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· HIV is the silent entrant at times of conflict, violence and disaster.  

· The long term implications cannot be ignored and need to be addressed with urgency by all humanitarian programmes.

· Violence is both a cause and consequence of HIV that must be addressed through multilevel prevention approaches.

· Key population require specific measures to protect themselves against neglect, discrimination and violence and access to life-saving prevention, treatment, care and support for HIV.

· To end the HIV epidemic is necessary its approach and inclusion across the board in all priority areas of development.
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Special Remarks

This paper has been developed with the aim of creating awareness on the implications of the conflict, violence and disaster in the response to the HIV epidemic. The diverse elements provided in this paper are intended to contribute to and facilitate the discussions during the Global Thematic Consultation on Violence, Citizen Security and the Post 2015 Development Agenda which will take place in Panama and the High-Level Consultation on Conflict, Violence, and Disaster and the Post-2015 Development Agenda in Helsinki in the first quarter of 2013. The paper draws from existing literature and has been develop by the UNAIDS Regional Support Team for Latin America in collaboration with the UNAIDS Office in New York. 









































Introduction

According to the World Bank, some 1.5 billion people live in countries affected by repeated cycles of political and criminal violence, and no low-income fragile or conflict-affected country has yet to achieve a single Millennium Development Goal.[footnoteRef:2] Fixing the economic, political and security problems that disrupt development and trap fragile states in cycles of violence is a  great challenge to be addressed if we are  to succeed in the construction of the World We Want beyond 2015. Strong efforts should be made to strengthen citizen security and in addressing the issue of violence in conflict, post conflict and peacetime situations, with particular focus on addressing the heightened vulnerability and experience of violence faced by women and girls, as a part of the development agenda. [2:  World Development Report 2011: Conflict, Security and Development] 


Despite impressive economic growth rates in recent years in some countries, the unequal distribution of wealth that keeps the majority of the population in developing countries in poverty, the growth of organized crime and the spread of violence are becoming significant concerns that affect the everyday life of people around the world. According to the International Development Bank (IDB), in Latin America and the Caribbean 350 people are murdered, on average, each day. The region accounts for 28 percent of the all homicides recorded around the world which represents 8 percent of the planet’s population.[footnoteRef:3] A significant percentage of these crimes are as a result of gender-based violence (GBV) and hate crimes caused by harmful gender norms, stigma and discrimination against people living with HIV and vulnerable population at higher risk of HIV exposure (transgender population, men who have sex with men, injecting drug users, migrants, displaced people, sex workers and women). [3:  http://www.iadb.org/en/annual-meeting/2012/annual-meeting-article,6405.html?amarticleid=9878] 


The inter-connections between violence against women and HIV, as both a root cause and consequence of HIV, are now widely acknowledged. A landmark study from South Africa estimated that if gender inequalities were improved so that no women were in relationships with low power, 13.9% of new HIV infections could be prevented. Additionally, 11.9% of new HIV infections could be avoided if women did not experience more than one episode of physical or sexual partner violence.[footnoteRef:4] Research has shown that women living with HIV are more likely to have experienced violence, and that, women who have experienced violence are more likely to acquire HIV. [footnoteRef:5] [4:  Intimate partner violence, relationship power inequity, and incidence of HIV infection
in young women in South Africa: a cohort study. The Lancet - 3 July 2010 ( Vol. 376, Issue 9734, Pages
41-48 )]  [5:  ICW Global. UN Women. Violence Against Women Living with HIV/AIDS: A Background Paper. 2011] 


Violence and HIV co-exist within similar environmental and behavioural contexts. Many of the 'triggers' to vulnerability to HIV are also triggers to vulnerability to violence. Increasingly, violence and threats of violence are recognised as important factors fuelling the HIV epidemic.

The HIV epidemic has considerably exacerbated the effects of conflicts, violence and disasters in many countries and has been considered by the UN Security Council as a risk for stability and security in its Resolution 1308 adopted in July, 2000. The HIV epidemic is also worsened by conditions of violence and instability, which increase the risk of exposure to HIV infection, through large movements of people, widespread uncertainty over conditions and reduced access to medical care, including access to HIV treatment, care and support. HIV poses a threat to the operational capacity of armies and across the uniformed services which intervene during situations of conflicts, violence and disasters. 

