11.9% |6.0% |[308
25-29 0% |.0% 83.3% | 12.0% | 20.4%
>230 -~ low  [|14% |.0% 82.0% |20.9%

| Total : 20.2% |343% |212% |242% |100.0%

|40 |es |42 |48 198

Mean - 17.40 |20.63 |[2574 |3250 |23.94

We also found that many respondents, whatever their age, had become sex workers fairly
recently, particularly during 1994,'1997 (Table 17). This finding. is consistent with the
: development of prostituti‘on in_the.country in recent years: at the same time as the number
“of sex workers increased, commercial sex work expanded its operations and diversified its

services.
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Table 17. Years of entering prostitution

Year of entéring prostitution ‘FreqUency (n) Perc,:entage
1983-1986 - : 4 . |20
| 1988-1990 | 7 Y
1991-1993 r 10 |50
1994-1997 {178 89.4
Total ' 199. 100.0

By the time: they were brought to the." camp, the respéndents had. been workiﬁg in
commercial séx work for an-average of 12.7 months. 66,5% of them had been sex worker_s '
for 1 to 6 months. Those having operated for 7 to 24 months accounted for 19.6% of the
safnple. The others had been. working for more than 18 months, wi-th 15 years being the

longest time.
3.2 The roads to prostitution and reasons for entering the industry

“About 60% of .the respondents said' they were doing Sex work voluntarily. Over 20%
| became sex workers by following others, mainly friends or sisters, from the sarﬁe village. A
few respondents .Wentv into it bersuaded by friends. About 13.5% of the sample (seven
women in Ha Tay and some others in Hanoi) were lied. to and. sometimes -forcea into
prostitution (Table 18). They had been kidnapped or told that they would get Agood jobs,
then,-were forced to perform sex services for clients. Some weré beaten up or raped by
the "bear heads". Some were locked up in brothels and forces to do sex work for a-long

time wifhout being told were they were.
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Table 18. The way leading to prostitution

‘Frequency (n) | Percentage
Someonie guided 42 1209
Decided herself 118 | 58.7
Friends advised 14 7.0
'| Being cheated 12 6.0
Being forced 15 75
Total | 201 100.0

Throughout the study, we collected a lot of in'fc‘eration from ‘in-depth interviews.
"l used to live in Mec Chau... | was tied to yyheh I came here... This }Jerson also worked\in
Moc Hau and was de_ing business with my famil}'/... She persuaded me to follow her to
" Hanoi to geta new hair cut. | fotlowed and then | was sold...For the first one or two daye, l\.
did not have to do anything. Then they forced me to ‘serve’ the clients".

‘ (Intervuew at Ba. Vi Camp, Hanoi. The respondent was a 20-year-old snngle woman from

Son La with 7th- -grade education).

"I was her neighbour. She told h7e to setl goods and‘that | would be paid one mtllion Dong
a month. | believed her. But it turned out that after dinner, they asked me to get changed
and ‘serve’ a client..; | said that | would not, since | was told to corﬁe there to Sell goods.
‘But the boss lady Had already recetved the money, s'.o'l had to do it" ‘

(In depth-interview at Ba Vi Camp, Hanoi. The respondent was a 24-year-old single

woman from Hoa Binh with 5th-grade education).

i went to Mo market in Hanoi to sell vegetables. One day. that guy, LLtat, asked meto,
work at his hOme, to transport brick. | believed him and went to his home for three days. |
was lied to'on 21st February. That afternoon he asked me fora vehicle and took me to.the
‘house of Master M/nh to the Mai Dong bndge Master Minh gave him a refngerator as
- payment wh/ch he took home nght away: He left me there. | had to serve cl/ents at night
and was locked in the house during the day." o

: (ln-depth'intervieyv at Ba V| Camp, Hanoi. The respondent was"_a 26-year—old-div'orced

woman from Ha Tay with 8th-grade education. She had one child). -
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Reasons for entering the sex industry are corﬁplex. Sdme respondents a_rgqed that there
~was not one, but many reasons that'made‘ them become éex workers,.such as poverty,
'unemployment, the departure Qf their husband or boyfriend, etc...But the thre_e foIIoWing :
causes were the most frequently mentioned: poverty (36%), family trouble (32%) and the
need for money to pay back depfhs' confracted fo‘r. medicai treatrrieﬁt of because of the
husband's gambling or drug addiction. There were cases wheh the respondents’ blaméd

their situation to justify their own weakness'(TabIe 19).

" Table 19. Reasons of entering prostitution

Reason o o Frequency (n) Percentage = . - o .
| Poverty | 172 © " |36.0 |

Can not find otherjob - 20 10.6

Need more rhoney : 55 -27.5

Disappointed about family 64 | | 320

Abandoned by | 26 . 13.0

husband/lover '
11tis éasy to earn money by|8 4.0

éelling sex

Other reason | 55 - 27.4

‘There are some important findings if we consider. the link between the age of Athe
re's,pondents and their reasons for starting sex work. For the age gfoup 25-29 and for-
those over 30 years old, the proportion of respondents who be'cam_e _involvl‘ed:in
prostitution out of poverty was considerably higher than for the age group 20-24 or
younger. Similarly, more reépondebnt.s of the former had become séx workers because of

family problems than in the latter.

Most women aged 25 and above were married or"had been married and had children. As
. such, they had more family responsibilities. Some got married to men who were drqg
addicts, alcoholics, gamblers, or who had girlfriends, thUsldisappointing them.

 These faéts can be used to put in blace educational programs‘adapted to the respondents

of different age groups. For those aged 25 or older who are married, the first action ;should
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be to assist them getting'jobs'with stable income in order to improve their family's finahcial
situation. It is also imponaht to help them éofve their family problem, for example byi
education and supporting their husband. For those aged 24 and under who live with their
parents and therefo:re partly rely on them, the program should focus on moral values and

~ social knowledge as well as vocational training and job instruction.

In-debth interviews provide more information on the reasons .why these women gof
involved in prostitution. * '
" | did not think it was an occupation. | thought it shameful, | had a bad conscience.
Sometimes | thought "I am a.woman too, like the others". But fhere aré_t\'/vo classes. Some
_' have a bright life when mine is so dark. | was born in a very poor family énd got marned
with such a husband (her husband is a gambler and a ‘drug addict and is currently in
prison) . | am so sad. My life )’s miserable. No one persuaded me or fqrcéd me, | did it by
.myself for my child. | had to work.-_like this to get rice and clothes for my (;hild, not to’
become rich." | ‘ | * _ |

‘ (In-depth interview of a sex worke'r in a 'risky hamlet' in Hanoi.‘ The respoﬁqent.was a 29-
yéa.r-old married woman from Ha Tay' with 5th-grade education. She has a child. Her

husband is in prison).

"Friends of all kinds came to the restaurant where we worked as waitresses. They enticed
us. We were naive then, so we went." |
(In-depth interview at Thanh Hoa Camp. The respondent was a 20-year-old single woman

with 7th grade education).

"I came here... | was wanderning carrying my child. | was sitting in the NgUyen éinh Khiem
Park. Thén_ they told me to come to "that" place, to make money for the kid. If not, when
: n;ly child is sick, where could | find money to buy medicir}e?” | ' ,

(in depth interview at Cheo Park in Hai Phong. Anptherl name for this park is "pho (whore)
market". The respondént was a 25-year-old divorced’ woman with 2nd-grade education.

*She had a child and was six months pregnant. She was also addicted to drugs).
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"To tell you the truth, I did’not do this because of my children or-my husband. | did it out of
poverty My old mother and ! lived in a small hut, we got wet when it ra/ned” '

(Interview in Nghe An. The respondent was a 35-year-old s|ng|e and illiterate won1an). .
- 3.3 Places of work

~ Places used to sell sexual services can be used as an indicator of the d|fferent types of
sex workers. -Although there were a variety of places where prostitution. took place, the
respondents in our sample can be c|ass|f|ed according to the two major places where they ‘
performed their serwces the first group were young and either were under the control of a
madam/master or worked |ndependent|y, but aII worked in restaurants, hotels karaoke_'
bars, etc The second groups ‘consisted of older women, who received thelr cllents
anywhere poss|ble in places such as public baths, parks, streets, rice fields, river canals

stair of the government blocs just to name a few.

