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Abstract
The numbers of people infected with HIV/AIDS women are escalating worldwide and in Zambia, with a higher rate of HIV/AIDS infection being experienced more among than men. Women are by nature vulnerable, HIV/AIDS has doubled their burden and worse still Zambian women living with HIV/AIDS considering that Zambia is a developing country which has struggles in its both social and economic needs. Therefore this paper is trying to analyse how the Zambian National HIV/AIDS Policy has addressed issues such as Power relations, Gender roles, and access to employment, decision making and other negative effects that socially perpetuate the vulnerability of women living with HIV/AIDS. These are factors that increase the rate of HIV/AIDS infection in women. Hence, it is recommended that HIV/AIDS policies and programs made should prioritize women in the mentioned factors.
Relevance to Development Studies

For development to take place it must be planned and National Policies and programs are such plans that provide vision and framework for government actions. Therefore, the analysis of the gaps in the HIV/AIDS policy of Zambia in articulating challenges of HIV/AIDS women would result into developmental response from both government and concerned stakeholders.
Keywords

HIV/AIDS, Gender Relations, Women, Care and Support
1.1 HIV/AIDS and Women

From the early cases of the HIV/AIDS epidemic, the diagnosis of women and female adolescent was relatively low. Now, it has come to light that women’s HIV/AIDS rate of infection is increasing and growing faster such that, currently, women account for more than one quarter of all new HIV/AIDS diagnosis and women of colour are most at risk with the HIV infection (CDC HIV/AIDS fact sheet 2000:p1) The estimations that were done at the end of 2007,showed that, out of 30.8 Million adults worldwide that are HIV/AIDS positive, half of them are women and that these are mostly from the developing countries(UNAIDS 2008).Implying that locality has influence on the HIV epidemic too. Anggleton P. mentioned that, “it has been observed that HIV and AIDS does not affect all groups and communities equally. Instead, like so many other health issues, their impacts are mediated by the structural inequalities inherent in societies worldwide. One consequence of this is that the epidemic impacts hardest upon those who lack power or access to health resources. Women globally constitute one such systematically disadvantaged group” (1996: p viii).

In analysing this, the research will give a summary of what has been discussed in the National HIV/AIDS policy of Zambia generally paying much attention on the parts that concerns women as the target group of this paper. Such are, firstly, the analysis of the vision and goal of the national HIV/AIDS policy, assessing if women living with HIV/AIDS have been made a priority at all in the vision and goal of the Zambian HIV/AIDS policy. This will be followed by other subheadings such as the analysis of; enhanced equity and gender sensitivity, Stigma and discrimination that HIV/AIDS infected women face as well strengthening and expansion of voluntary counselling and testing (VCT). These subheadings will be looked at in relation to major factors that have perpetuated the vulnerability of women to high risk of HIV/AIDS infection. Such are; social economic factors, employment opportunities and power relations. These factors apply differently to each and every woman, with or without HIV/AIDS and they define the heterogeneity of women.

 As such, in the analysis of the policy and identification of the HIV/AIDS Policy, this research has recognised that women are not homogenous. Therefore, Gender relations as a concept will be used in this paper. Most importantly, in order to arrive at the findings of this research, the analytical framework will be based on ways in which the national HIV/AIDS policy of Zambia should tackle the identified challenges of women living with HIV/AIDS in Zambia, hence the use of ‘palliative care approach’ among the PLWHA women. The theory of stigma and discrimination will also be used to show how socially constructed ideas could be dominant such that, they perpetuate inferiority complex in some women. To clarify this point, HIV/AIDS is not the only chronic disease because there are others such as cancer, diabetes and hypertension; however, it is only HIV/AIDS that is stigmatised. This can be attributed to its mode of transmission that is socially constructed as immoral. 
Lastly, in order to marry the findings from literature with practical perceptions from the ground, this research had an opportunity to interview few women that are living with HIV in Zambia. The questions that were asked were directly based on the Sub-Questions of this research. These women belong to Network of Zambian People living with HIV/AIDS (NZP+), an umbrella body of people that are living with HIV/AIDS in Zambia, especially those that have come out in open about their status. 

1.2 Background of HIV/AIDS in Zambia

 The central focus of this study is on Women living with HIV/AIDS with particular reference to Zambia. Relative information about Zambia reveals that currently the population stands at 10.3 million of which 16% of the adult population aged 15 to 49 are infected with HIV/AIDS. By the year 2007 with the same population age 16.1% were women and 12.3% were men. Zambia like most Sub-Saharan African countries where HIV/AIDS is prevalent, women are more prone to be exposed to the pandemic than men.  Zambia’s peak ages for HIV among females are 25 to 34 years while that for males is 35 to 39 years. Young women aged 25 to 19 are five times more likely to be infected compared to males in the same age group.  http://www.avert.org/aids-zambia.htm
           Zambia’s first reported AIDS diagnosis was recorded in 1984 and this was      followed by a rapid rise in the proportion of people living with HIV. In the early stages of epidemic, much of what was known about its prevalence was kept a   secret by the authorities to the extent that UN envoy for HIV/AIDS in Africa accused the Zambian government of doing nothing to combat the problem (ibid).Today although the HIV epidemic has spread throughout Zambia and all parts of the society, some groups are especially vulnerable most notably young women. Since 1984 of the early diagnosis of HIV/AIDS, Zambia has been under taken in an environment devoid of policy direction and guidance resulting into lack of coordination by all stakeholders. It could be said that, this was not a good enough response to the epidemic.

                     With the enactment of the National AIDS council by parliament in 2005 the national HIV/AIDS policy was adopted. This took too long for a country with a high rate of HIV/AID infection. Policy influence good coordination and it also provides guidance for implementation of the programmes .It is in fact mentioned in the policy that before the policy was put in place there was undue duplication of effort and waste of scarce resources (HIV/AIDS policy Zambia 2005)

1.3 Problem Statement and Research Objectives

            Following the above information, despite the implementation of the national HIV/AIDS policy, this policy has a gap concerning the articulation of women that are infected with HIV/AIDS. It does mention in one of its objectives that, it will enhance women’s role in making decisions in sexual partnership. However, with the high rate at which women are prone to HIV/AIDS infection in Zambia, there has to be more than just making a decision with their sexual partners.

                      The problematical issue is that the current National HIV/AIDS policy talks about how women would be given space to voice their concerns to their sexual partners, meaning a woman must have the right to decide to the partner whether they should have protected or unprotected sex. However in as much as this voice is important, what does it mean in reality especially for a woman who is already infected. Is having unprotected sex still a priority to her? This therefore, leaves a woman who is living with HIV/AIDS in suspense. This is not the only problematic objective in the HIV/AIDS policy. What about other sections that talk about women in this policy, how have they embraced challenges of HIV/AIDS women?

                        Miriam Banda,  a woman living with HIV/AIDS, who is the National Board chairperson of the Network of the Zambian people living with HIV/AIDS in an interview by the Association for women’s rights in development (AWID)  says “as long as women’s issues are not at the core of all our different sectors, then we’re losing it, we’re missing it. Because everything is actually about patriarchy and that’s the oppression of women’s rights”. She added on to that “three quarters of our members are actually women living with HIV/AIDS, we have a critical mass there and as an organisation there is actually a call coming from the women themselves to say, ‘yes, we want to be members of the network, but we need our safe space. They need an indigenous association or network of the Zambian women living with HIV and this is a challenge” (AWID 15/11/2008). Failure to articulate women’s issue properly in the HIV/AIDS policy also denies a guiding tool for various stakeholders to follow and it also shows lack of political will to articulate issues of HIV/AIDS in depth. (http://www.awid.org/eng/Forum-08/In-Their-Own-Words/Interviews-with-Forum-Participants/Experiences-from-women-living-with-and-working-on-HIV-AIDS).
             In relation to political will Scott points out that, lack of political will in health issues is a drawback that dilutes the message of health educators. He argues that, “how do you persuade people to award the avoidance of HIV/AIDS a high priority in their personal lives if the government awards it a low priority nationally” (Scott, 2000:p267). He says it appears less palpable but probably more significant negative effects. He also adds that, “the reasons for the difference in government altitude are various, but two especially stand out. First, there are votes to be gained in from, for example, dramatically feeding people who are in danger of starving while, there are no votes to be gained from constantly reminding people that certain enjoyable private activities are eroding their life expectancy”  (Ibid: P267-268). This is contested because for one to cast a vote has to be in good health. For instance, Zambia which is a developing country with unequal job opportunities between men and women, with men having a greater chance to employment than women. It means the majority of votes come from women assuming they have much time to stand in the long voting queues. Hence the question remains, what has the government put in its HIV/AIDS policy to help this HIV woman in order that she can give them another vote in future. 