The UN Security Council reaffirmed in July 2011 the link between HIV and security in its Resolution 1983. In a historic resolution, the Security Council noted that HIV poses one of the most formidable challenges to the development, progress and stability of societies and requires an exceptional and comprehensive global response. 

The growing number of fragile States, which are often linked to displacement, food insecurity and poverty, increases vulnerability of the affected population in particular women and girls, to HIV and negatively affects the lives of people living with HIV.
 
During situations of violence, conflicts and disasters the incidence of existing GBV may be further exacerbated, making women and girls more vulnerable to HIV and the other effects of violence. As a consequence of the loss of livelihood and lack of employment opportunities, sex work and sexual exploitation may increase. Mass displacement may lead to the separation of family members and the breakdown of community cohesion and social and sexual norms that regulate behaviour. Women and children may be used as warfare by armed groups and be particularly vulnerable to HIV infection as a result of sexual violence and exploitation. Rape is reported being used as a weapon of war. People living with HIV and other key populations at higher risk of exposure to HIV may require specific measures to protect themselves against neglect, discrimination and violence and in addition access life-saving treatment, care and support for HIV. 

The Panama Conference provides an opportunity for HIV to be considered as both a cause and a consequence of violence and therefore can be approached as a cross-cutting theme as well as a ‘stand-alone’ in the deliberations on the promotion of a sound peace and security and global health policy.

Violence and the HIV epidemic among women and girls

Women are the fastest-growing population to become infected with HIV in most regions of the world. Over half of new HIV infections worldwide are occurring among young people between the ages of 15 and 24, and more than 60 per cent of young people living with HIV are female. For example, in sub-Saharan Africa, the region most severely affected by HIV, women represent 58% of people living with HIV and bear the greatest burden of care. [footnoteRef:6] [6:  Global Report on the Global AIDS Epidemic. UNAIDS 2012] 


Factors such as poverty, conflict and displacement, violence against women and girls, legal discrimination, lack of access to services, harmful traditional practices and lack of information and education, can all increase women’s vulnerability to HIV and hinder their own development, as well as their meaningful participation in society. 

Violence against women, or the fear of it, may interfere with the ability to negotiate safer sex or refuse unwanted sex. Furthermore, violence against women can interfere with women’s ability to access treatment and care, maintain adherence to ARV treatment, or carry out her infant feeding choices. Evidence also exists that living with HIV can constitute a risk factor for GBV, with many people reporting experiences of violence following disclosure of HIV status, or even following admission that HIV testing has been sought. Thus a vicious cycle of increasing vulnerabilities to both GBV and HIV can be established.

One of the most common forms of violence against women globally is abuse by intimate male partners, with reported national prevalence of intimate-partner violence in the past 12 months ranging from 5% to 69% among women in diverse countries studied. In Swaziland and the United Republic of Tanzania, nearly 1 in 3 girls and women aged 13–24 years reported experiencing at least one incident of sexual violence before age 18[footnoteRef:7]. [7:  Global Report on the Global AIDS Epidemic. UNAIDS 2012] 


There are different ways in which the epidemic of HIV and violence overlap in the context of women’s lives:  

· Women can acquire HIV through forced sex; the chances of a woman contracting HIV via a forced sexual encounter are probably increased since forced sex often involves trauma and tissue tearing which can provide an open door to the virus. Between 6 and 47 % of adult women worldwide report being sexually assaulted by intimate partners in their lifetime.[footnoteRef:8] A study in Democratic Republic of Congo showed that over 400,000 women aged 15-49 had experience rape in the 12 months prior to being interviewed and that between 1.69 and 1.8 million of women aged 15-49 had experienced rape in their lifetimes.[footnoteRef:9] [8:  Violence Against Women and HIV/AIDS: Critical Intersections Intimate Partner Violence and HIV/AIDS. Information Bulletin Series, Number 1. GCWA and WHO]  [9:  If Numbers Could Scream: Estimates and determinants of sexual violence in the Democratic Republic of the Congo. CHSDR and Stony Brook University. Research brief. 2011] 

· One study in South Africa showed that women who experienced intimate partner violence were two to three times more likely to engage in transactional sex than women who did not experience violence. Moreover, women who reported transactional sex and had non-primary partners had 1.5 fold higher odds of being HIV infected that those who did not report transactional sex.[footnoteRef:10]  [10:  ibid 7] 