Table 20. Sites of selling sex services-

Place of selling sex services Frequency (n). | Percentage
Hoteliguesthouse ~ | 108 | 537
Bar, pub, beer shop .. 129 144
Massage barlour, bath _ 9 ‘ 45
Karaoke shop - | 13 6.5
Pack = 34 16.9
Customer’s house 127 o 13.4

| coffee shop 19 9.5
Other public places - - | 19 . ' 1 9.5

When they were young and,'often,. had just started working in the sex trade,‘the
respondents often worked under- the‘managernent ; and'control - of the restaurant's or
bar's ow'ner'The place where they performed their services where therefore generallly
often safe and comfortable wnth beds a bathroom running water, etc...Some were even

taken by thelr cllents to a hotel and worked in a|r-cond|t|oned rooms.
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After a few years, as they got older and their beauty faded, they were asked to leave the
‘restaurant/bar where they worked and had to find work in public places where they could
easily be spotted and afrested. They were also vulnerable, and more likely to be harassed
by street gangs. For example, one respondent from Hai Phong first WOrked_ in restaurants
and bars, before she was arrested and put in a Social Support Camp Number [l. After
leaving the camp, SHe tdrned back to prostitution to make a living, but that time she

worked in the "whore market".
Nearly 60% of the respondents worked by themselves. However, they.were still
dependent on a network of intermediaries that included pimps and local street gangs. The

other 40% operated in restaurants and brothels managed by their ‘owners'. .

Table 21. Working arrangementé -

Working ... - Frequency (n) Percér;ta_ge
Alone 119 59.2

In brothelv | 80 39.8
Depend 1. . 0.0

Total 200 100.0

3.5 Perceptions and attitudes towards prostitution.

The .majority. of respondents did not consider prostitution as a permanent job but as a
temporary one that they intended to ‘Iealve as soo‘n as they found sométhing bette'r. On the
oiher hand, almost one tenth of them considered it a profession. Some respondents were
séd and regretful, as they knew prostitution was "dirty" and illegal. M‘ost. of the respondeh_ts
thqught that they would do it for some tirhe, making a certain amount of money, before
finding a new job. However, not all of them had e'nough courage or a good énbugh .

situation to the trade.
" would like to tell you the truth. Poverty forced me to do this, but just temporarily, then |

will leave. Many nights, | cried hard. My mother at home is old. | had to give my child for

her to take care of, They live in a small hut. When it rains, they are soaked. When it's
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sunny, they liefopenly in the sun light (she's crying hard). It is so‘miserable tohear this
from my mother.” ' o '
(In- depth mtervnew in Nghe An. The respondent is a 35- -year-old |II|terate woman from
Quang Binh. She has a child and no husband). ‘

"l don't think this is ‘a. serious job. Generally, it's dirty; It's-not a job". §

~ (Interview at Ba Vi,' Hanoi. The respondent was a 23-year-old 'm'arried woman from Tu

Liem, Hanoi with 8th-grade education. She had a son, her hosband was a drug addict)-.'vi :
Com shake whenever | think aboth it I am so vafraid. Fitst, it can bn'ng‘ diseases.', Secondly,
it degrades the body. So miserable.” ‘

" (In-depth interview at a 'risky hamlet' (slum) in Hanon The respondent was a 39- year-old :

divorced woman from Thanh Tri, Hanoi).

" When asked wny there were so many women in the sex tra'de,‘ most of the re‘spon.dent
-thought t_hat it was becaus_e' of economic difficulties. Nearly .a quarter of the sample also
mentioned that many young girls did sex work because they wanted money to imitate
- "fanoy girls" Some blamed brothel's 'owners' pimps, kid'nappers who lied and forced rural
women |nto prostltutlon Early and naive love also made many young g|rls turn to a Tu Ba

(Madam) once they had been deserted by their husband or boyfrlend -

Sometimes, several reasons combined to give the women no choice but to sell tnemseIVes.
to survive. Some women were beaten up by drunk/drug addicted husbands or abandoned
by boyfrten'ds land'/or relatives, ano fo'und‘ that they had to leave for the city in’ otder to
‘ ma'ke_ money for theit . ohildren' and for themselves. Being vulnerable' in this new
environment, with non one to rely on and no chance of work, they turned to p‘ro'stitotion ,fo'r

survival.

J”Each one (of us) has her own fate. S'ome are abandoned 'by theit husband.- Some are
disillusioned. Some have no rnoney to feed tt7eir children. In general, each one has her
own misery. So they .have to. do this. Doing things like this, we are not happy at all, you
"know. Working on the streets like this, there are so many problems like "bear heads” "cat

heads”, all klnds of hool/gans
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(Interview at Loc Ha, Hanoi. The respondent was a 21- year-old single woman from Ha Tay

. with 7th- -grade education).

"I think (prostitution) is a social evil. But if we work honestly, probably we cannot make
- enough money to buy food. It's not that | cannot stand .the_poverty. But coming here (to-
| Hanoi), | fall into. a new environment that is different from 'the countryside, requiring.a
.different way of living. A/so, coming here, | have to pay for housing. Also, my children are
there"’ ‘

(In- depth interview at a 'risky hamlet' in Hanoi. The respondent was a 32-year-old d|vorced

woman from Phu Xuyen, Ha Tay, with 7th -grade education. She has two children).

" have been in this job since | was a very young gir, in 1991. | was pregnant with my
boyfriend, so my parents asked me,to leave. When | was three or four monrhs pregnant,
my boyfrniend left me. | was so fun'ous. My parents beat me and yelled at me."Take your
clothes and g‘et' the hell out of here, wherever. Your pregnancy is shameful”. So 1left. Even
.when | was pregnant, | had to 'serve’ the clients. If not, how could | get money to deliver
my child? Sometimes | would feel a bit of pain in my Stomach. It bled. But ilre day /
. delivered, the doctor said it would be no problem. Dunng the pregnancy, | only had 2 or 3
clients a day, just to make enough money

(Interview at a rrsky hamlet' in Han0| The respondent was a 28-year-old woman from Ha

Dong with 5th grade education. She has one daughter. Her boyfrlend has left her).
3.6 Number of arrests and number of times sent to the camps.
- On average, each respondent in our sample was arrested by the polrce 1.6 times. About
half the respondents had been arrested onIy once, but a few had been arrested up to nine
_times. 40% had been arrested twice. -
The average number of times they had been sent to a camp was 1.5. For more than 60%

of the sample, this was their first time in the camp, while 30% had been there once before.

For a few respondents, it was the fifth or sixth time.
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What fhese figures imply is the low effeet of these arrests and camp times on the sex
' "wdrkers, since many returned to prostitution after their-release. Or does.it' mean that the
respondents were unabre to ge back to a righteous life? If so, why? Is it because - on top
of their difficulty in 'f,inding another job - social stigma, prejudice and the inability of their -
own family to support and protect them created a situation that they could not overcorne':?
Only - when 'eomprehe_nsive solutions - including appropriate education programs,
accessible work oppbrtunities, community tolerance and famil'y support - are reached; can |

we "liberate” these women.

In short, with each woman we interviewed we heard a different story. 'Som'e. were pitiable,
some were detestable. But most of the respondents recognised that prostitution was not a
moral profession. They were distressed and had regrets, but had no opportunity to change.
All these women were of reprdductive age, including a high. number of young women aged
18 or under. Tne majority of them had primary education but a high number were illiterate.
About half of them were originally peasants. The others vrere either unemployed or had o
jobs with unreliable income..Over two thirds of the sample came to the city from the )
countryside due mainly to a lack of arable Iand (in many provinces of the Red River Delta '
the arable land area per capita is as low as 360m2 (one sao) Poor education could be
one of the reasons that prevented these women from finding a stable jOb while maklng
them vulnerable to the lies and coercion of the plmps and madams, as well as the materlal :
_temptations. Although the survey was eonducted inonly 5 previnces the ‘samble contained
women coming from 23 provmces in Vietnam. This suggests further. research focusrng on,

occupation and |nter-prownC|aI mlgratlon -

IV. History of sexual activity

4.1 Age of first sexual intercourse
In order to gather information about the respondents' -Ievel of séxual knowledge when they

had sexual relations for the first time, the interviewers asked them this question: "_Ho'w old

were you the first time you heard about sexual intercourse?". Many responden'ts said they
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did not know about it unti their first sexual relations. Only a few Ieérned about it'through '

friends or books, journals, newspapers or movies.

- The a'ver:age agé _fér the first sexual intercoufée was 19.08 years.ol'd, which wés very
. to the average age when they' first. heard aboﬁt it (18.95 years éld). It is worth mentioning
that 15% of the respondents had had sexual intercourse by the age of 16. By the age of
18, more than 50% ha'd had their first sexual relationship. In some cases, the respondents
lost their virginity when they were only 12 or. 13 years old. The majority had their first

sexual relations when'.t'hey were aged 15 to 24.