                        In most African countries women are more vulnerable to HIV/AIDS than men because of culture, socio-economic, and political factors. To some extent these may be beyond their individual control. Culturally women are considered to be submissive to men and their source of knowledge to act or make decisions should be based on men especially in rural areas of African countries. But this also applies to the urban cities, where women do not have the same job opportunities with men, higher or well paying jobs are occupied by men. Politically the marginal is even higher; women have to put up double efforts compared to men in order to occupy positions in politics. Then, if ordinary women are socially constructed to face all these challenges what more is there, for an HIV/AIDS woman.
                        As mentioned earlier African women are culturally vulnerable and negotiating for sex is seen as a taboo in an African setting. In some cases women are not even supposed to initiate sex to their partners. These are challenges that women keep facing even in their HIV positive status. There are instances that, a woman go for an HIV test and discover she is positive but fails to share it with the partner for fear of being blamed as the cause. Republic of Zambia Vision 2030 recognizes gender violence as the root cause of unequal power relations between men and women in Zambia, which results in subordination of women. However gender mainstreaming has been problematic due to various factors, which include limited analytical skills among implementing agents; gender blindness; lack of appreciation of gender; and limited resources for gender mainstreaming. (Republic of Zambia Vision 2030, 2006:4)

                 Although HIV/AIDS has no direct relationship with poverty, the progression is faster in a house where there is hunger because women depend on their husbands for support and they are not in a position to dictate what to eat and when to eat. Furthermore, being an HIV/AIDS positive woman in African, does not rescue one from doing house work chores. As women even in their HIV/AIDS status which in some cases make them weak, they are expected to continue their normal duties of caring for the family by providing social services. Therefore, Women are constantly struggling in between their own needs and those of their surrounding loved ones, between their own agency and structure. 
           The unity of study for this research is on HIV/AIDS positive women between the ages of 15-49 both those on antiretroviral therapy (ART) and those that are not. This also includes HIV/AID widows, singles and those that are married. Baylies also points out that “women cannot be taken as a unitary category but also experience different levels of vulnerability often based on age, marital status, education level and economic position”. Adding that, “certain women have been better able to adapt to changing situations and important lessons should be learned from their positive innovation” (Baylies,2002:610).However, despite these differences the challenge of power relations between men and women are what perpetuates women’s vulnerability which is experienced by most women. Therefore, the objective of this research is to analyse how the Zambian national HIV/AIDS Policy has addressed issues such as power relations; Gender roles; access to employment; access to good health services; economic empowerment; decision making and all negative effects that stigmatise women that are living with HIV/AIDS in Zambia

1.4 Central Research Question: 
How has the Zambian national HIV/AIDS policy addressed issues such as power relations; Gender roles; access to employment; access to good health services; economic empowerment; decision making pertaining to Zambian women that are living with HIV/AIDS?

Sub-questions

1. To what extent has the Zambian HIV/AIDS policy responded to the needs of the women that are living with HIV/AIDS in Zambia.

2. What challenges do the women living with HIV/AIDS face and how well could one address these challenges. 

3. Who are the stakeholders in addressing challenges that women living with HIV/AIDS are facing.

1.5 Plan of the thesis

As stated above, the reason why this research is analysing the National HIV/AIDS policy of Zambia only on women living with HIV/AIDS, is that women are socially constructed as vulnerable group by virtual of them being women.  
Chapter 2 Literature Review
2.1 Introduction

From the early case, Human Immunodeficiency Virus (HIV) and Acquired Immune Syndrome (AIDS) has been part of the medical, social research and policy making not excluding the debates, public discussion surrounding this issue through the extensive media. In relation to these debates Squire mentions that, “During these years, the place of women in the epidemic has often been ignored. Alternatively women have been presented has transmitters of HIV to men and children, or pictured as the innocent victims of morally degenerate men. None of these approaches address women’s specific relationship to the epidemic: how they interpret the proliferating words and images that surround it: how they inform and protect themselves and those close to them about HIV and AIDS ; how they care for people living with AIDS or HIV; and how they live with the condition themselves .This  neglect is especially problematic at a time  when diagnosed AIDS cases among women constitute half the total cases in Africa and are fast growing proportion of the total in many other parts of the world, including Europe and North  America” (Squire 1993: 1)

This chapter is therefore, articulating how women are susceptible to HIV/AIDS and the challenges they face. Generally the chapter highlights how being a woman and living with HIV/AIDS has a different connotation from the general perception of HIV/AIDS as a disease. It also shows how women come to be ‘legally’ socially excluded economically through the language of policies that are made.

2.2  Factors that make women susceptibility to HIV/AIDS  

Both men and women are affected by HIV/AIDS differently. For instance, women’s immune system may perchance retort differently to the virus. In addition many HIV-related illnesses and ailments that weigh down both sexes, HIV-positive women have a higher occurrence of cervical cancer than women devoid of the virus. Also, women who are on ART therapies might have severe side effects. Debates have mentioned female hormones may play a part, despite the fact that both sexes take the same size dose of ART drug, even after the realisation that an average woman weighs less than a man (Wingood1999 vol 26).

 Despite this biological disadvantage for women, there are other social contributing factors that are seen in terms of education, employment opportunities as well as in decision making. The 4th global report also confirms this point by stating that “Despite women’s higher biological vulnerability, it is the legal, social and economic disadvantages faced by women and girls in most societies that greatly increase their HIV vulnerability” (4th global report 2004: p12). The following, outlines how the above mentioned factors portray women’s vulnerability leading to high risk of HIV/AIDS.

2.3 Social/Economic Factors

Most studies have shown so far that, it is actually difficult to link HIV/AIDS to poverty especially in relation to men’s behaviour; wealth might even be the motivation factor for concurrence partners( Ackerman L 2002:163-172). However despite this fact, for women, it still stands that poverty in some cases puts women in a vulnerable situation that leads to HIV risk behaviour as one woman in Kapulanga mentioned: that if they found someone ready to give them the money in exchange for some sexual favours, they accept the money and provide the demands. Like that they are able to feed their children than seeing them starve to death in the name of abstaining from sex (Sikwibele, 1996). Wingood in his paper, states that “several studies have demonstrated that having a lower income enhances women’s exposure to HIV. One notable study was conducted among a random probability sample of 580 women. Compare with women having higher incomes, women having lower incomes were less likely to use condoms. Women living in poverty may not be able to afford HIV prevention material, increasing their exposure to HIV” (Wingood 1999:546) 
However, the fact is that women’s disadvantaged position does not occur in a vacuum .There are root causes of which women’s HIV risk behaviour is a content.  In the sub-Saharan Africa where the numbers of HIV infection are extremely on a higher side, there a number of women that are illiterate and this stems from various African cultural beliefs. For instance in Zambia the traditional belief is that, if a  couple has two children male and female the preference of education goes to the male child and the female child is believed to take care of the house and marry them off at a later stage even if they are still at a tender age for marriage. In support of this Hirsch Js et al commented concerning economic and social factors that, “Economic pressures sometimes force families to make difficult choices, sacrificing a daughter’s education for her contribution as a wage earner. This leaves girls and women not only less informed about health issues but also less able to obtain information that might help protect them from HIV infection. In long term, education and economic disadvantage for women perpetuate poverty and a reliance on men for economic support, decreasing their ability to take the necessary steps to protect their health (Hirsch Js et al 2007:986-996). This is a risk factor because in most cases the men that marry the girls are much older and have had sex experiences with a number of partners resulting into potential HIV victims.

HIV/AIDS 4th global report states “African women are being infected at an earlier age than men, and the gap in HIV prevalence between them continues to grow [ ] the difference in infection; levels between women and men is even more pronounced among young people aged 15-24” (HIV/AIDS 4th global report 2004: 14). This also applies to those teenage girls that indulge into sexual practises by their choice and Statistics also confirms to this statement. For instance, Wigood mentions that “Twenty-five percent of the new HIV infections in the United States are estimated to occur among those ages 13 to 20. Two young people become infected with HIV every hour of every day; of these, more than one-third are female. [] Reports theorize that compared with older women, younger women often have less power to negotiate condom use and may have less control over the sexual relationship, further increasing their risk of HIV”(Ibid 2004:16). 

In the case of Zambia, during the peak of the economy, it underwent a positive economic recital in the first post-independence period. With economic increase fairly high, of which social and economic infrastructure  were fast stretched, mainly in service and manufacturing sectors , increasing more opportunities for employment .Subsequently resulting into income rise, increased life expectance  and school enrolment, as well as in morbidity and mortality level.

Regardless of the increase made by the country, involvement and benefits from these social economic developments were not fairly shared among Zambians because no planned policies were put in place to certify equity, especially taking into concern the underprivileged position of women and girls. In a culture that a man has more favour than women, in both pre and post independence period, women were marginalised in terms of access to education, employment and many more social needs. Fewer women received education and training as these were considered men’s domain. As a result, there are still high numbers of illiteracy amid women compared to men, making up 2/3 of 44 adult populations who cannot read and write. Poverty is higher in less educated homes than the opposite. The women’s education background and lack of accommodative legislation and gender awareness policies made women to have limited access to employment opportunities (Republic of Zambia National Gender Policy 2000:7) 

Wingood, argues that, “The sexual division of labour illustrates how women’s vulnerability to HIV should be considered within the context of occupational sex segregation, the assignment of more women than men to part-time and marginal jobs. Women who are underemployed may have to rely on their male partners economically and have few alternatives but to engage in HIV risk behaviour imposed by those partners” (Wingood 1999:546) .Hence examining the women’s employment status in their economic environment can explain their exposure to HIV.This refers to jobs like prostitution which exemplifies even increased demand but less managed as an industry (Ibid: 547)
In relation to the above Hankins and Bennett also mentions that, “with diminishing incomes and skills for more active participation in the public domain, increasing number of women must use sex to earn a living. Research shows that in Uganda women who are separated, widowed or divorced have significantly higher levels of HIV infection than do singles, married or cohabiting women”.(Hankins and Bennett 1996:104) Caldwell et al(1989) observed that detached and split couples would likely involve themselves into trading their bodies for sex.Schoepf (1988) observed that one economic crisis outcome in Africa materialized into explosion of several partner strategies-the impermanent of trading sex in exchange for economic gain. 

2.4 Cultural Factors

The concept of power can be viewed differently in different disciplines and among them, according to Widgood the social psychological literature defines power as “having the capacity to influence the actions of others, conceptualising power in terms of power over others” (Opcit, 1999:543).Such abilities are found either at interpersonal or institutional levels. Interpersonal level has some aspect of culture, where men are culturally taught that the man is the head of the house and has all the authority   to make decisions. Women have to be submissive to the men. While institutional goes along with the education differences between men and women especially in many African countries. Because men tend to be more qualified than women they normally have good job opportunities and hence financially sound than women. Resource capability is the source of power and men tend to have more power in sexual negotiations than women by using their resources to lure vulnerable women. In relation to this Wingood says “according to sexual division of power, as the power inequity between men and women increases and favours men, women will be more likely to experience adverse health outcomes. Therefore, we hypothesize that women having more adverse physical exposures and behaviour risk factors will be burdened by the sexual division of power compared with women not having these exposure and risk factors and subsequently, will experience poorer health outcomes”(Ibid).In this case, cultural impediments on women’s power to voice out their concerns should be critically is dealt with. This also applies to the woman’s socially inferior placement in society that has perpetuated stigma and discrimination.  With HIV/AIDS epidemic the burden of carrying multiples of stigma has added on to women.