· Sexual abuse in childhood (a form of violence against women) is associated with risk-taking behaviour later in life, increasing the individual’s lifetime risk of contracting HIV. The prevalence of forced first sexual encounter among adolescent girls younger than 15 years ranges between 11% and 45% globally.[footnoteRef:11] In Nicaragua, one study found that women who were severely sexually abused in their childhood and adolescent years made their sexual debut more than two years earlier and reported a higher number of sexual partners than those who had experienced moderate or no sexual abuse[footnoteRef:12]  [11:  WHO multi-country study on women’s health and domestic violence against women: initial results on prevalence, health outcomes and women’s responses. WHO 2005.]  [12:  ibid 7] 

· Violence and fear of violence can prevent a woman, even one in a consensual union, from insisting on condom use or refusing unwanted sex. Since condom use and abstinence are currently the only dependable and widely available means of avoiding HIV infection, this leaves women with no means of protecting themselves. A study from the United States of America, found that African-American women who had physically abusive partners were four times more likely to be verbally abused and nine times more likely to be threatened with physical abuse when they asked their primary partner to use condoms, compared to those who did not have abusive partners.  Research from South Africa, found that women who experienced forced sex were found to be nearly six times more likely to use condoms inconsistently than those who did not experience coercion and, in turn, women with inconsistent condom use were 1.6 times more likely to be HIV infected than those who used condoms consistently.[footnoteRef:13] [13:  ibid 7] 

· Indirect HIV transmission by partnering with riskier/older men: a review of over 40 studies from sub-Saharan Africa suggests that a significant proportion of adolescent girls have sexual relations with men five to ten years older than themselves. While girls are able to initially choose the older sexual partner, once in the relationship, it is the older men who control the sexual relationship including condom and contraceptive use - in some situations through the use of violence. Emerging evidence from a study conducted among young women (16-23 years) in South Africa suggests that women who have partners older than them (i.e. age difference of three or more years) have 1.6 fold higher odds of acquiring HIV. Young women with older partners are 1.5 times more likely to experience physical and sexual violence than women with partners in the peer age group. In the last decade, approximately 67 million girls were married before the age of 18 years; 12% of whom were married by age 15.   If present trends continue, 142 million girls will be married by their 18th birthday by 2020, exposing millions of adolescent girls to the possibility of a life-time of domestic and sexual violence, early pregnancy, and associated maternal death or disability, as well as increased risk of HIV and other sexually transmitted infections.[footnoteRef:14]   [14:  UNFPA. Marrying to Young. End Child Marriage. 2012] 

·  Several studies also highlight that men’s use of violence is linked to their own sexual risk-taking and hence, their own as well as their partner’s risk of sexually-transmitted infections (STI), including HIV. For example, in India, a study showed that men who had extramarital sex were six times more likely to report sexual abuse of their wives than men who remained faithful.[footnoteRef:15] [15:  ibid 7] 

· Violence based on perceived or actual HIV status: fear of violence, stigma, and abandonment can dissuade women from learning their HIV status – or, if they do learn it, from sharing it with their partners. Between 16 - 86 % of women in developing countries choose not to disclose their HIV status to their partners. Between 3 - 15 % of women that disclose their HIV status to their sexual partner reported negative reactions from sexual partner including blame, abandonment, anger, and violence. Among those who do not disclose their status, fear of violence is one of the major barriers to disclosure - reported by between 16 - 51 % women in studies from Tanzania, South Africa, and Kenya.[footnoteRef:16] The violence experienced by women living with HIV in healthcare settings include: psychological violence, violation of confidentiality, forced sterilisation, coerced abortion and denying the possibility to have a vaginal delivery.  A study carried out in 6 countries in Asia showed that 30% of the women surveyed were encouraged to consider sterilization.[footnoteRef:17]  [16:  ibid 7]  [17:  A study on access to reproductive and maternal health care for women living with HIV in Asia. APN+. 2012] 

· Since violence can affect women’s willingness to be tested, it can also have a detrimental effect on HIV prevention, treatment, care and support and the prevention of mother to child transmission programmes. 