Table 22. Age of first sexual intercourse

'Age at first interéourse Frequency (h) Peréenfage
12-18 105 - | 5255
19-24 5 |67 | 33.5
25+ |28 14.0
Total , 200 100.0

: Compa'rison'betweeh agé groups shows..'that\the young'er the re,spond'énts .are, the
younger they lost their virginity. In other words, the ége 'of the first sexual relationé
~increases the older the respondents are. Those aged under 20 had sex for the first time at
the age of 16.77; almost five years less than those aged 30 and over. Almost 70% of
respondents aged under 20 has their first sexual intercourse. befére the age of 18, while
. this was the case for only 8% of those aged 30 and over. Similarly, the proportion of
responderits having sex for the first time when they were over 20 was only 17.4% in the 20

-to 24 age group, while it increased to 44% among those aged 30 and over.

i
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‘

‘Table 23. Age and age of first sexual intercburse

Age at ‘1s‘vintercourse Age 'group : | Total
| <20 |2024 |2520 |>=30 | |
<18 " |e50% |21.7% |203% |80% |285%
18 ' 30.0% |232% |17.1% |26.0% |24.0%
1920 50% |37.7% |341% |22.0% |26.5%
1>20 0% 17.4% |19.5% |44.0% |21.0%
| Total | 1200% |345% [205% |25.0% |100.0%
| 40 69 |41 |50 200
Mean . 16.77 |[18.81 |19.0 2138 | 19.08

Nearly half .thé respondents said that the first time they had sexual intercourse was with
their boyfrien‘d. This supports previous studies on pre-marital sexual relatiohships of ’fhe '
youth, which showed that‘ sex played an important part in a love affair. The tendency now
is for an increasing number of young beople to have sex earlier in both urban and rural

areas. -

We are not implying that pre-marital sex is a pre'conditioh for prostitution. However, as long
as virginity continues to be'a‘symbol of a woman's dignity, and as long as young people
are not well prepared for a sexual life, the negative effects of pre-marital sex are one of :‘

the contributing factors to why 'many young girls become sex workers.
4.2 Sexual behaviour and experience of the sex workers

For the majority of. respOndents', the age of their first sexual intercourse (19.09 years
old)was not the same as ‘for their first paid sexual service‘ (23.9 years old.). Many
respondents started having sexual relations Iéng before t'hey actually became sex wérkérs.
'Onvéverage, each respondent had 2.1 clients a day and performed 2.2 paid sexual
- services. Almost half the sample had on average tWo clients a‘day. Almost a fifth of the

respdndents‘ had 3 to 5 clients. Some even had 7 to 8 clients a day.
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More than 70% of respondents said they had a rrght to choose. the|r clients. They all 'said
they accepted only ¢clients who were "serious" or "gentle" and "polite". The remaining 30%

' w.ere'forc”ed to accept whoever paid-.-

. In-our in-depth interviews, many respondents said they had no rights to choose customers

~ and were even severely beaten by their 'owners' or pimps if they did not comply.

| "When the client left, they beat me up. | was really tired but they thought | was pretending :
so.. He asked: "Will you do'it?”. | said: "I will nét". So he punched and kicked me. He beat
me whene\)erl refused to receive a client”. A h ' '
‘(In-depth interview in Ba Vi, Hanoi. The respondent was a _26-year-o|d' 'djvorced woman

“from Ha Tay with 8th-grade education. She had one child).

"Under their control, lhad to do whatever they wanted. lflrefused they threatened me,
. so | had to... Even durning my penod they still forced me to... | had to do /t"
(In- depth interview in Loc Ha, Hanoi. The respondent was a 21- years -old, separated

- woman from Yen Bai with 5th grade education. She had one child).

Some women were even raped by their 'owners' who wanted to degrade them, particularly
~ if they were young girls. \ o '

"The first night, he (the master) forced me to sleep with him... | had a boyfriend but we had
" no sexual relationship. He is the ﬂrst man | slept with. In general,. whenever he wants, he
forces me to 'serve’ him... Some days / had to reeetve many clients. Some days | had less.
-On average,v I was forced to serve about lfour clients a day”. '

(Interview in Ba Vi, Hanoi. The respondent was a 20-year- old single woman from Son La

with 7th grade education).

Most of the respondents had intercourse. Few had to perform oral and/or anal sex: Only a
small number of respondents said their "price" depended on the type of services they
performed at the client's request. Some_respondents (13.9%), said they could not refuse to.
perform certain. services, since the client cdluld abuse and beat them or go to another sex

‘worker.
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In our in-depth interviews, many respondente said that tney were asked to perform vaginal
or oral sex and could not refuse since, if they wanted to be paid, they had to please the
clients. It is important to note that not all of them used condoms during intercourse or oral
sex. Sexually Transrnitted Diseases (STDs) including HIV/AIDS, could therefore be

spread freely, but the respondents d|d not know this.
4.3 Pregnancy, abortion and child birth -

Of the 201 respondents, 36 (18%) became pregnani d'uring the course of their work,
including 11 who had been pregnant twice or more. Most of fhern had an abortion, some of
them up‘io six times (Table 24). At the time of the survey: some cf the respondents were
pregnant Some wanted an abortion but since they had no fam|Iy guarantee they had to ‘

keep therr baby. For some of them, it was too late to have an abortion.

Table 24. Pregnancy, abortion, and child birth

Frequency (n) | Percentage
Pregnancy ‘
1 § 25 L 12.5
2ormore - 11 5.5
Abortion ,
1 1 70
2 or more | 10 - -~ |5.0
| Giving birth ”
1-3 children 10 50.

There was a clear positive correlation between age, pregnancy and abortion'. " The olvder
the respondents, the higher the occurrence.gf pregnancy and abortions. In our in-depth
intervieWs, a_t least tnree respondents were pregnant at the time of the survey. One, in Hai
Phong, was six months pregnant, but was still working as a prostitute. According. to her,.
some cIients- preferred having sex with a pregnant woman. Some even belie'ved. that.

pregnant women did not have STDs (in-depth interview in Hai Phong)._

hY
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Some res‘ppnd'e-nts had two or three children from different clients. In Nghe An, some

respondents wanted to have a child in order to have someone to rely on'in their old age.

“ I think it's good to have some ch/Idren so that when | am old they will support me. Some
relatives to/d me that even though I am s:ng/e I have to have children, one or two, to re/y
on them later...| take him (my second child) to the park. /put him on a hammock, and | ask
people around to swing the hammock‘... When | have a client, | ask people, sometimes my
friends, to take care of my child. There was a beggar mother who collected plastic bags, |
asked her to help me and gave her several thouSands Dong.” A '

(In-depth interview in Nghe An. The-respondent wés a 35-year-old svingle.a‘nd illiterate
~ woman from Quang‘Bivnh. She’ has two children. She left the oldest child at her mother's

home).

The future of these children is a concetn. Is there much hope for them?

4.4 The use of contraception

The major contraCéptive method used by the respondents.was condoms. Only a few used
other methods, such as IUD or the pill. Nearly a third did not use any contraception at all
(Table 25). A small number of réspbndents u’sed condoms as well as a more permanent

~_method like sterilisation, the pill or IUD."

Table.25. Contraceptive use

Contraceptives used Frequehcy (n)' Percentage
IUD , 10 5.0

Pils 4 2.0
Condom k B 119 : 595,
Sterilization 2 10
Don't use 65 " |325
Total 200 100.0
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| AIthough the proportron of condom users as shown in the data was not low, the safety of
the respondents was still depending on the good will of the cllent Most of the respondent :

who became pregnant did s0 when the cllent refused to. use a condom.

So far in Vietnam, contraception tacili'ties aredireoted primarily at married oouples, and
., single men and wornen are often ignored.'_ Another impediment to such ‘services rea‘ching-
sex workers is their high geographical mobility, which make them diffioult to reach. The find
themselves out of the areas that these services cover, when in fact they shouId be a pr|me '

- target due to the|r hlgh sexual act|V|ty

We hope that the information on pregnancy,'child delivery and oontraoeption ‘contained in
this "research, along with the findings from other studies, WiII be used to introduce
_ intervention solutrons for the sex workers, so that the occurrence of pregnancies from
clients can be reduced While we cannot totaIIy eliminate prostltutron we can protect the
workers from the risks associated with their trade during their reproductrve years and help

them to avord unwanted pregnancres

/

PART Il KNOWLEDGE‘ AND PRACTISE.S RELATED TO STDs‘ AND HIV/AIDS

I._Knowledge of STDs, HIVIAIDS and of prevention methods
1.1 Knowle_dge and sources of knowledge regarding STDs and:HIV/AIDS

In this survey, when we were trying to assert the level of knowIedge the respondents had

of Sexually Transmitted Diseases (STDs), we did not list the diseases for them but asked o

them to tell us spontaneously ‘which ones. they knew of. : -

_ Although the majority of the respondents had been informed of the existence of these
diseases and of ways to avord them, the survey results suggest that the educatron was not
very effective. AIDS was the disease most respondents could name (81%), while -around
60% knew about’ syph|I|s and gonorrhoea. Very few women had heard of herpes and '

chlamydia (Table 26)
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Table 26. Knowledge of STDs °

STD listed by respondents ‘Frequency (n) 'Percentag'e |
"HIV/AIDS - 182 - 1810
Syphilis 119 59.2

| conorrhea 124 617
Candidas . 67 333
Other RTI - 35 ' 7.3

The' results of. t.he in-depth interviews show that many women in our sample had no
knowledge of STDs. They used condoms to profect themselves from becoming pregnant.