 According to Sheila et al, the word stigma “means a mark or a brand, originating from a Greek word meaning to tattoo or stick. It is a mark of shame or discredit, and it can also be a specific diagnostic sign of a disease. The plural stigmata refer to bodily wounds resembling those of the martyred Christ. Another meaning for the word is the part of flower that receives the pollen grains and on which the pollen germinates. This last definition is an ironically appropriate metaphor for women being infected heterosexually with HIV”. (Sheila et al 1996: 64) From these definitions it can be deduced that stigmatisation is socially constructed and the HIV stigmatisation has added on the vulnerability of women. Women are viewed as carriers of the HIV virus; they are blamed to be the causers of the disease that they transmit the virus through prostitution. She added that “Women are seen as the carriers of HIV in their role as mothers who transmit HIV to their innocent unborn children and as prostitutes who infect their customers who, in turn, infect their innocent wives. These myths persist in the face of evidence that heterosexual transmission from women to men in the United States is as much as 20 times less likely than the reverse transmission”(Ibid:68). Women living with HIV/AIDS particularly have been positioned as a source or potential source of infection and have attracted guilty and blame because by becoming infected they have failed their roles as caregivers and natures, and also failed in the responsibility for the next generation. This puts HIV/AIDS positive women in a situation where they have to antagonise throughout their life time till death. Their sources of happiness become limited and they become helpless. Lather and Smiths argued that, “the crisis of HIV/AIDS goes beyond a crisis of health, touching issues of sexuality, social inequality, discrimination the limits of science and meaning of human mortality” (Lather and Smiths: 1997208-209) Sheila outlines that the stigma experienced by women is intense, at the time of diagnosis with HIV/AIDS, women already are aware of the stigma associated with the disease. They immediately see themselves differently and believe others do. (Opcit, 1996)
Chapter 3 Concepts and Methodology
3.1 Gender Relations

 Gender relations serve an important component of the way AIDS has impacted on African societies. According to Baylies (2002) in Ndola, on Zambia’s Copper Belt adult prevalence was 32 % females as against 23 % for males in the late 1990’s. In accounting for these patterns it is essential to understand both how gender relation create vulnerability and the specific way the epidemic has impacted on women (Baylies 2002:p17-19).The concept of gender relations will be important in this research considering that recent reports provide evidence of an increasing infection sex ratio to the disadvantage of women. Also due to the fact that heterosexual spread of the epidemic is greatly facilitated by the inability of many women to protect themselves. because of their lower culture and social-economic status and their lack of influence on sexual relations (vision for Zambia 2030, 2006 ).Therefore, this concept  of gender relations will be used to establish the role it plays in the spread of HIV, and also to demonstrate how gender perspective could contribute in designing policies and programmes that would put challenges of HIV/AIDS positive women as priorities.

The concept of gender relations will highlight the gender mechanism through which women frequently end up in, with little control over their own lives, bodies, and cannot protect themselves or their children from HIV/AIDS. Secondly from the concept of gender relations this paper will argue that planners of programmes to combat AIDS, implicitly or explicitly expect women to take on the extra burden of caring for people with AIDS and this goes on even to the HIV positive women making them weaker (A 2008 delegates guide to women and AIDS).

 The fact that HIV/AIDS positive women share the same disease but not all come out in the open, is enough to argue their heterogeneity, there are factors that influence these women to be open about their status. These are the factors that make them different from the way they perceive the disease and its management. In addition, this heterogeneity of women can be measured in both socioeconomic factors and their education level. To clarify this, Epstein states that, “Cultural background does not determine behaviour but it does provide social actors with a framework for making decisions and this describes well the potential importance of socioeconomic status as a factor for HIV infection behaviour” (Epstein 1981: 1950-1956). 
             Therefore, Epstein is trying to explain that women that are living with HIV/AIDS are also different in terms of their age, social class, locality, education and also marriage status. At such it is important that in every study of women they should not be looked as one category and in this case, the argument is that HIV/AIDS positive women are heterogeneous .Gender being social construct, According to Simien (2007), it can be deduced that no social group is homogenous. In regards to women he argues, “Knowing quite simply that a woman lives in a sexist society is insufficient information to describe the complexity for her daily social interaction, as diverse life experiences as stereotyping, silencing, and marginalisation do not lend themselves to simple, categorical analysis based solely upon gender” ( Simien M.E 2007:265)
3.2 HIV/AIDS women are not homogenous
This heterogeneity of women despite their HIV/AIDS status applies even to the Zambian women. For instance, though the rapid infection rate of HIV in women is partly explained by the high poverty levels .It is also important to note that Zambia is one of those countries in which the, HIV/AIDS pandemic has not left the educated ones. Therefore, among the women that are living with HIV/AIDS there are categories, some are educated and have formal jobs, others are married and there are those that are neither educated nor married. In Zambia, HIV/AIDS is not primarily the disease of the underprivileged as it is in some other countries. The infection rate of HIV is high even among the wealthier and the educated people .For instance, its prevalence among the two urban centres of Zambia which is Lusaka and Copper belt is higher than in rural areas.  Despite this factor it is still the poorest that are vulnerable because they are least able to protect themselves from the epidemic or cope with its impact (Lewis 2005).Furthermore, Cameron noted that, naturally in the history of the HIV epidemic there has been a difference between population groups, that is between urban and rural populations and this differs also in terms of social economic status. This huge gap in the burden of HIV/AIDS between the richer and poorer localities, has caused HIV/AIDS to be characterised has a disease of poverty. Unfortunately less work has been carried out to understand the relationship between social economic status and risk of HIV infection with the worst affected, which is the poorest population despite all the calls for change in micro-economic policy and other HIV/AIDS care (Cameron 2000).

 The information above supports why this paper has not concentrated on educated women, these are women that have gone up to tertiary level and have formal paid jobs that affords them to live a descent life .The reason for avoiding this group is that most of these women can afford daily necessities that make other poor women that are living with HIV come out in open, either for economic needs or other social support. But in case of the well to do women it is difficult to identify them because they can afford to buy their own antiretroviral drugs in private, they can also afford to hire a psycho-social counsellor in case of any need for emotional support. This helps such women deal with their HIV/AIDS status in a more confidential manner, unless they voluntarily decide to come out in the open. 

However, the story is different with the poor women that are living with HIV/AIDS .These are not economically empowered, and they could be married and depend on their husbands or single with or without children. Lack of proper education, subjects them to economic hardships such that they cannot fend for themselves and eventually resort to all kinds of survival strategies. These could be abusive marriages, prostitution or small business ventures that are not very rewarding and call for other sources of help to narrow the gaps. Necessity therefore, forces these women join social groups or other charitable groups that would support them either economically or socially. This calls for care which is beneficiary oriented, and assures sustainability among HIV/AIDS women.

3.3 Palliative Care in HIV/AIDS

In order to apply the above mentioned concepts, the frame work of this paper is palliative care. Worldwide today, millions of people are affected by many life threatening diseases and HIV/AIDS has not been exceptional. These are causing families, communities and entire nations face great suffering and economic hardship. Developing countries which lack adequate access to prompt and effective treatment of these illnesses are the ones affected greatly. Hence the development of palliative care is a feasible alternative to respond to the urgent needs sick to  improve their quality of life (Supu’lveda, 2002).The DFID review policy of 2007 on HIV/AIDS and palliative care gives important explanations on the same. It highlights that, “Palliative care supports both the patient and the family from the point of diagnosis of a life-limiting incurable disease all the way through to the end of life, and into the bereavement phase for the family and informal carers”( Dr Collins at el 2007: 12). 

According to Collins at el the 2002 World Health Organisation (WHO) definition of Palliative care is, ‘an essential component of a comprehensive package of care for people living with HIV/AIDS because of the variety of symptoms they can experience such as pain, diarrhoea, and cough, shortness of breath, nausea, weakness, fatigue, fever and confusion. At the community level, lack of palliative care places an unnecessary burden on hospital and clinic resources’. (Ibid p49).Further the PEPFAR which is the main funder of Zambian HIV/AIDS programs, has developed its own comprehensive long definition of palliative care. According to Collins at el in his report it reads as follows: 

Palliative care aims to achieve optimal quality of life for PLWHA and their families and minimize suffering through mobilising clinical, psychological, spiritual, and social care throughout the entire course of HIV infection. It also provides the routine monitoring that is essential to determining the optimal time to initiate antiretroviral therapy (ART), and it continues during and after the initiative of treatment. Palliative care includes and goes beyond the medical management of infectious, neurological or oncological complications of HIV/AIDS to comprehensively address symptoms and suffering throughout the continuum of HIV disease. Routine, confidential counselling and testing is an essential component of palliative care, family members who could also be infected and in need of care and, family members and partners not infected in need of prevention. (Collins at el 2007:p28).

This research will refer to the PEPFAR definition is comprehensive because it covers many HIV/AIDS challenges that patients face. In relation to the discussion of this paper, the question, if this palliative care is covered in the HIV/AIDS policy is central.
3.4 Methodology

This study is based on secondary data and a mixed of primary sources of information. For primary information, the study targets a non-governmental Organization of the people that are living with HIV/AIDS in Zambia. This is an umbrella body of all the HIV/AIDS Zambian people whose main purpose is to create and maintain an enabling environment for people living with HIV/AIDS, promote greater involvement, influence national development policies affecting. It envisages an improved quality of life for PLHA’s and a well informed HIV/AIDS competent community, free of stigmatisation and discrimination of people living with HIV/AIDS (NZP+ Constitution).This organization is called the Network of Zambian people living with HIV/AIDS (NZP+).This organization has both male and female member and it is found in all the nine provinces of Zambia.