Violence against women is not only a cause of HIV transmission but also an effect of it. According to surveys through the People Living with HIV Stigma Index, women living with HIV are more frequent targets of verbal abuse and physical violence than men living with HIV and also report higher levels of shame and suicidal thoughts.[footnoteRef:18] [18:  Global Report on the Global AIDS Epidemic. UNAIDS. 2012] 






Violence and vulnerability to HIV in disaster situations

During emergencies, essential services that existed beforehand often are disrupted, such as prevention, treatment, care and support services related to HIV. These services are critical to prevent new HIV infections and for patients who were previously on treatment, including pregnant women who are enrolled in programmes for the prevention of vertical transmission of HIV.  The resulting situation is the increased risk and vulnerability to HIV of those who have been affected by a humanitarian crisis, with a particular negative impact for people living with HIV and key population (displaced persons, migrants, women and girls, men who have sex with men, transgender people, sex workers, and people who use drugs, among others).

Disaster situations can adversely affect air and water quality which is detrimental to people living with HIV because of weakened immune systems. Opportunistic infections will up their risks levels. 

People living with HIV can suffer the adverse effects of malnutrition due to the increasing effects of droughts, floods and storms that causes food insecurity.

The fragility arising from disaster situations may evolve into violence, especially for those who have been historically marginalized and vulnerable. Lack of security in shelters and refugee camps may increase the number of cases of GBV including sexual violence, which also includes the violence based on sexual orientation and gender identity.

The displacement and migration caused by disasters also brings affected populations with different HIV status in contact. In the acute stage of emergency the lack of access to health services facilitates transmission of the HIV due to lack of guidelines on universal precaution for health and safety, the non-availability of post-exposure prophylaxis (PEP) kits and others means of protection, including condoms.
 

HIV in the context of conflict and post conflict situations

The nature of violent conflicts has changed dramatically in recent decades (from inter-state wars to intra-state wars and various forms of violence, involving non-state actors such as rebels, gangs, cartels and organized crime). Violence causes death, disease and displacement, inflicts psychological trauma, destroys physical and social capital, damages the environment, decreases school attendance and discourages investment. In this context of fragility and social instability, the risk and vulnerability to HIV infection increases.

During a humanitarian crisis the HIV response is often interrupted or taken over by other recurrent and immediate priorities.However, with the increasing number of displaced persons, refugees and increasing poverty in the affected areas, people are turning to transactional sex for survival.  The situation is exacerbated by rape and other forms of violence.  This has greatly increased the vulnerability of populations to HIV infection and other effects due to an absence of access to treatment.  




Violence and HIV-related stigma and discrimination 

In many regions of the world, HIV is concentrated among groups of people who are at higher risk of exposure to the virus—injecting drug users, the transgender population, men who have sex with men, migrants, displaced and sex workers (both women and men) and their partners, among others. Since key populations are often marginalized even in stable settings, they may be further exposed to stigma and discrimination, police harassment, GBV and other human rights violations or neglect after or during a crisis, and there may be resistance to giving people belonging to key populations the attention they need. In conflict and disasters settings, HIV-related stigma and discrimination is both a trigger to and a consequence of violence and insecurity.

Since September 2012 the Unit for the Rights of LGTBI Persons of the Inter-American Commission on Human Rights (IACHR), which is part of the Organization of American States, begun a Registry of Violence against LGTBI and since then has reported 91 cases of killings, torture, arbitrary arrests, and other forms of violence and exclusion against lesbians, gays, transexuals, bisexual, and intersex persons. This form of violence could increase in situations where the capacity to maintain the citizen security has been compromised due to conflicts, violence and disasters.

According to data collected through the People Living with HIV Stigma Index, more than half (52%) of people living with HIV in Zambia report having been verbally abused as a result of their HIV status, and 1 in 5 people living with HIV in Nigeria and Ethiopia reported feeling suicidal. In Nigeria, more than 1 in 5 (21%) people living with HIV say they have been denied health services as a result of their HIV infection.[footnoteRef:19] [19:  Global Report on the Global AIDS Epidemic. UNAIDS 2012] 


Violence against people living with HIV and key populations can be witnessed in many forms. As of 2012, about 60 countries had adopted laws that specifically criminalize HIV transmission, with some 600 convictions reported in 24 countries. According to a 2012 global review, more than 40% of United Nations Member States (78 of 193 countries) criminalize same-sex relations, with some jurisdictions permitting imposition of the death penalty for convictions under such laws. Similarly, a 2011 review found that punitive policies pertaining to drug use – including criminalization of those dependent on drugs, compulsory drug detention or prohibiting syringe and needle programmes and other harm-reduction measures − undermine efforts to deliver life-saving HIV services for people who use drugs. Laws deeming some aspect of sex work to be illegal are in place in the majority of countries and are often used to justify harassment, extortion and violence against sex workers by police and clients, which places them at increased risk of HIV infection.