~ and from some vague diseases they did not know, as shown in the following excerpts.

.The respondent had come to Do-Son (Hai Phong) from Thanh Hoa to work in the sex trade. -
She did not know what an STD was and was only using condoms because her friends had

advised her to do so.

" | have just come here, just to do it; so | know nothing. But my friend who has worked
here before me said if | do it, | should use a condom. I have just been here for five days
and my fnend just said that without explarmng why". | |

(In-depth interview in Do Son, Hai. Phong The respondent was a 18 year—old single

~ woman from Thanh Hoa)

Another woman in Nghe An:
Q: Which STDs do you know?
A don't know... | forget thrngs easily. Its my character

(In-depth interview in Nghe An, with a 28-years-old single woman)

There was also a clear posmve relat|onsh|p between the age of the respondents and thelr

| _ knowledge of STDs The proportron of respondents aged 20 and under who knew of STDs’

was consnderab|y lower than that of the respondents of the older age groups (20-24, 25- 29,

and 30 and above), as shown in Table 27. One of the reasons for this is that the majority
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of women aged 20 or younger came from rural areas, and had just started working in the '
sex trade. Their.experience and knowledge of the diseases were poor.”

Table 27. Corfelation beMeen age group and knbwledg‘e of STDs

'STD listed Age gkoups ' Total
by respondents | <20 20;24 25-29' | >=30
.AIDS 70.0% | 88.4% |90.5% | 71.4% |81.0%
Syphilis 47.5% | 6235 | 61.9% |62.0% |59.2%

. Gonorrhea‘ - | 45.0% | 58.0% 81.0% | 64.0% |61.7%
Candida 30.0% | 33.3% ‘38.1% 32.0% . | 33.3%
Other . [10.0% | 15.9% . | 14.3% | 12.0% - 13.4%
Total 40 69 42 |50 201

Education was an important factor in the respondents’ knowlédge 6f STDs. The_. higher
their educati_on, the better their knowledge of the diseases. Those who'h‘ad as far as 10th /
grade and higher knew much more about these diseases'than the.othe‘rs,' particularly the
respondents who were illiterate (Table 28).' | |

Table 28. Correlation between educational level and kn‘owl_edg'e of STDs

STDlisted | Education level o | Total
by | lliterate | Grade | Grade Grade . -
respondents . | 1-5 6-9 10+

ADS - |618% |705% |927% |957% |81/0%
Syphilis 400% |57.4% |646% |73.9% . |59.2% °
Gonorrhea B 45.7% 62.3% |64.6% 73.9% 61.7%
Candida  |22.9% |32.8% |39.0% |30.4% |33.3%
Otherinfection | 5.7% | 16.4% 15.9% 8.7% . 1_3.4%
Total | 35 61 |s2 |23 - |20
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- There were various sources of lnformatnon regardmg STDs and HIV/AIDS, lncludlng books,
" journals, newspapers, radio, teIeV|5|on or simply though friends, but the major source was

- the Social Support Camps (‘education centres')..

‘ fable 29. Sources of knowledge on STDs

Sources of informatio.n on STD - Freduency (n) -Percentage
Books, newspaper . : 38 - . | 189
TV, Radio - . | 60 | 299
Friends o | 34 116.9
Customers B 6 3.0
Owner ' o I | o5
Medical personnel - 4 . - |20
Education center - o 106 527

'Thev proportion of respondents who had gained their knowledge of STDs from the 'media
and other sources was low. This means that sex workers who have neyer been to a re-
education camp are likely to know very little abdut these disea_sés. If they know anything, it
is more likely the names of the diseases, without any further knowledge of their effects

and how to avoid them.

The in-depth interviews .brought similar results: those wh'oA had not beeh through
, educational programs at the camps knew only a fevs) diseaées. They could not'tell any of
the symptoms of the modes of transmissions. They did not know how to protect
thems'elves‘ from them. In fact, the humbef of sex worI;ers who were taken to the camps
accounted for only a.very small proportion of all the sex workers opérating throughout the .

country.

A network of infor,m(ation provision regarding STQs need to bé developed. This includes
strengthening the role of the medié in this area, providing more detailed information and
making sure that flyers are dropped in places frequented by sex workers. At the same time,

" peer education in the sex workers' community should be developed.
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HIV/AIDS is relati\/ely new to Vietnam and, as the symptoms do not appear for several |
years, awareness amoné the Vietnamese population is very limited. Therefore, as well as
questions about other STDs, we included in our survey additional quéstions specifically on

HIV/AIDS, in order to have a better understanding of the respondents' level of knowledge. |

'Althdugh education on HIV/AIDS_.was one’ of the focuses of the carhps' program; many
respondents did not rea!iéé fully the importance of the information. For instance, the
) respohdents' awareness of the modes of transm.issi'o'n‘was inadequate: Only 80% knew '
“that HIV could bé transmitted thr’ough sexual intercourse. Less than 50% of the sample‘s
were a'waré. that the HIV/AIDS could be transmitted through sharing 'needles. Somé still
believed that one could get infected by sharing clothing with an infected person, through

kissing or mosquito bites, etc...(Table 30)

Table 30. Knowledge of HIV/AIDS mode of transmission’

HIV/AIDS is transmitted through o Frequenéy (n) Percen_tage
Sexual intercourse ' . : 162 : 80.6 -
Blood transmission : 98 - 48.8
‘Mother to fetus st | 254
Injection o ) |72 35.8

Other (sharing clothes, mosquito bite ...) | 13" 6.5

The findings also points out tHat respondents of the age groups 20-24 and 25-29' showed
" a better awareness of HIV/AIDS than those aged under 20 or above 30.
There is also a strong positive relationship bétween the respondents' educational level and
their knowledge of HIV/AIDS: the higher their educational achievemen{, the stronger their
awafeness of the infection. The group of respondents who had completed at least 10th

‘grade education knew ‘more about the modes of transmission than any other group.
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Table 31. Relationship between educational achiévemént and awareness of HIV/AIDS

HIV/AIDS is transmitted | Education level - o | Total
“Through | Iliterate | Grade |Grade | Grade

' | . 1-5 6-9 10+

Sex.ual intercourse 543% |78.7% |89.0% |9575 |86.6%
Blood transmission ' - | 40.05 45.9% | 50.0% 65.2% 48:8%
Matemal 229% |246% |244% |348% |254%
Injection | 229% | 34.4% |39.0% |47.8% |35.8%
Total " l3s |81 |82 23 201

Most of the respondents with 10th grade education or higher be‘Iie\'/ed that thére were
ways to avoid becoming infected with HIV/AIDS, while only half the illiterate group agreed.
The group with the highest educational achievement also had the strongest knowledge of

ways to avoid the infection, especially compared to the illiterate group.
" It also appeared that there was a significant gap between different occupational grdups’ :
regarding their awareness of HIV/AIDS and other STDs. This was pér‘ticularly evident with

- the respondents working in agriculture, who had the lowest level of awareness.

Table 32. Relationship bétween occupation and awareness of HIV/AIDS -

HIV/AIDS is | Occupation | ' Total

Transmitted th'ro-ugh Farmer | Business Service Other'

Sexual intercourse '74.7% | 87.2% - 86.2% - | 84.2% |80.6%

Blood transmission | 47.4% 46.2% 48.3% 556.3% | 48.8%

Maternal 122.1% 35.9% 241% 23.7% | 25.4%
| Injection | 27.4% 51.3% 34.5% 42.1% |35.8%

Total 95 39 29 38 - | 201
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Very few respondents knew that a blood test was the only way to find out if one was HIV
positive. Some thought they would get symptoms like »fe’\'/er, itchiness, etc... Some did not |
know at all. One of the difficulties with HIV/AIDS awareness is that until the infected
- person develops AIDS, there are no outside- body symptoms (as opposed to other STDs).