 Limitations in conducting other ways of research which might be helpful in this research for example the use of questionnaire will not be possible because of time limitations. I will instead carry out telephone interviews with the HIV/AIDS women that belong to NZP+. The study will also use some other reports and publications like the news paper articles that had original voices of the women that are living with HIV/AIDS in Zambia.

Additionally, the study will use a lot of secondary data, the fact that my research is based on desk review, I will therefore, stay around the vicinity of ISS which will gave me access to a lot of library books and most importantly access to online reports, articles, journals including online books. This is the information I will use in my literature review as well as in my research findings.

My main challenge in this research was to find Zambian written debates about the challenges of PLWHA women. I noticed that, because it took a long time to have the national HIV/AIDS policy in place since the HIV/AIDS pandemic, it meant that by the time the policy was published, people, work places as well as other HIV/AIDS organisation had been used to operate without it. Hence, when the policy was put in place, there hasn’t been much criticism or written analysis about it. I also had personal challenges in trying to read information about women and HIV, I got overwhelmed with the information and developed fear to discover more and more about HIV.However, I later gained courage.

Chapter 4 National HIV/AIDS Policy AND   



Related Debates 


4.1 Introduction

National policies provide the vision and framework for government actions. They are like the roadmaps for programmes that government integrate at different levels. Hence, when HIV and AIDS engulfed Zambia in the early 80’s it became imperative that the government of Zambia puts in place policies that would help integration of HIV/AIDS programmes into the already existing health system. In 2005 the Zambian Government launched the National HIV/AIDS/STI/TB Policy called HIV Policy. In this policy there are several issues that were articulated and this chapter will give a brief summary of some of these issues that have been looked at in the National HIV/AIDS Policy.

Legally there was no formal documentation concerning the regulations of HIV/AIDS in relation to gender roles, job security, safety measures in the work environment such as stigma and discrimination of staff members that are HIV positive. In order to address HIV/AIDS pandemic challenges, the government had to put up the policy of HIV/AIDS .The vision and goal of the National HIV/AIDS policy is. “Free from Human Immunodeficiency Virus and Acquired Immunodeficiency syndrome (HIV/AIDS) Sexually transmitted infections and Tuberculosis”. (National HIV/AIDS policy 2005:16)

4.2 Vision and Goal of the National HIV/AIDS Policy of Zambia  

Like many Sub-Saharan African Countries where HIV/AIDS infection rates are high, statistics show that the modes of transmission is heterosexual. This is critical because it is difficult to control human behaviour in relation to Sexual activities. Apart from that, HIV virus can remain in the body for years without a person been sick and as long as heterosexual intercourse continues to be the epidemic’s driving force in sub-Saharan Africa, it also gives rise to the world’s largest population of children living with HIV and these children also grow as another generation with HIV/AIDS and the trend continues .Recent epidemiological evidence has revealed the sub-Saharan epidemic to be more diverse than expected. In this case the vision and goal of the policy is problematic in that it is not realistic.  UNAIDS 4th global Report (2004:43).

It is not enough for the HIV/AIDS Zambian policy to have a vision of the nation which is free from HIV/AIDS and other sexual infectious diseases without prioritising women’s position. If women are not well informed there is a danger of having a generation which has a lot of HIV/AIDS infections. According to the  4th global report “Besides being the majority of those infected, women and girls are now bearing the brunt of the epidemic in other ways too: it is them who principally take care of sick people, and they are the most likely to lose jobs, income and schooling. Women may even lose their homes and other assets if they are widowed”(2004:15). This is a double tragedy for the women hence need to sharp focus on gender in the vision and goals of the National HIV/AIDS policy of Zambia especially that, the policy also recognises that on a global context, the world health report of 2003 (W.H.O) put HIV/AIDS as the leading cause of death in adults aged between 15-59 years. At a national level, the policy recognised that Zambia with a population of 11.6 million by 2000 there were 830,000 people over the age of 15 years reported to be living with HIV/AIDS of which 450,000 were women while 380,000 were men (Zambian HIV/AIDS Policy 2005:p3). Similarly, Stover and Johnston in their policy project noted that, the early responses to the epidemic by the government of Zambia focused on the prevention of HIV transmission through the protection of blood supplies and the dissemination of information to the public on how to prevent HIV infection. Stover and Johnston (1999:16). The policy also recognises the importance of sensitisation of HIV/AIDS; it points out major factors that perpetuate HIV transmission as follows;

· soaring levels of poverty

· High mobility

· Socio-cultural beliefs and practices

· Stigma

· Information Education and Communication (IEC)

· Gender Issues

· Prison internment

· Drug  and alcohol abuse
In summary of the above, the policy notes that the HIV/AIDS epidemic has negatively impacted the social and economic spheres of the Zambian society and has reversed of many of the development gains that were achieved before its advent. This has occurred at all levels of the Zambian society. (Zambian HIV/AIDS Policy, 2005).
For instance on orphans and vulnerable children the policy recognised that about 700,000 children have lost one or both parents due to HIV/AIDS. Consequently, many of these orphans have to live with extended family members with about six per cent becoming street children and less than 1 per cent living in orphanages. There are no set guidelines for orphanages on orphan and child care stipulation. The coping mechanism for orphan care are also weak .WHO definition for palliatives care says, “Palliative care for children is the active total care of the child’s body, mind and spirit and also involves giving support to the family”.(Dr Collins 2007).
4.3 Enhanced Equity and Gender Sensitivity

The policy recognises that although women compose about half of the Zambian’s population, they are disproportionately infected by the HIV virus. It notes that, this is due to their vulnerability that is hindered by their inadequate access to productive resources such as land and credit. Unequal allotment of resources both at the national and household level, lack of other social and health services has also been recognised as equally raising women’s susceptibility to HIV infection. Statistically, it denotes that about 18 per cent of adult females are HIV-positive compared to 13 per cent for male adults of a population of 11.6 million (Zambian HIV/AIDS Policy 2005).This poses a challenge on equity and gender sensitivity.

The Zambian national HIV/AIDS policy claims to enhance equity and gender sensitivity with an objective to effectively mainstream equity considerations and gender in HIV/AIDS programmes and activities and to enhance women’s role in making decisions in sexual partnership. This statement has some grey areas because, it does not fully articulate the gaps that exist between men and women .It does not take into consideration the imbalances that exist between men and women in terms of economic empowerment, education levels and unequal employment opportunities; it is actually these imbalances that jeopardize the equal sex negotiation between man and women and hence compromise safer sex and increase the risk of HIV/AIDS transmission. Like many Sub-Saharan countries, this is a true reflection for Zambia. For instance Sherr and et al noted the following about South African women, “The degree to which women are able to control various aspects of their sexual lives is clearly a critical question for health promotion and the prevention of AIDS. It is evident that social factors such as the high rate of rape, the unfavourable economic position of women, and the inability to insist on condom usage make South African women unable to negotiate the timing of sex and the conditions under which it occurs. They are thus rendered powerless to protect themselves against HIV infection. Prevention campaigns often do not take into account the reality of the daily lives of South African women and the difficulties they face gaining control over their own sexual lives. The rampant spread of this disease can only be steamed if the subordinate position of women is acknowledged and addressed” (Sherr et al1996:163-177).This is a fundamental argument by Taylor and Francis, in principle if, the National HIV/AIDS policy of Zambia does not acknowledge and address challenges that HIV/AIDS positive women face on top of their gendered challenges then these women will be subject to permanent vulnerability. 

 UNAIDS 22nd Meeting on Gender-Sensitive discussed that there are difficulties that women face insisting that their partners use condoms, the ability to choose when and with whom to have sex because of their economic positions. The best is to encourage discussions of how   empowerment of women and girls could lessen their vulnerability to HIV/AIDS and these discussions should encompass the participation of men and boys so they could support their wives, sisters and mothers as opposed to becoming threatened by their empowerment. They concluded that it is important to work to eliminate the power imbalances between women and men and between girls and boys (UNAIDS 2008:18).

 The majority of Women in Zambia are not economically empowered; they depend on men for their living and because of this most young women look up to marriage as a means of survival. It is obvious then, that in such a situation these young women with a desire for marriage look for men that are financially sound but the problem with this is that such men tend to be far much older than the girls. Statistics show that large age differences between men and women in any sexual relationships increases the risk to HIV/AIDS infection. The Zambian policy should consider multiple factors that do not promote gender sensitivity because there are other root causes of women’s vulnerability to risk behaviour. For instance poverty is a contributing factor to why women would not have the power to negotiate for safer sex from a man they expect to feed them. 

Some reports claim that, most of the girls in Sub-Saharan Africa who often have much older sexual partners, it says the most common explanation is that poverty and the hardships experienced by these girls makes them trade sex with older men. A regional survey also found that economic needs are one of the factors for such behaviour. It also shows that many girls sought out for older men because they see them as good marriage partners to provide them with education and also employment opportunities (Luke and Kurz 2002). Policy makers should then ask questions such as, are the older men with their resources which come with it power, willing to change their sexual behaviour such us enticing young women for sex in exchange with certain favours.