Perceived, feared and experienced stigma and discrimination - which in some such cases amounts to violence - in healthcare settings results in both women and men avoiding necessary services, including HIV testing, HIV treatment and PMTCT. Forced HIV testing is also a form of violence in that it violates the physical integrity of the individual.

Sexual minorities such as gay women and transgender are frequently targets for sexual violence which increases their vulnerability to HIV and other health challenges[footnoteRef:20].  [20:  http://www.hrw.org/sites/default/files/reports/southafrica1211.pdf] 






Policy and Programming Implications

HIV is the silent entrant at times of conflict.  The long term implications cannot be ignored and need to be addressed with urgency by all humanitarian programmes. Violence is both a cause and consequence of HIV that must be addressed through multilevel prevention approaches.

Integrating violence screening and referral into HIV services could help women obtain the assistance they need while minimizing the risk of violence that may be associated with partner notification or requests for condom use. Sexual violence and HIV prevention must be more closely aligned, and preventing sexual violence should be central to HIV and AIDS policies, strategies and programmes, as well as health services, including for sexual and reproductive health, in conflict and disaster-affected environments.[footnoteRef:21] [21:  HIV/AIDS, Security and Conflict: New Realities, New Responses. AIDS, Security and Conflict Initiative (ASCI) 2012.] 


An effective way to fight violence against women and girls is a clear demonstration of political commitment by States, backed by action and resources. Individuals, Civil Society, including networks of women living with HIV and representatives from the women’s rights movement and governments should make efforts to make visible and address the problem supporting initiatives like the Secretary General´s UNiTE Campaign to end Violence against Women which includes addressing of sexual violence in conflict, as one of its 5 goals to achieve in all countries by 2015.  .

The IASC Guidelines for Addressing HIV in Humanitarian Settings assist organisations to plan the delivery of a minimum set of interventions in humanitarian settings. They outline preparedness, coordination arrangements and planning, and provide information on the cluster response to HIV in humanitarian settings for nine key sectors (e.g. health, protection, nutrition, etc.). Moreover, the Guidelines are applicable in all emergency situations. [footnoteRef:22] [22:  UNAIDS: IASC Guidelines for Addressing HIV in Humanitarian Settings, 2010] 


Eliminating violence against people living with HIV and key populations will require laws and policies that ensure the full realization of all human rights in the context of HIV as well as programmatic responses to ensure the enforcement of the law and that empower people living with HIV. Repeal punitive laws and enact laws that facilitate and enable effective responses to HIV prevention, care and treatment services for all who need them. Enact no laws that explicitly criminalise HIV transmission, exposure or non-disclosure of HIV status, which are counterproductive.[footnoteRef:23] [23:  Global Commission on HIV and the Law: Risk, Rights & Health. 2012] 


Disarmament, demobilization and reintegration (DDR) programmes need to pay greater attention to HIV and AIDS, especially at the level of programme design and implementation. DDR provides important entry points for HIV prevention, testing, care and treatment.[footnoteRef:24] [24:  ibid 20] 


Cross-border issues, including human trafficking, drug trade and sexual exploitation and abuse at border crossing points, are all related to risks of HIV transmission. Bilateral, regional and multilateral exchange and cooperation is a prerequisite for addressing these questions, and borders should be a special focus for HIV efforts.[footnoteRef:25] [25:  Ibid 20] 


A major policy gap in responding to HIV occurs during post-conflict transitions, which can be simultaneously periods of heightened risk for HIV transmission and periods of programmatic weakness because of discontinuities between emergency assistance and reconstruction and development efforts.[footnoteRef:26] [26:  Ibid20] 




Questions for discussion

1. What are the key elements that interlink the HIV epidemic with situations of conflict, violence and disasters?

2. How can we best make the case for issues on HIV to be integrated into the discussions on Conflict, Fragility/Peace and Security as part of the sustainable development agenda to be proposed for the period beyond 2015?
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