It is crucial to emphasise this in educational programs
“1.2 STDs and HIV/AIDS prevention

The respondents' knowledge regarding STDs prevention was very limited. The best-known
contraceptive method, condoms, was cited by only ’81.6% of them. Only about 3.5% were
aware of the risks of injecting drugs. About 30% of the respondents thought fidelity was a
mode of prevention, althotigh it is obviously impossible to enact for sex workers. Some
’thodght that avoiding using the san1e bath or toilet as en ‘intected person was one way of

‘avoiding infection. :

Table 33. Ways to prevent infection with an STD.

Ways to prevent STDs , -Frequency (n) Percentage
Use condom - ' 164 81.6
Faithful ez - - 308
No injection : 7 | .. |35

Others (not sharing'clot‘hes, 11 . |55

bathroom, toilet etc.)

. The level of knowledge regarding HIV/AIDS prevention was even~Iower 'Only 70% of
respondents knew that it was possible to avoid being |nfected Only 66% knew that
infection with HIV/AIDS could be prevented by using condoms during sexual |ntercourse
The proportion of those who were aware of the risk of becoming infected through sharing

needles or through blood transfusion was also Iow (Table 34).
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Table 34. Ways to prevent infection with HIV/AIDS

+

Avoid HIV/AIDS by Frequency (n) Percef.\tage
Use condom _ 134 66.7
Faithful o 62 30.8

No injection 48 239
Bl’oodscreening before | 22 10.9
transmission '

Other |24 : 11.9

Other independent variables such as age and educatiorial level proved to play a significant
part in the respondents' awareness of STDs andl HIV/AIDS preventioﬁ. The proportion of
respondents ages 20 'or under who cited condoms and avoiding exchange of blood as
ways to avoid getting infected was much lower than in the other age groups. Similarly, the
proportion of illiterate respondents aware of HIV/AIDS prevention was the lowest was that:

of those with 10th-grade education or more was the highest (Table 35).

Table 35. Relationship between ed;uc,a‘tion‘al level and knbwledge of HIV/AIDS prevention

Ways to - avoid | Education lével | Total
HIV/AIDS - T L
lliterate | Grade 1-5 | Grade 6-9 | Grade 10+

Usecondom . |63.0% |73.6% 78.45 90.95 76.1%
| Faithful | 259% - |37.7%  [351% .|59.1% 37.5%
‘| Noinjection 11.1% | 26.4% 31.1% 36.4% | 27.3% |
‘No'blood transmission | 7.4% 13.2% 12.2%. 182% | 12.5%

before screening

Total 27 53 |74 2 176

- The geographical environment (rural or urban) also had an influence on the respondents'
level of awareness Generally, the knowledge of STDs and HIV/AIDS of those living in

ruraI areas was poorer than for those living in urban areas.
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The prdportion 'of respondents who thought AIDS cpuld not be sucgessfully treated was
or.ﬂyv 75.6%. Only 70.1% of the sample,' knew that they could -become infected ‘with'_
_ HIV/Ale' t'hrough their aétivity_'as sex workers. Over 70% of the resbonder]ts knqw that
fhey could protect themselves against HIV/AIDS. The others eit_her did .not know how to
prevent infection :or simply thought that it was impossible for them to 'protéc‘tfthem_s_elves

from these infections once they started sex work.

" II._Sexual behaviour related to HIV/AIDS and STDs infection

In order to determine which sexual,be_haviodrs made the respondents_most vuinerable to

in'fe_ction, we asked them about condoms, drugs, sexual intercourse and health care.
2.1 The use of condoms .

Se\)eral c_ross-éheckihg questions regarding the use of condoms were asked in order to
" check the information provided by the respondents. The' results showed that there were no
contradictions in their answers and fhat the respondents' knbwledge'of cohdom use was .
changing. Howe\)er, we are not very optimistic since the frequency of condom use as well -
as the Ways 4t_here ére ué_ed during intercourse varied greatly from one respondent to the
_next. The risk of 'infection for those whose knowledge was poor and tho_ls'e who did not

regularly' use condoms was still very high.

O.vvé‘r 80% of thé respondents said they always useld‘ condoms dUring intercoursé v.vith/tr‘meir
clients. Only 60%, however, uséd condoms With th_éir regular cAIierluts, while 12.9% never

did._“NearIy 60% of the reépondenté never used condo'ms during intercourée with their .
‘ husbands, and 85% never did with their boyfriends. (Table 36).-
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" Table 36. Condom use with different sexual pvartners

Usé condom with -.Always\ Sometime | Rarely . | Don’tuse
New customers 832|141 05 2.1
Regular customers | 58.4 | 277 |10 | 1129
Husband 118 . |235 |59 ~ |s88
Lover |75 |75 1 1850

The research f|nd|ng showed no reIatronshlp between age, educatlon and the use of
: \condoms In contrast, there was a cIear reIatronshlp between the respondents previous
occupation and their use of condoms.'Compared to other occupational groups; those who

used to be farmers had the lowest level of condom use with their clients.(Table 37).

- Table 37. Relatio_nship between respondents' previous or current occupation and condom

use

Use of condom | Occupation - " | Total -
with Farmer | Business | Services | Other u

New customer - |81.3%  |75.0% |88.9% |91.9% |832%
Regular customer ‘| 50.0% 65.4,% ' 56.3% 66.7% .58.4%
Husband . |00% - |00% |167% |100.0% |11.8%
Boyfiend ~  |91% . {125% |00% |91% |7.5%

In our in-depth interviews many respondents said that their use of condorns with regular
clients or with the. man they regarded as their "boyfriend" was less frequent smce they

consrdered not usrng a condom asa way of showrng their affectlon

Q:Isit bec'au‘se 'you did not use condoms consistently that you got pregnant7

A: No, | was only pregnant with someone | liked, | loved him, | wanted to act like his wife.
Then get used to'hrm like dating. Only because of it | got pregnant ! liked him like I was
his girifriend '

- Q: How many men like this did you have7 You got pregnant three trmes
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A: Three men (sm/l/ng)

~ (Interview at Loc Ha wnth a 30 year-old d|vorced woman from Ha Tay. She has one Chlld)

VQ: Did you have sexual relationships with the man from the college you mentioned? -

A We.loved each other, like husband and wife. . | |

Q: Did you use condoms7 o
A: No Because we were s/ncere to each other So. there is no problem W/th others l
always used condoms

Q: But you never used condoms w1th that man7

A: No. ] : :

.(In depth mtervnew at a 'risky hamlet', Hanoi. The respondent was a 28 year—old d|vorced .

woman from Ha Tay with 5th grade education. She has two ch|Idren)

Q: What type of clients did you no use condoms“with? :

A: Those [ was not susp:crous about. |

Q: After how many encounters with h/rn do you feel you can trust a cl/ent7
A: About 5 or 6 times. And when I.know he has a wife and ch/ldren \
Q: They did agree not to use a condom? ’

A: Yes. They said they trust me, so they did not use condorns '

(In-depth mtervnew at a rlsky hamlet', Hanoi. The respondent was a smgle 28 year-old |

woman from Ha Dong. She has one child).

It is a fact that condom; when used correctly,'are effective in preventing STDs and
.HIV/AIDS infeotion. HIV is found not only in blood and sperrh, but also in vaginal discharg‘e‘
ahd pre-cum. Therefore, to avoid being- infected, one should use a condom before
penetration‘ (not only during ejaculation) and must use it during the entire duration of

intercourse. Unfortunately, this rule was not strictly followed by the respondents.

1
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Table 38. The way of using condom _with different sex parthers |

Sex partner

Whole process of

intercourse (%)

Before ejaculation (%)

New customer

99.5 0.5
Regular customer 96.5 - 3.6
‘Husband 143 85.7
Boyfriend 37.5 62.5

"One of the main risk factors is the carele,ssness' of the sex workers themselves. On one
hand, many believed that having sex with their husband or boyfriend was relatively safe,
therefore putting their own safety at risk. On the other hand, they did not care about the |

safety of their clients.

~There has so far been no research ’in Vietnam on the use of .condoms by men and women _
according to the different' types of sexo"al reIationships-(monogarnous relationship, casual ’

- sex, sex worker.. ) or on the use of condoms by sex workers' cllents with their wives,
- g|rIfr|ends or W|th 'sex workers. However we can safely assert that the behavnour and

beliefs of sex workers as shown above are common. _

When asked about using condoms with clients, some respondents imrnediatelyreplied that

they did.not want to or did not even ask the client to use one, despite the risk of infection.

‘When asked what they would do |f a client did not want to wear a condom, 70% of the
respondents sald they would refuse to have sex. About 16% said that they had to pIease '
the client (Table 39). We believe that in reality, the proportion of sex workers refusing '
intercourse would.be lower while that of sex workers who would do as the client pleéses

~ would'be higher:
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Table 39. Sex worker's reaction to a client’s refusal to use a condom

You would - | L :Frequency (n) .| Percentage (%)
Refuse intercourse - 1134 | 71.3
| Persuade them unti they agree -~ | 21 ‘ 111
Obey them = : 30 1180
Other - 3 ' 16
Total 3 | 188 100.0

)
, In the in-depth interviews, some respondents adm|tted that since they needed money,

they had to accept that clients mlght not want to wear a condom :

Q: What did you do when the client refused to wear a condom?