            Gender assessment and education strategy workshop discussed that “Gender inequality and power relations between women and men often create dynamics where women are more vulnerable to HIV infection and less able to negotiate or insist on safer sex in heterosexual relations. This is true in and out of marriage, in short and longer term relationships and in commercial as well as non commercial sex .It is important to note the disproportionate vulnerability of younger women in relationship with older men, as well as in many marriages or long time relationships, where women may have particular difficulty discussing or negotiating risk reduction with their partners, who may be engaged in risk behaviour outside the relationship. Similarly, in many settings, norms around feminity and masculity create expectations for women to be monogamous and have limited knowledge of sexual issues, while encouraging multiple relationships for men. Such norms also mean that women are less likely to disclose their extramarital relations” (USAID ZAMBIA 2005: 21).
            Bearing in mind that gender sensitivity has been documented to a large extent articulating that women lack power to negotiate for safer sexual behaviour as much as this is appreciated. In some cases it can be presented in a way that it perpetuates the women to remain in the very position hence hinder the very imbalance it aims to reduce. For a example, instances that a male partner is infected with HIV/AIDS a woman is less likely to leave him than the other way round and could be described commitment and not the lack of power. Some findings also show that in cases where a female partner is found HIV positive she is more likely to share the  information to the male partner but most men decided to hide the information from their spouses .There are incidences that  the husband would discover that he is HIV positive and starts to take drugs but decided to keep the information to himself without telling the wife, though the policy claims that it promotes confidentiality unless between couples as doing otherwise could be perceived as wilfully infection which would result into a charge. However, there no measure or safety nets that the policy has put in place to see that such does not happen.
4.4 HIV/AIDS Stigma and Discrimination against Women

The policy mentions that there are unpleasant results for people living with HIV/AIDS (PLWAHA), which include stigmatisation and discrimination. It also mentions that it is frequent for PLWHA’s to lose their income as their health deteriorates and are unable to work. In such cases family members generally abandon such ones and let them leave in isolation and they become destitute. Concerning the same, the policy also outlines that many workplaces experience absenteeism, loss of productive workers, human skills replacement costs, huge funeral costs and compromise morale and performance (National HIV/AIDS Policy). 

The above effect trickles down to many other factors and others become more affected. For instance, the policy points out that the health sector is faced with excessive costs of treating HIV/AIDS patients and allied opportunistic infections such as T.B and STIs.This has proved to be excruciating for the health sector especially that even before HIV/AIDS epidemic the sector experienced deficiency in health infrastructure and health system. The policy states that other main sectors of the Zambian economy like Agriculture and Mining,  have also been negatively affected too, as workers are too feeble to produce and for women it goes beyond that because whether they are infected or affected they still have the burden of being caregivers.

Most of all HIV/AIDS modes of transmission especially in sub-Saharan Africa where stigma and discrimination against people living with HIV/AIDS is more stiffer Zambia inclusive ,it has been through heterosexual relationships and this has been associated with being reckless in sexual behaviour. This is worse for women that are living with HIV because women have carried the blame of spreading HIV/AIDS. To emphasis on this point Buve et al, mentions that, many people see themselves as somehow, ‘immune’ to HIV infection by virtue of the fact that they have what is commonly considered normal sex, that is penetrative vaginal intercourse with regular partner-believing that HIV is transmitted through ‘deviant’ and promiscuous sexual acts. Conversely however, in countries throughout Asia, Africa and Latin America, the major risk of HIV transmission to faithful married women is often seen to be through their husbands or regular male partner (Buve et al.2005, 359).

 Further Catherine and Bennett also notes that “it is unclear whether  women with HIV are more or less stigmatized by the condition than men, although it has been reported that it is common for HIV positive women to experience being seen as promiscuous and in some way socially deviant and irresponsible, particularly women who have injected drugs. Women living with HIV/AIDS in the developed world may be more prone to feeling isolated which may increase their feeling of stigma” (Sherr et at 1996:50).

As mentioned earlier the HIV/AIDS policy in Zambia was passed in 2005 but before that the government has persisted to make plans and programmes in order to reverse some negative impact of HIV/AIDS on social economy. And the policy mentions the following plans that were under taken by the government.

· In 1986, the Government established the National AIDS Prevention and Control Programmes;

· In 1987,an emergency short-term plan was developed to ensure safe blood and blood product supplies;

· Between 1999 and 1992, the first Medium-Term Plan prioritised eight operational areas, i.e. TB and Leprosy information. Education and communication, counselling, laboratory support, epidemiology and research, STD and clinical care, programme management and home based care.

· Between 1994 and 1998, the Second Medium-Term plan, which was multispectral in design and incorporated a mechanism for inter-sectoral co-ordination and collaboration, was implemented

· Between 2001 and 2003, a National HIV/AIDS Strategic framework was developed.(Zambian National HIV/AIDS Policy)
Despite the above plans and programmes, it has been recognized in the policy that the primary response to HIV/AIDS were inadequate to control a problem that was more than just medical in nature. The policy goes on to indicate that, Programmes and strategies that were consequently developed, therefore, sought to foster political commitment at the highest level, develop inter-sectoral approaches encircling all Government line Ministries, the private sector and civil society, while wholly involving PLWHA’S. However, experience has so far shown that harmonization and cooperation between and among line ministries and civil society organisations have been weak. This is predominantly the case at provincial and district levels (ibid). 

 Prevention being one of the first responses of the government towards HIV/AIDS pandemic. The policy outlines that this was carried out through Information, Education and Communication (IEC) and life skills programmes and through the advocacy of the use of Condoms and other barrier methods, assessing blood transfusion is also part of prevention. Medical Researchers have cited STIs as one of the major drivers of HIV/AIDS transmission. Hence among the prevention programmes the policy mentions that in 1980 Zambia’s national STI control programme was launched in order to reduce the transmission of STIs. Till now, many health centres in Zambia are using the syndrome approach for STI management and treatment. The policy states that the reason for this is due to inadequate equipment and trained laboratory staff. Mother to Child Transmission of STIs and HIV has been component of the prevention programmes. And the policy says that this has been a significant component of Government reaction against HIV/AIDS and STIs (Opcit). 

4.5 Strengthening and Expansion of Voluntary Counselling and testing 

Voluntary Counselling and Testing (VCT) as part of prevention has been the entry point for diagnosis and management of HIV infected persons. In the policy it has been mentioned that VCT has now become part of a wide array of innovations such as PMTCT of HIV, TB and STD programmes. Despite its significance VCT faces challenges in its operation. The policy actually admits in its writing that, though the government has trained counsellors throughout Zambia by means of National AIDS Programme, the counsellors have however, not adequately contented to the demand, while the quality of services lack periodic updating  and track records. It goes on to say that it is the mission of Government to decentralise counselling and testing facilities and make them voluntarily accessible in public and private institutions and within communities (HIV/AIDS Policy 2005:8-9).

However in a society where voluntary counselling and testing is not at the heart of the citizens, eventually only women are prone to undergo the HIV/AIDS test than men because of the antenatal which leaves most women with no choice but to do it. Sherr et al says “it is always the mother and never the father who is considered for, and required to undergo HIV testing [ ] it is noted that in almost all published pregnancy studies the father is simply not involved. Data on the positive state of the father are rarely measured, considered or even referred to” (Sherr, et al 1996:19).  With Zambia not being exceptional to this, Mafwenko M. quoating Dr Mtonga in the Times of Zambia who said “There is need to change the attitude of men who still think that antenatal issues are solely for women, there is still low attendance of men in these antenatal clinics for instance there were only 1,680 males out of 84,560 women who attended VCT last year” (Times of Zambia February 26, 2000)

It is important for individuals to know their status but it is not as easy as written for one to take up the decision for an HIV test. What the HIV policy has not realised is the fact that for a poor woman it becomes even more difficult to decide to take a test. This is so because of the culture demands. Poor women especially married ones fear to go for a test even if their health demands so, they fear of being stigmatised and also some men put the blame on them if they happen to discover of their seropositive status. They claim that, the woman must have known her sexual risk behaviour that’s the reason why she would have decided to go for an HIV test.

 Some men end up divorcing their wives over such issues and this instils fear into a poor woman who wants to safe guard her marriage. Mkandawire F, narrated of a couple in Kanyama township Zambia ,whose wife took an HIV test secretly because she was worried at the frequent illness of the husband though by then they were using condoms for contraceptives .Her HIV test come out negative but she could not share it with the husband who insisted on having unprotected sex from her , demanding that he was tired of using condoms .At a time he become ill again, she insisted to the doctors that, they take an HIV test on him, which they did and the results were positive .The man denied his results and claimed that the wife had bribed the doctors to produce fake results  so that he could leave his extramarital relationship ( Mkandawire F 2000:97).Concerning the same, Sherr L, et al wrote, “Although women in less stable sexual relationship are at increased risk of HIV infection, many women with HIV infection in the non-industrialised world report only a single sexual partner. Disclosure of HIV status to this partner may have exceedingly negative results for the woman and for her children. Partners may refuse to be tested and may attribute the blame for the situation solely on the woman; even if the male partner decided to be tested and found to be infected. The results may be marital breakdown, with the woman, often having few skills with which to become self supporting, abandoned by her partner along with children. The link between such repercussion and eventual entry into sex work or sexual barter arrangements in order to provide support for herself and for her children is evident. In such a social environment, women may be reluctant to undergo HIV testing even when it is available and may be even more reluctant to inform the sexual partner if he is the only possible source of the women’s HIV infection” (Sherr L et al 1996:3) .
This also applies to single HIV/AIDS women, they feel that they are of low value in society and they get depressed more often, when they think of their desires to get married and have children but having less control of the situation they are in. In most African countries marriage is considered as a destiny to reaffirm an identity as a woman in the society. Because of such strong beliefs it becomes competitive for young women to get married starting from the age of 25.If this is true even to health women, those that are HIV/AIDS free, it can be deduced that it is even more stiffer for a younger HIV/AIDS woman who is looking for marriage.

In relation to this, Pourette D. interviewed some African young HIV positive women who migrated to France to seek medication, he stated that, “Many of the migrant women expressed that they found it difficult to reveal their HIV-positive status to a new partner because they feared rejection. [...] Some of the interviewees thus entered into relationships or are thinking of doing so with African migrants who have the disease. The women viewed being able to share a painful and stigmatising experience as a kind of barricade against rejection and a way of feeling supported in the battle against the illness. [....] These women who did not feel that an HIV-negative man would accept them or love them felt the most belittled by their HIV infection and interpreted it as a loss of value” (Pourette D. 2008:157-158).One women narrated how she used to belong to the intellectual and hard working man, of which she now, feels she does not belong to any world and that because of her disease she feels demeaned and she cannot demand quality but looks for just a mare man (ibid).
 Unfortunately, the national HIV/AIDS policy of Zambia has not embraced all these challenges. This also goes back to the checks and balances of the kind of palliative care that is given to the women that are living with HIV/AIDS.VCT can help such ones that feel low esteemed because of their status, and VCT is part of the comprehensive packaging of palliative care. 

4.6 Creating a Supportive Environment 

At the time HIV/AIDS was in its initial stages, treatment care and prevention was not easily accessed to PLWHA’s and the policy says that Government however, acknowledged the treatment, care and support as complimentary to prevention and control of HIV/AIDS/STI/TB. The policy also says later since 1990s, treatment has included antiretroviral (ARVs) drug. Initially, the private sector was predominant in the provision of ARVs but communal health institutions have also scaled- up ARV treatment, though lack of skilled ART practitioners is proving to be a challenge. The policy did not rule out the fact that Provision of the ARVs by the private sector has a limitation in the sense that there are limited laboratory facilities for monitoring patients. In additional, some drugs are brought in devoid of proper and quality control. (Opcit 200:9, 10)

Further, with the unfavourable conditions of the public health, the policy says that Zambia developed home based care models partially in response to the extraordinary costs within the formal health sector and the mounting demand for hospital beds. In the policy it is stated that home based care in Zambia is implemented in two main ways. Firstly vertical outreach programmes started by health institutions and later blend into community activities. Secondly, Horizontal programmes started by communities and quite often by non-governmental organisations, faith based and other VOC’s as well as FBO’s (ibid).

Concerning support and care to the people living with HIV/AIDS, Collins at el wrote in the DFID report that “Palliative care is a vital part of a comprehensive package of care that supports both the patient and family. It is important for those suffering from symptoms of AIDS, from diagnosis to the end of life. Globally at least 100 million people could benefit from palliative care each year and yet in many countries there are minimal palliative care services that lack integration with broader health systems” (Collins at el 2005:p5) In Zambia, even if there is free ART treatment which could be viewed as a huge demonstration of the government’s response to HIV/AIDS, this is not good enough because of other demands such as good nutritional requirements. Most ART beneficiaries are poor women without income to afford good food. 

 Under the legal framework, the most notable point is that, it says, there is a vacuum in the existing legislation with regard to the provision for proactive services and measures to fight HIV/AIDS. Currently stakeholders are not obliged to account for resources they have received either locally or from abroad. This is very critical to the system of implementation and accountability of HIV/AIDS programmes because lack of accountability perpetuates corrupt activities. 
Chapter 5   Challenges faced by Women members  

 of NZP+
5.1 Results from Interviews

This is a continuation chapter on findings, the previous section has dealt with findings mainly from the literature but this section adds real voices of the women that are living with HIV/AIDS. 

5.2 Economic/Social and Political Indicators of the General Status of Women in Zambia 

The Southern African Development Community (SADC) affirmative action of 30+ percent of women representation in government’s decision making has not yet been attained in Zambia. Statistics show that only 100 women stood for elections to the National Assembly, compared to 605 men in the year 2006.It further shows that of the 100 female candidates who contested only 21 were elected to the National Assembly, representing only 14.19 percent of the National Assembly (GIDD 1997, 15-21). 
         On social and economic status, a range of indicators show that women are distinctively disadvantaged in Zambia .For instance records on literacy statistics show that only 59.7 percent of women are literate compared to 76.1 percent of men (WHO, UNAIDS, UNICEF 2005: p5).As indicted earlier on that women are not homogenous, therefore, poverty affects them disproportionately .In the case of Zambia statistics show that many women are in low-skilled jobs with little job security. Most notably, seventy-six percent of women in Zambia are engaged in Agriculture, forestry, and fisheries.(Opcit 2006: p33).Despite this, almost more than half of these women engaged in agriculture work do not receive  any payment for their work because the farm products are normally considered for home consumption when their male partners farm commercially as productive work.

Despite the prevalence of HIV/AIDS even in the educated and prominent women because unlike the vulnerable women, they access ART from private facilities. Further, they look very health because they can afford nutrition food which boosts their immunity and is favourable for ART uptake. However, Zambia has low income per capital due to the collapse of the mining sector, which is the backbone of the economy coupled with the SAP economic reforms which negatively affected the agricultural sector (Jayne et al 2004). In this case, the most affected of all are women as inequalities in rights and obligations on the basis of sex and age largely determine differences in the capacity to respond to shocks (Mosers 1996:1-19).According to  Wiegers at el “Women are particularly vulnerable to HIV/AIDS impacts because of their limited access to and control over, the asset and entitlements assets  needed to absorb shock” (Wiegers et al 2001:1075) .The most visible shocks that has hit the  vulnerable women living with HIV/AIDS in Zambia is poverty. Poverty has been the contributing factor to the fast acceleration rate of infection. Although poverty is not the only determinant of HIV-infection it is the major cause and it disproportionately damages the coping mechanism and livelihood of poor households (Schuring 2009:17).

5.3 NZP+ Members and the Organisation Structure

The Network of people living with HIV/AIDS (NZP+) in Zambia comprise of women that are in the situations described above .NZP+ was established in Lusaka, Zambia in June 1996 to help improve the quality of life of people with HIV/AIDS by actively pursuing three issues, namely communication, support and representation of people with HIV/AIDS in issues affecting them. NZP+ is a non-profit nongovernmental and is a national organization registered under the section 7(I) of the Zambian Societies Act.


Figure 1: Org structure of NZP+












Source: NZP+ Constitution
Following this structure it was important to recognize how well represented are the women that belong to NZP+. Zambia being a country with nine provinces, I found it imperative to target the key informants through their provincial chapters. The provincial chapter comprises of the Chairperson, Vice Chairperson, Secretary, Vice Secretary and Treasury. All these have provincial support groups to which they belong and are elected by the same. They are provincial key contacts trained by the national secretariat to carry out the day to day activities of NZP+ in their districts and provinces as a whole.

The interviews targets were women that either holds the position of chairperson or the vice chairperson of the province. Despite that visibly, NZP+ have more women than men, it has been made mandatory in every province that if the chairperson happen to be female the vice chairperson should be male or vice versa. I therefore, either talked to the Chairperson or the vice chairperson as long as it was a female. Ten people were interviewed from seven provinces because two provinces were not represented and a replacement was done by picking two members from the NZP+ national Board. The idea behind interviewing one NZP+ women who is either the Chairperson or Vice Chairperson was that, these two positions speak on behalf of the members and considering the fact that it was telephone interviews, it appeared imperative that the chairlady or the vice chairlady would speak on behalf of the women with their consent of which I was assured. Request was also made if I could use a pseudonym or their own names in this research for confidentiality purposes but they all opted to maintain their own names demanding that they are already open about their HIV status. The interviews were conducted between 10th and 21st August 2009

Table 1Names and personal information of the interviewed women from each province
	PROVINCE
	NAME
	AGE
	STATUS
	POSITION HELD

	Southern
	Mwewa Chibuye
	22
	Single
	Acting chairlady

	Lusaka
	Marriam Banda
	38
	Widowed
	Board Secretary

	Copper/belt
	Marther Banda
	38
	Married
	Chairlady

	Eastern 
	Cecelia Njovu
	33
	Married
	V/Chairlady

	Central 
	Veronica Phiri
	32
	Divorced
	Chairlady

	Northern
	Florence kaunda
	26
	Married
	Chairlady

	Western 
	Chinyanga Lukwesa
	27
	Widowed
	V/Chairlady

	Lusaka
	Christine Chileshe
	28
	Married
	 Board Treasury 

	Luapula
	Nakawala Nankamba
	46
	Widowed
	chairlady


5.4 To what Extent has the Zambian HIV/AIDS Policy responded to the needs of women that are living with HIV/AIDS in Zambia

Women interviewed generally lamented that the Zambian national HIV/AIDS policy does not clearly state or respond to the needs of women that are living with HIV/AIDS in general. In expression that HIV/AIDS Policy of Zambia has not shown its use over all, and for them as poor women that are HIV/AIDS positive they see the policy not addressing their challenges (F. Kaunda). She noted that “I see the HIV/AIDS policy to be for those people that are in employment because they are the ones that have benefitted from it, in that no matter of their HIV/AIDS status, the policy helps them to still maintain their jobs, which was not the case in the early days of HIV/AIDS, the policy is a protection to them” (Ibid). To Support this point Stover and Johnston comments on Pre-employment that, “Pre-employment testing of HIV/AIDS can be a continuous issue. Many employers want to conduct pre-employment HIV/AIDS tests to protect their investments in employee training. In several countries, the armed forces routinely test all new recruits. Such testing can, however, violate the rights of individuals to work if the test results lead to denial of employment on the basis of HIV status.

        Botswana, South Africa, and Tanzania have included specific language in their policies to prohibit pre-employment HIV/AIDS testing and the use of HIV status as the sole criterion for dismissal” (Stover and Johnston1999: 28). They go on to mention that because of such instances it follows that the HIV/AIDS Botswana policy says on 6.2 HIV Testing, The following principle should be observed with regard to all testing for HIV: Pre-employment HIV testing as part of the assessment of fitness to work is unnecessary, and should not be carried out. (Botswana National Policy on HIV/AIDS, approval and adopted through presidential Directives CAB: 35/93)

5.5 What Challenges do the women living with HIV/AIDS face and how can they be addressed.

From observation women that are living with HIV/AIDS go extra miles to carry the psychological burden about their status on their own. In most cases HIV/AIDS is rarely discussed between the married couples; instead the diseases actually make couples to be more apart. In such cases the children are affected too. Marther Banda commented that, “women as mothers, face more challenges coming even from our own children, we have difficulties even to tell our children about our condition, men usually leave it up to us, men give up easily on their lives, they give up even on their own children because of their conditions, but I have to keep moving for the sake of my children” (M.Banda: interview). 