Al had to consider. But if | needed money, I took the risk. But usually / would COI‘ISIdeI'
and check the client. '

Q: HoW?_ »

A: Yes (laugh), | examined him. ‘
(Interview in Loc Ha, Hanoi. The respondent was a 21 year-oId snngle woman from Ha Tay‘ |

with 7th-grade educatlon)

"Some want to use a condom, some don't. If they did not want to, | had to accept it If I
| refused, the client would not buy me" . . _

(Interview at a rlsky hamlet' in Hano| The respondent was a 28 year—old sungle woman
' from Ha Dong. She has a Chl|d)

Most of the respondents bought condoms themselves. Only a few of them wodld have
their 'owners' provide condoms. On a positive. note, up to 40% of clients ;would have

condoms with them when going to a sex worker (T_a_ble 40).
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Table 40, Condom provision

Who provide condom

Frequency (n)

Percentage (%)

Customer 78 40.2
You . 128 - 66.0
Owner "33 17.0
Hotel 3 1.5
Ydd buy or bOrfow 7 3.5

' 2.2 Sexual hygiene and gynéeéological eXamination

One ‘of the factors which can contribute to prevent the spread of STDs is a good sexual
preventative hygiene performed by the sex workers themselves. Good sexual hygiene will
not prevent infections; but it will slow the developments of some diseases and help

infected women address the symptoms in time. It might also reduce the. rate_ of "sex.\'No.rker’

to client" infecfion. ‘

Our -research shov-ved‘ that not a single respondéht changed .her’ underwear. before
intercourse and only one in four would was their genitalia. After intercourse, they would

wash their vagina with plain or soapy water and sometimes with hygiene fluid (Table 41).

Table 41. Personal hygiene before and after intercourse. :

Hygenic habit . ' Frequency (n) | Percentage (%)
| Before having sex - L o

Wésh _genitaj 55 275
Change underwear 0 0.0

After having sex | '
‘Wash by soap 63 . 315
Wash by water 45 225
Wash by hygiene fluid | 80 398

0

~ Change underwear

0.0
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Generally the respondents were unable to wash or change undenNear‘before sexual
sintercourse as they operated from'a pIace wnthout water or hygienic facilities. Only a small
" number of them working in hotels and restaurants had access to such facnlltles Most of the -
respondents‘sald»they would only wash when they. got home to sleep. In gener_al,‘ after :

receiving a client, they would just wipe themselves with a towel or paper.

"l tell you th/s very true When we work on the street or in bushes, we have no way to .
wash but can only wipe ourselves dry. Myself /. don't I/ke the same towel be/ng used by‘
: many people. So | always have san/tary pads wrth me. When I finish’ wrth a customer, |
wipe myself with a pad and throw it away, and use a new one with the next customer Th/s E
‘is the best way, the cleanest way for both people ' , ‘
(Interwew in Nghe An with ‘a 38- year-old d|vorced woman from Nghe An wnth m|ddIe- |

school education. She has two children).

Q: Did you wash before or after recelwng a client?

A: There was no water at the park. | just wiped myself qwckly with a sanltary pad

(In- depth interview at Nghe An. The respondent was a 36- -year-old dlvorced woman from
Nghe An with 4th- grade education. She has two chlldren) ' ' '

~ Q: You just wiped yourself dry after each client, didn't you? |
~ A: Yes, just wiped. That's why I've got syphilis. ' ,
(In-depth |nterv1ew at a 'risky hamlet' in Hanoi. The respondent was a 39 year-old leOI’CGd':

woman from Hanoi with 6th-grade educatlon)
2.3 STD infection and gynaecological examination

According to the ,respondents, only‘a small nurnbe[ of them have ever had an STD. One in.
five had common 'reprod'uct'ive tract infections (Table 42). However, we believe that these
figures are not reliable, since _psychoIOgicaIIy women d'o not want to d.isclose diseases
related to their genitalia, esoecially diseases such as syphilis which is often regarded as a
'social disease' that indicates a dirty, 'debauched "_ lifestyle. Sex workers having symptoms

— _ of these diseases often hesitate to disclose them.
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Table 42. Type:of- STD infections.

\

A Frequency (n) 'F’ercentage (%)

Ever infected |

Syphilis 15 7.5

Gonorrhea 15 " 7.5
Genital wart , R 2.5

Other 40 20.0
Currently ihfecting ‘

Syphilis 2 1.0 -

Gonorrhea 7 35
Genital wart 3 15

Others 27 1135

Many studies have shown the importance of education ‘in thereproductive health of
women. In this research, it appeared clearly that those with a higher level of education

were less likely to have an STD than those wrth lower educatlon partlcularly in the case of

the llllterate group.

>

Table 43. Relationship between educatioh,ano STD infec‘t’i‘ons. ,

Ever infected with'STD | Education level Total
' ) | literate | Grade 1-5 | Grade 6-9 | Grade 10+ |
Syphilis 171% |6.65 6.1% 0.0% 7.5%
| Gonorrhea' 86% |8.2% 7.35 4.3% 7.5%
Genital wart 2.9% 0.0% | 2.4% 87% . |2.5%
Other RTI 25.7% |.18.35 22.0% 8.7% 20.0%

i

Women in general do not like undergorng a gynaecologrcal examlnatlon If they have to,
‘ they do not go to the doctors regularly. They tend to go for an examlnatlon only when they
. think they might have an |nfect|on or a disease. ThIS is also the case for sex workers, even

" though they should be even more concerned than most women about such diseases.
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AIthough 81.6% of the respondents said they had undergone gynaecological examrnatlon
over haIf of them did so at the camps. Only a few respondents had montth examlnatrons -

Some went to the doctor's only when they thought they had a disease.’

Table 44. Time and place of gynaecological examinations

Having gynecol. exam = -| Frequency (n) Percentage (%).

In public clinic

Monthly 37 . - 1224

Every three month 6 } 136
Every six‘month ‘ " 7 ' 4.2
Annualy ls -~ a0
When have a disease | 15 / 9.1
In the camp : 102 | 60.5
‘| In private clinic | | .
Morithly 7 4.3
.Every three month 3 1.8
Every six month 1 0.6
When have a disease 2 1.2
Never go to private dinic | 144 o 91.7

Contrary to our expectat|ons a number of respondents underwent examrnatrons wnth
prlvate doctors ‘We thought |t would be rare as prlvate doctors are often much more
expensive than the pubhc system. Furthermore we believe that the prlvacy of the patlents ‘

is better |nsured in the public health system

n Ctient’;profiles and clients behaviour reg arding‘S_TDs and HIV/AIDS

. When researching sex work, it is important to study the clients and their behaviour. Som‘e _
even believe that clients play an intermediary role in the spread’of STDs and HIV/AIDS.
Unfortunately, there is only one research focusing on this subject, carried out by Care

International in 1991. Although our survey concentrates on sex workers, we think that
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information -about clients will help us get a better understanding: of the behaviours : -

‘ associated with.STDs, HIV/AIDS and commercial sex work.

The information about clients reported by the respondents in our survey is not very reliable,
but it can at least provide some knowledge of their sexual behaviour,, espeC|aI|y regardrng

condom use it can also suggest issues to be addressed in further research
3.1 Who are the clients? .
'According to the information collected from sex workers, clients come from a variety of
socral groups They also belong to different age groups, with the majonty being between

31 and 50 years old. The second Iargest group, consists of those aged 21 to 30 (Table 45).-

_ Table 45, Age of the clients

Age of clients

Frequency (n)

<20

31

Percentage (%)

15.4

21-30 112 55.7
31-50 137 | 68.2
50+ 38 -

18.9

, Whrle our respondents could not |nd|cate the educatlonal level of the|r clients, they had a

~ + good idea of therr occupations through the conversations they would have with them.

- Some clients even left their business cards to the sex workers so as-to maintain a
relationship. Accordrng to the sex workers, government employees formed the Iargest
group of clients. The second Iargest group consisted of self-employed manual workers

such as cyclo-drivers, porters,'etc... (Table 46).
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Table 46. Clients' occupations

Occupa’tion/job of the customers Frequency (n) Percentege (%) |
Businessmen . | 26 ' 12.9 . |
GoVernmentemponee 1104 . | 51.7
Non-frainedjob 4 61 30.3

Student o 42 20.9

Foreigner - ' g 45

It is worth mentioning that there seems to be a debauched Iifestyle among~ men aged 30 to
50. Many of them have good economic status, thanks to highly paid jObS or |mportant‘
posrtlons in government They make money easily and spend it |avrsh|y They are in the’
habit of celebrating successful busrness deallngs at restaurants and go to a sex worker,

Some customers buy the services of a sex worker to thank someone who has helped
them or done them a favour, or as a bribe to get a deal. Some believe seerng a sex worker
will turn around bad luck in business. A considerable number of clients work for the ermy

or the police force.