Human rights watch interviewed women that gave testimonies that show how resilient women can be, the story of Lucia G is indicative: “I tested for HIV in 2005. I was ill... and a nurse asked me to go for VCT. I asked my husband who refused and said that if I go for VCT and test positive he will divorce me. I went secretly to the clinic and tested positive. This way I knew what was wrong with me. After three months my CD4 count went down so I was put on ARV’s. Am still on ARVs but my husband does not know. I am only managing because I hide the medicine. I dig the ground, put medicine in a tin, and put it in a hole then put water bucket over it, so no one would know that there is medicine buried underneath. Am always thinking about my life. I do not want to lose my marriage and I do not want to lose my life, so I have to do this to keep my marriage and my life. If I am divorced I cannot look after the children. My husband is very arrogant. This scar on my face is because he hit me. He beats me because he suspects I am ill and because I go to the clinic a lot when i am ill or to collect ARVs.He beats me, insults me and asks me why I go to the clinic every time. I tell him I need to go to the clinic because of the beating. If I do not get beaten for a whole week that is too long. He hits me almost every day, which is good for me because I can find an excuse to go to the clinic. I have never reported him to the police. I once told the headman” (Lucia 2007.10/02).  What is worse is that such cases go on and on without any interventions from the government or any well wishers. Women get used to such life styles and it becomes as usual.

Tight Government interventions in HIV/AIDS women challenges will trickle down to the betterment of men’s life styles that currently seem to be perpetuated by cultural believes. This kind of support is actually in harmony with palliative care, advocating in support to the PLWHA’s, their families inclusive which this paper has highlighting on.

Further, Veronica Phiri lamented that, “ we are now so many women that have come out in open that we are HIV/AIDS positive, we are still strong and we want to utilize our full capacity but we are handicapped financially, other non government organisation have tried to lift us up with several projects but most of them fail to be sustainable one reason is that government has set a back on us and the policy does not show support, ‘it is made in such a way that, as women living with HIV/AIDS  you cannot use it to claim what is rightfully yours , it is so silent in articulating issues about women living with HIV/AIDS”                         ( V.Phiri: interview). They commented that it seems government does not care about women that are HIV/AIDS positive because they are already infected but the fact of the matter is, they too need as much protection as a negative woman because if they have the protection they will not indulge in sexual risk behaviours which can re-infect them and lead to early death. They said changing the mind set of women to practice safer sex even with their HIV/AIDS status requires economically empowering them. In the same vein, Human rights watch also wrote that, “In terms of addressing the financial vulnerability of women living with HIV/AIDS, including food security, there are a number of international organisations, such as CARE International and Oxfam, that are implementing programs that provide income support and food security for people living with HIV/AIDS. Some of these organisations are linked to ART providers”     (Collins 2007: 51-52).
Among the interviewees, two emphasized on the issue of decision making. Nakawala Nankamba in a telephone interview narrated that, they are challenges in decision making by their partners. It is a cultural norm not to oppose husbands because they are heads of the homes. In terms of decision making there is little HIV women participation in Zambia. she noted that  though the policy mentions about giving women power to negotiate for safer sex, in reality they perceive the policy just like any other magazines that is looking for market to sales.(N.Nankamba: interview).Human rights watch reported on the same that, “In Zambia  women’s ability to make informed decisions about their health and lives, including their ability to obtain information on HIV/AIDS, counseling, and testing, and their ability to negotiate safer sex, is seriously impaired by the perceived and real control of men particularly intimate partners over their lives. At the household level, statistics from the Zambian Demographic Health Survey (ZDHS) indicate that the majority of husbands have the final say in making decisions on wives ‘healthcare .This meant that women felt unable to receive HIV testing or treatment without their husbands permission. The ZDHS also indicates a strong correlation between a women’s financial position and her decision-making power: of wives who indicated that they had no say in households decision-making, 36 percent were unemployed,30 percent were employed but not for cash, and only 18 percent were in formal, paid employment”                                ( Collins 2007: 18-19). 
   N. Nankamba also said that government had published the HIV/AIDS policy as a escape goat, to show that it cares about people living with HIV/AIDS and yet it does not. On the same issue Cecilia Njovu claimed that government has actually abused them because it has gotten money from other governments in the name of helping people that are living with HIV/AIDS and  in the end little is spent on the intended purposes or intended beneficiaries. Bwalya S commented in  the Times newspaper that, “It is shameful and regrettable that some people were now involving themselves in HIV/AIDS programmes for the sole purpose of amassing wealth for themselves at the expense of those living with HIV/AIDS. Despite having many nongovernmental organizations receiving donor funds for HIV/AIDS programmes, the impact was not being felt by people living with the virus. As a result, the fight against HIV/AIDS would remain a pipedream if people do not change their bad attitude towards the pandemic” (Bwalya S.) 

Njovu further gave an example that, Since they are technically challenged with the use of the internet so that they could have access to the HIV/AIDS policy document they prefer having the hard copy but even then it is difficult to access one .She alluded to the fact that policy document has to serve its purpose it should then be made available to them. Probing on the issue of the government misusing HIV/AIDS funds, She  indicated that she does not know exactly when and how much the government is funded for HIV/AIDS activities but she was sure that there are organizations that give the government of Zambia money for PLHA’s but she claimed ,she does not see how it is used. In relation to the same Human rights watch recognized in its report that the international community has responded to HIV/AIDS in Zambia too. It states that, “the US government is one of the major donors in Zambia, particularly in the area of HIV/AIDS, including support for HIV treatment programs through PERFAR.”  Zambia is one of PEPFAR 15 focus countries, and received support from the Global Funds. Under PEPFAR Zambia received more than US$81.6 million in 2004, about $130.1 million in 2005.Funds are disbursed to partner organizations and Sub-partners and are used to cover a wide range of HIV services and activities”(Human Rights Watch 2007: p75).In an exclusive interview Elizabeth Mataka Executive Director of ZNAN said that, one of the main resource providers in Zambia’s HIV sector, include the area of HIV treatment rollout has been the Global Fund .So far , for Zambia it has been funded in rounds ,with round one in ( 2003) and round four (2005), the Global Fund approved a total of $322.22 million toward HIV programmes in Zambia. By January 2007 the Global Fund had disbursed $93.10 million of these funds. However, little of this money covers gender-based projects this includes women living with HIV/AIDS.                       (Collins 2007:78-79).

Table 2 The following is a table showing PERFAR disbursement of funds from 2004 to 2008 in Zambia

	Year
	Amount Allocated ( in US$)

	2004
	81,662,410

	2005
	130,088,605

	2006
	149,022,153

	2007
	216,012,780

	2008
	269,246,552

	Total
	842,032,500


Source: http://hdrstats.undp.org/en/2008/countries/country_fact_sheets/cty_fs_ZMB.html 

Human rights watch report also explained that, there are four main recipients of the Global Funds in Zambia: the Ministry of Finance and National Planning, the Ministry of Health, Church Health Organization in Zambia, and Zambia National AIDS network. These funds work through a country coordinating mechanism (CCM) in Zambia. It is the CCM which is responsible for developing national priorities and for overseeing the development and implementation of proposals. There is no representation of women’s organization in Zambia’s CCM (Ibid).Apart from the international funds; the government of Zambia has minimal allocation to the gender-based issues too. For instance in 2007, the budget allocation to Gender in Development Division (GIDD) was Kw3.43 billion (about US$ 902,656) out of Kw12.04 trillion (about US$ 3.17 billion) and the minister of finance of Zambia told human rights watch that, GIDD received relatively fewer resources because resources earmarked for gender-related projects are also allocated to other ministries such as the ministry of Education, to cover girls education. Nevertheless, the mere .04 percent of the total National budget allocated specifically for gender is unacceptably low (Collins 2007:63).NAC also confirmed that, there is no thematic group specific to women. Developing a women’s thematic group within the NAC would improve its ability to identify and address the needs of women living with HIV/AIDS or accessing treatment. (Ibid: p52). 

Women are frequently faced with gender based violence in their relations, which eventually do not coincide with ART adherence. In a research that was conducted by Human Rights a number of issues were raised concerning testimonies of HIV/AIDS women. One such story was told by Unique Z who lived with her Zambian husband in the neighbouring country of Zambia where he worked. She narrated her story of what happened after she discussed HIV testing and counseling with her husband, “My husband just ignored me, he did not even eat in the house, he just used to come home and take a bath and go out again and this delayed to receive an HIV test until I become very sick. Then I told him that I needed to be near my mother and came back to Zambia......That was when my brother took me to take an HIV test. At that time, my CD4 count was 21. When I tested positive I went into depression for three weeks.....I am on ARVs now and now my CD4 count is 725” (Ibid:p23)

 Women also complained that there was lack of information about antiretroviral drug and other medication such as contraceptive pill .They also commented that there are a lot of issues they want to know about this disease and they find that clinics seem to have taken for granted of the time HIV/AIDS have been in existence, such that they think all women are well informed. In actual fact every day there are new women that are being infected and they need the right information. Young women with the desire to have children need constant training about how to keep the pregnancy and even how to keep the new born baby whether positive or not. This confirms what the health minister of Zambia Kapembwa Simbao said in a speech that was read for him by his deputy minister Mwendoi Akankandelwa; it reads “The attainment of the nationwide coverage of Prevention of Mother to Child Transmission (PMTCT) services among the Zambian population is still a challenge. It has remained a challenge despite the program having expanded over the years. He revealed that by the end of 2008, only 51 per cent of HIV positive pregnant women were accessing comprehensive PMTCT services, while 29 per cent of estimated HIV exposed newborn babies received ARV prophylaxis. Therefore, there is need to improve quality of care for HIV positive mothers and children where these services already exist”. (Times of Zambia newspaper, April 21st 2009)’.