“They are all high-ranking people. They are government employees, some are company
managers...Some from pn'vate compahies. 7'he majonty are. government employees.
Somet/mes students come, but not often”.

‘(In -depth mtervrew at Ba Vi, Hanoi. The respondent was a 23 year—old divorced woman

wrth 7th-grade educatlon)

"l -am somy to say this but many clients have "‘high position and power. . They are
government employees or private businessmen. Students and foreignerS also come”.
(In- -depth interview at Thanh Hoa. The respondent was a 20- year—old single woman from -

Thanh Hoa with 7th-grade educatron)

”They are all government 'employees.. No burnpkin...students too...even policemen. They
wear a uniform, r/ery polite. A policeman gave me his phone number, but | did not write it
down. Because he foroed me to have intercourse with him, | got angry, so | did not wnte it

down".
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(Interview at Ba_Vi', Hanoi. The respondent was a 26-year-old divorced "wom‘an from Ha
Tay. She has one child). '

“Clients at our restaurants are all govemment employees. They are all in high-ranking -
positions in difrerent mihis'th’es. Their educat)'on is at least upper secondary. | think they
want to relax after hard work. Some only want to have a chat and that's it...Most of them
are mared, because they are all middle-aged.... They all.have big money. They all come
o celebrate after business meetings”. o | _ |
(Interview in Be Vi, Hanoi. The respondent was a 27-year-old divorced woman from Phu
Tho. She has one child). - | ’

Neerly half the women in rhve sample had regular clients. M.ore than two thirds said that .
their regular clients came to see them two or three times a month. About 15% of the |

sample had regular customers who visited them six to fifteen times a month.
3.2 Reasons why clients used sex workers

According to our respondents clients came to them for a variety of reasons. The main
reasons were for sexual satisfaction and because their wwes were away Unhappy

- marriages were another reason why men would go'to sex workers

The figures are notvhighly reliable but we have reasons to believe what the sex workers
said about their clients. Men who go to comrﬁercial sex workers do not necessarily have
high sexual demands. Psychological stress such as business difficulties, family trouble, or .
“work related stress can prompt them to visit a sex worker. Some buy sex services simply

because they want to have "new stuff".

I am sent/mental so some cl/ents came to me many t/mes Then they would say: 'Thats
enough, Babe. Like eating rice is bonng, I need to go with someone else’. I'd say 'yes".
(In-depth interview at a 'risky hamlet' in Hanoi. The respondent was a 45-year-old marrled

woman).
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"They're sad and they're bored With life. Some left their wives. Some said they were sick of
" their wives and children... Some were construction workers, some worked in different jobs,
some were government employees... Some came from the count/yside‘ to work here.- They
were away from their wives, so they went to sex workers". ’ |

(Interview at a 'risky hamlet' in Hanoi. The respondent was a 28-year-old single woman

~ from Ha Dong. She has one child).

"I saw many high-ranking men. They came to us after work... | heard they said they
enjoyed for fun, or to tumn bad luck around", o ‘
(Interwew in Loc Ha. The respondent was a srngle woman from Loc-Ha with 5th- grade

'educatron).
3.3 Thel use of condoms by clients

Only 30.2% of clients initiated condom use. When the initiative came from the sex worker,
80% of clients agreed to it. However, when asked: “Have your clients ever refused to use a
condom?”, 85.8% of respondents said yes. About 60% of respondents said that 10 to 30%
of their clients refused to wear condoms. | ‘ . |

On average each respondent in ou/r sample received 2 cI|ents a day. Therefore in a single
~day, 0ut of 201 respondents 103 had' intercourse wrth 20 to’ 60 customers wrthout
condoms If we know how many people these clients are havrng sex with wrthout condoms,
we could multiply th|s number by the rrsk of being mfected with HIV through each sexual
encounter and we would get an approxrmatron of the number of people who may become

infected in a day.
A|‘most all the respondents in our in-depth interviews said many of their clients did not use
condoms, particularly their regular clients. Some clients believe that.country girl or

pregnant women did not carry STDs.

This is the story of a country girl who came to Hanoi to sell vegetables She was abducted

then forced |nto prostrtutron o
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Q:-Did you ask your clients to wear a condom?

A: 1 did. | said they should wear condoms so that | would not get pregnant and they could
protect themselves from d/seases but they did not I/sten to me.

Q: What did they say? ' _

A: They said | could not have diseases since | was from The countryside. They believed
that there was no way to getdiseases from the countryside. -

(Intervnew in Ba Vi, Hanoi.- The respondent was a 26- year-oId divorced woman from Ha
Tay with 8"-grade educatlon She has one child).

This is the story of a woman deserted by her boyfrlend She had a Chlld and was pregnant

but still forced to receive cI|ents

Some liked me. They quoted a popular saying: "To ‘fuck’ with a pregnant woman is like
getting all the excitement of half a lifetime”. They also said pregnant women cou/dnot \
* have diseases. . B '

(Interwew at the whore market in Hai Phong. The respondent was a marrled woman from

Tuyen Quang. At the time of interview, she was 6-month pregnant from a client..She also

has a child). o ’ | N |

Sometirnes the sex workers would have to have intercourse with the street ‘bear heads’ or
with sexually vrolent clients. In these cases, they would be beaten up, insulted, degraded

.and would not be protected from STD. |nfect|ons

| The restaurant were | worked usually at 9 PM. That .day they came at 10.30 PM. In the
dark, / first did not pay attention to him. They carne to stay overnight. They bought me for
‘the whole night. When they turned the lights on, | saw their backs full of tattoos of dragons..
and snakes. Their arms and legs were also tattooed with human skulls. | was frightened to
| death but the master has been paid so | had to see them. They tortured me. 'NeXt day my
face was extremely pale. They beat me, scratched me.' They forced me to have sex with
them all night. | could not stand it, they yelled at me, scratched and squeezed me. They
thought that because they had paid, they could force me to do whatever they wanted, like
blowing, sucking. When | refused, they insulted me. | cned, and they beat me. Once they

beat the blood out of my lip. .Then'/ had to go to the Coal Company Ill Hospital to have the
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injury looked at. They hit my lip against my teeth. They Were drug addicts: | remember they
came from Hanoi. They bought me for the whole night When | could not please them, they
beat me up. At n/ght I cried out, the master came up to. see me in blood. My eyes and |
mouth were swollen The next day the master took me to.the hosp/tal So that |.could get
some shots to relieve the pain and had my injuries treated. It was about the beginning of
this year. It happened at the restaurant. . - _ '

(In-depth interview in Ba Vi, Hanoi. The r'espondent was a 23-year-old divorced , woman

with 7"-grade education).

The most frightening incidents occurred when a group of clients bought'a sex worker
collectively. This is called tablo, or group sex. Most of these clients never use condoms.

Some respondents were angry when revealing their stories.

If they do tablo, they never oay. Why pay? | experience two o.r three tablos since Tet. | had
to acoept. They never wear condoms. Sometimes, in order for them to wear condoms, |
say that | have a disease, and that i they don't wear condoms, they will get diseases and
will come here again to blame me. They said 'Fuck' your mother. Once | 'fuck’, | know. It's
difficult for you whores to get diseases. You fuck' a tot, but don’t fool us. I, you 'fucking’
' father, do whateverl want. Don'’t ever tell me vyhat to do, even though | lied that | had a
disease. | ' ' - | . |

(Inter\riew at a 'riSky hamlet' in _Han_oi. The respondent was a 45-year-old married woman‘

from Ha Tay).

‘| experienced a tablo once. They forced me in the park. Four or five guys. They did tablo
then they left. | asked them but they did not wear condoms, They said they did not care.
They were all young. _ ' | |
(Interview ‘at a 'risky hamlet' in Hanoi. The respondent was a 28-year-old single woman -

from Ha dong. She has one child).
The teenagers they did tablo. They did not use condoms That's why Igota d/sease then.

(Interview at a 'risky hamlet' in Hanoi. The respondent was a 39- year—old divorced woman

with 6" -grade education).
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3.4 Clients and drug use

- Around 10% of respondents said the|r clients were drug addicts. Some said they were
afraid of these clients most, since these men would have sexual intercourse that lasted a
- long time, which would be palnful and made them feel very uncomfortable. Sometimes
they would be violent and beat up the sex workers if they were not satisfied. In cases
when the respondents"boyfriends wete drug addicts, most of_the women’s money't/vould

be used by their partner to buy drugs.

vIn the Social Support Camp Number Il'in Han_o.i., we met a sex worker from Ha Tay whose
boyfriend _Was a drug addict. She was- HIV-positive (she might have become infected
through her bo;ffriend). Some respondents were drug-addicts themselves and were doing
sex work to pay their debts. This Was- the case of a beautiful woman we met who used to
be a smger in an army band. She became addicted to cocaine and soon owed millions of

Dong. She had to sell her furniture and turned to prostltutlon to support her habit.

Out of the 201 respond_ents we interviewed, 13-(6.5%) had tried drugs, including 4 who
were drug pushers. Twenty-seven respondents (13.4%) said between 5 and 90% of the ’

- sex-workers they knew used drugs.

C. CONCLUSION AND RECOMMENDATIONS

l. Conclusion

1. Our sample of sex workers is far from homogenous and consists of women from
different social backgrounds. All of them are in reproductive age. More than half of
them are between 16 and 24 years old. 12.5% are under 18. These findings, together
with other studies conducted in Vletnam show that the number of young women

(mcludnng teenage girls) working |n prostitution in the country is mcreasmg

Almost one in five respondents is illiterate, while one thitd have only primary education.

This may be one of the consequences of the rapid socio-economic changes that took

—200—



V pIace in the rural areas during the earIy stage of the reform programs Poor education '
has limited women'’s |nformat|on while at the same time reduc|ng their ability to find

work. This could have prompted them to make the wrong decisions., N

Two thirds of the samples come from rural areas, and a considerable number of these
women became involved in prostitution out of economic difficulties. Others were Iied to
or forced |nto prostitution while seeking jobs in the c|t|es There is aIso a number of

respondents who became sex workers outof a desire for material goods.

'For some, a drug addiction motivated their decision to become seﬁ(‘workers' Others see
_“prostitution as a profession and have no |ntention of Iooking for another jOb s|nce they

find they can make money easily through sex work. -

Whatever their motives, we found that the respon'dents had a common characteristic"
A they were depressed took risk, and behaved in an irresponsible manner for the sake of -

short-term benefits

. Thereis a reiationship between thesex workers’ socio-economic characteristics and

. their vulnerability to STDs and HIV/AIDS. Age, education previous occupation pIace of
origin all have a signlficant influence on the foIIowrng dependent variables: why they .
are doing sex work pregnancy, abortions and their awareness of STDs and HIV/AIDS,
as well as their condom use. Our research shows that age had a pos|t|ve relationship

| with these dependent varlables. For instance, the level of awareness of STDs and

| HIV/AIDS of those aged 20 and under is much lower than in the higher age groups. .

Education also_-has a positive ‘_relationshipi with STD and HIV/AIDS awareness,
particularly regarding prevention'methods and condom use. Many women in our sample
-were either |II|terate or poorly educated (17. 4% and 30.3% respectively) ThIS has
considerably limited - their access to |nformat|on in general and regarding STDs and
HIV/AIDS in particular. '
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Almost half the respondents were originally férmers Compared'te those who used to
~work in. the small trade or as serwce prowders this group has a much poorer level of
-awareness, and has a much higher rate of STD infection.
3. The respondents showed a large geographical mobility across provincial borders. In our
sample, 200 respondents came from 28 provinces and cities. The majority did not work -

in their province of origin, making it difficult to keep track of them.

4. Chents also showed a varlety of socio- economlc characterlstlcs Contrary to popular
belief, they are not necessarily men. wrth high sexual demands Although-the data
coliected is not sufﬂcrent for us to draw a deflnrte conclusron we can predict that the
‘number of men using sex workers will mcrease Studies on the sexual behaviour of .

. men in general and of sex workers’ cllents in partlcular would help understand thls
issue and would provide |nformat|on on what sexual behaviours facilitate the spread of
STDs and HIV/AIDS. S T

| This research shoWs that the level of awareness .of the clients regarding STDs and
HIV/AIDS plays a‘:decisi\re~' role in the sex workers' use of condoms., Only a sma_ll

' number of clients have condoms ‘with them when they visit a sex worker. The majority of .
clients do not want to wear a condom. during interé:ourse. We can safely assume that
these men wilt not wear condoms‘wit‘h their wives or girlfriends. -So‘mexnaively believe

| that coming from the country or being pregna'nt is a guarantee that a sex worker will not

carry a disease or an infection.
We can therefore conclude that it is the clients themselves - not the sex workers or drug

addi¢ts - who 'are the. major channel through which HIV/AIDS is spread in the

. community.

ll. Recommendations

With this. research, we do not prete'nd to- provide strategic resolutions on how to deal with-

prostitution in Viet Nam . We co'nfine our action to making suggestions on how to prevent



the spread of STDs and HIV/AIDS to t'he wider community. We would also like to suggest
some possible steps which might help change the sexual behaviour of sex workers and
their attitude towards the risk of infection from STDs and HIV/AIDS.

1. The relationship between the sex workers’ socio-economic characteristics and their
sexual behaviour indicates that any effective intervention needs to take into account:

variables such as age, education, previous occupation, place of origin, etc.

2. Education-and information programs on STDs and HIV/AIDS need to be developed so
as to reach sex workers. Books, documents, flyers with easy-to understand information
and pictureé can be effective ways to get the information across, but only if they reach

“the sex WOrkers. It is therefore crucial to ensure that this information is distributed in

- places where sex workers operate, such as restaurants, hotels, entertainment areas

; Lo
\

and other locations.

'3. Awareness campaigns can be carried out to encourage a wider use of condoms.
Experienced women .can be used as ‘peer ‘educators’ to convince clients. of the
.importance of condom use. The experimental production and distribution of condoms of

- different appearance to make them more attractive to clients need to be encouraged.

4, ’E'ducational erdgrams on what contraceptive. methods are available to sex workers
need to be strengthened, and there is a need for easier and wider access to

contraception services.

S. Educatioﬁal programs .ne;-:-d to be reinforced to develop sex workers’ knowledge of
o reproductive health. They must also be ehcouraged to develop a sense of responsibility
,fowafds the community, for in~stance by undergoing r;nore frequent gynaecological
examinétions. The experience of some Non Governmental Organisations whb have
sent medical 'persohnel to the places where sex workers are operating need' té be‘

considered.
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) Actiéns need to be taken to warn brothel owners and clients about their responsibilities
" in preventing the spread of STDs and HIV/AIDS, and to encourage them to actively -

participate in the distribution of condoms and the promotion of safer sex.

. Further fesearch on the clients’ needs need to be conducted in order to study their
- sexual behaviour and their condom use, so that interventions such as IEC and further

consultations can be carried out.

3. Further research on broStitution need to be conducted, as well as research on the
sexual behaviour of the general pobulation, in order to define high risk behaviours and

to construct effective IEC campaigns.
. InterVention studies$ need to be taken out fo find out what the obétacles are to safer sex

and to_build intervention strategies with the aim'_of changing the risk-taking sexual

behaviours of sex workers and clients alike.
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-

Asian Women’s Fund -

The Asian Women’s Fund was established in July 1995 by prominent citizens
who were concerned about continued suffering of the former “comfort

women”, victims by Japanese military during the World War Second, with the - |

“support of the Government of Japan. The prrmary aim> of the Fund is to
extend atonement and support to. those victimized women. The victims have
‘suffered in silence for so long and are now of an advanced.age, and it is
therefore the Fund’s sincere wish to act urgently, in accordance ‘with their
needs, to alleviate their pain in whatever small way it can. At the same time, -
"-recognizing that prevailing attitudes of discrimination and violence against
women is a part of the background to the suffering.inflicted on the “comfort
women”. The second pillar of the work of the Fund is. to_actively address
contemporary |ssues of violations agalnst the dignity’ and rrghts of women

BN
“

The Fundsactrvrtres mclude S : .

® hosting international forums on contemporary issues on women;
® financial support to. NGO projects addressmg contemporary women s
human rights issues; .- R
® research and analysrs into the causes and preventlon of vrolence agalnst
~women, and other contemporary women’s human nghts violations, and;
@ training and development of new counseling approaches for women
victims of vrolence and human rights violations.

For further information, or a list of publications, please contact the Fund
at the address below, or visit its site on the world wide web.

-

'Akasaka 2-17-42 Minato-ku, Tokyo, Japan 107-0052 ..
Tel: (+81)3-3583-9322 FAX: (+81)3-3583-9321 .
e-mail: dignity@awf.or.jp ‘ S
website: http://www.awf.or.jp R R