Marriam complained of few and long distances to the centres that offer antiretroviral drugs therapy   (ART). She said the government should realise that the number of people that are taking ARV’S now are so many and there is need to expand the services. She stated, “We get so crowded there and it does not look good, it is also tough for the new comers who are not yet comfortable to belong to the HIV group, they feel that their confidentiality is compromised. This can lead to lack of adherence to the drug. As women we have much to do and spending the whole day waiting for the drug is really cumbersome” (Marriam B. Interview). This complaint was also alluded to by the national vice chairperson of NZP+, Alfred when he called upon the government to pay attention to children living with the virus, he mentioned that, “the country has so far done well in reducing the spread of HIV/AIDS but there is need to reduce on distance to accessing treatment and to provide treatment to all children living with the virus” (Times of Zambia newspaper, September 21st 2009)

On the same issue of long distances to the ART centers due to inadequate infrastructure, Human rights watch had many voices of the HIV/AIDS women in Zambia complaining about the same. The report states “Sufficient clinics with space for counseling, at a reasonable distance from patient’s homes are important factors in the delivery of quality HIV services. Unfortunately many of the women and counselors interviewed for this report complained about long distance to the clinics and lack of adequate space for counseling. Women who were impoverished, often as a result of property grabbing or unequal distribution of marital property upon divorce, said that as a result of high transportation costs to far-away clinics, they miss clinic appointments”( Collins 2007: 48)  

The report goes on to say that, if there is no sufficient private and confidential space for counseling, it may hinder women to disclose or discuss their challenges. It gave an example of the Lusaka-based Kalingalinga and Kamwala clinics in Zambia, run by the government with support from CIDRZ, where a counselor sees between 70 and 110 patients per day and just have one adherence-counseling room each. It says counselors either wait for their colleagues to complete their adherence sessions before seeing their clients, or use the same room for more than one session simultaneously, thus compromising patient confidentiality, privacy, and the general quality of services                   (Ibid: 2007:p49).

 Some women have come up with their own initiatives on how to raise transport money in order to get to the ART centers .The research done by Human rights watch interviewed some women who narrated how they raise their funds specifically to cover transportation costs to attend clinic appointments. Lucia G said “When my appointment at the clinic gets nearer, I sell pumpkin leaves to raise money for transportation. Sometimes I manage and sometimes I don’t, so I borrow money from friends”. (Lucia G.2007:31). Similarly, Angela R  a market vendor who sells fruits, who said she hid ARV’s between two flower pots, told Human Rights Watch that she goes to the clinic by bus and has to pay Kw10,000 (about US$ 2.50) for a round trip. She claimed that she does not usually get profit from business, so when there are few days left for her appointment at the clinic, she does some piece work, like washing other people’s clothes. She mentioned that she once missed a clinic appointment last December because she had no transport money and at the clinic they warned her not to miss appointments or ART doses because it’s dangerous (Ibid: p31). On this issue, they government may want to take a trial on mobile ART centers taking advantage that it’s given once a month per person. 

Marriam also spoke for a woman who is living in the rural areas. She said “right here in town it would seem that other beliefs like sexual cleansing and traditional beliefs that perpetuate the HIV risk sexual behaviour have eroded but in the villages these myths and beliefs are still very much alive”. These cultural practices are happening not only in the rural areas of Zambia but also in urban areas in cases where property grabbing from a widow is an issue. The Human Rights watch report interview with Pamela Mumbi, lawyer, International Justice Initiative said that, “Under the customs of some ethnic groups, which are more widely used by Zambians than statutory law, the right to inherit property often rests with the deceased man’s family. The inability to enforce their property rights in the area of inheritance is compounded for HIV-positive widows since in law sometimes threaten to punish them if they insist on keeping their property by not caring for their children if they fall sick or die. Sometimes in-laws may also insist that a widow undergoes sexual cleansing (through intercourse’ with a hired male of lower social status), and as a result, widows give up their property to avoid this practice” (Mumbi 2007:16).

5.6 Who are the Stakeholders in Addressing Challenges that women living with HIV/AIDS are facing.

 In a policy project that they under took, Stover and Johnston wrote on the art of policy formulation and they gave HIV/AIDS Policy Processes and Case-studies of several African Countries. On Zambia they wrote that, the National AIDS/STD/TB and Leprosy Program (NASTLP) began with broad-based and extensive consultations with the government and other stakeholders to build consensus and collaboration on the future of the multisectoral program. The national consensus of stakeholders brought together donors, government ministries, local and international NGOs, church organisations, traditional practitioners , trade unions, private business organisations and students. They mention that, the National Consensus Workshop was followed by other specific and well targeted workshops and these among others involved Permanent Secretaries, focal point persons (designated AIDS officers) from various ministries, Church organisations, and NGOs (Stover and Johnston 1999:p16).

According to Stover and Johnston, “The process of developing HIV/AIDS Sectoral policies is complimentary to the national health reforms, which emphasize decentralisation of the health care system and the building of partnership, collaboration and consultation with Organisations outside the health sector” (ibid 17) In the same report, it is mentioned that, an NGO representative in the National Consensus Workshop of May 1993 in Zambia narrated as follows, “The national Consensus Workshop marked a watershed in the prevention and control of HIV/AIDS in Zambia. First and foremost, the Ministry of Health and the National AIDS/STD/TB and Leprosy Program realised that HIV/AIDS had affected all the sectors of the economy, hence it needed more than a medical or health response to combat it more effectively and efficiently .Secondly their role changed from that of sole implementers and planners to one that was going to advocate, facilitate, and coordinate the development of a multisectoral response. Thirdly, it was also realised that for major stakeholders to wholly commit themselves to participate in the fight against the epidemic, they had to be a part and parcel of the planning process in which the outcome would not be viewed as being imposed on them. The National Consensus Workshop was therefore an important step in building consensus, fostering collaboration, consultation, and partnership among the major stakeholders” (Ibid). Generally, what has been noted above is the process of policy formulation in Zambia. Most policies made would be claimed to supposedly have involved all the stakeholders. In many cases even bring out their voices through documentation. However, one would ask why such policies don’t turn out to be workable. Not excluding the HIV/AIDS policy, it also claims as stated above to have involved several relevant stakeholders, the question is why the gap in articulating women’s issues as is the case. Hence emphasis should be put on the monitoring and evaluation of the policy implementation. 
Chapter 6 Conclusion
6.1 Introduction

This paper discusses the gap that the Zambian National HIV/AIDS has left in terms of the challenges that HIV/AIDS positive women go through. In this paper, the introduction discusses the extent of HIV/AIDS positive women prevalence globally and at the Zambian national level. Later it gives an account of the identified problem in the Zambian HIV/AIDS policy. Debates and examples from the literature about challenges of HIV/AIDS women worldwide have been presented, which later follows a summary of the Zambian HIV/AIDS policy with specific detailed from analysed sections. In conjunction with voices from other documented reports, this paper adds voices of HIV/AIDS women from the Network of Zambia people living with HIV/AIDS. They present the challenges that they face and feel that they have been left out in the National HIV/AIDS Policy of Zambia.

As alluded to in other HIV/AIDS literature, this study highlighted that, worldwide there are more women infected with HIV/AIDS than men, women rate of infection is higher than men. These facts are more prone in the developing countries with a higher number in the Sub-Saharan Africa Zambia inclusive. More light was shade also on the fact that women are disadvantage with HIV/AIDS infection, by both biological and social economic factors.

Women’s body make up subject them to the high risk of contracting the virus than men. Other HIV/AIDS risk factors most discussed at length are economic factors. It was also highlighted that women generally are disadvantaged and being HIV/AIDS infected just adds to the already gender socially constructed challenges. This was done through the analysis of the Zambian HIV/AIDS sections that have looked at women and HIV/AIDS, Such as; education, employment opportunities, power relations, Gender enhancement and Sensitivity, human rights and decision making, the study has found out that, the current policy has left gaps.

Further, the above factor highlights on the fact that HIV/AIDS positive women are not homogeneous hence policies in place should take this account. For instance care and support given should, recognise different needs among the HIV/AIDS positive women. To illustrate this, ART care and support maybe accessed freely to all but policy makers and all stakeholders should bear in mind that to some women ART alone may not be enough. Other accompanying support such as provision of food supplements, that if not provided may further jeopardize the uptake of ART should be in place. Furthermore, riddance of gender based violence may support women’s adherence to ART. 

Later this study highlights on the challenges that NZP+ women are facing, it shows that, the very factors that put women at high risk of infection are also the same factors that have caused most NZP+ women come out in open about their status. Most of the women acknowledged that they are in need of both psychological and social economic support. Lack of these factors makes their living with HIV/AIDS difficult and it comes as a double burden in their lives. It was also highlighted that women despite being sick themselves are expected to continue giving care to their family members. The study confirms that gender relations have continued to perpetuate women’s vulnerability in terms of decision making which has a strong influence on how much and the way women negotiate for safer sex. From the challenges that women presented it could be deduced that despite the Zambian HIV/AIDS policy advocating women’s power to negotiate for safer sex, cultural values are still taking much power in marriages and other sexual relations. Women acknowledged how they are expected to be submissive to their partners and this silence about their abusive partners has also been confused with this submission.

 These women actually see and realise how abusive their partners are, but they stick to them, because of one such common factor they mentioned, and this is economic support from their partners. This poses a challenge on the HIV/AIDS policy at the most the stakeholders on the empowerment of women. What if the women are empowered could they continue in relationships that put them at a greater risk of contracting HIV/AIDS? Or would women involve themselves in high HIV risk behaviours. Others can debate that there are laws in place that prohibit domestic violence and rape, but the fact is that it is still a frequent occurrence in some homes. In this case it could be said that women need more than law reform, ideologies as well cultures are constantly changing as they are socially constructed, there is need, therefore, for a law reform that keep changing side by side with the changing ideologies and cultures.

6.2 Recommendations

In light of all what has been presented, this paper makes some recommendations that will contribute in lessening the challenges that HIV/AIDS women face. From the complaints that women have presented, it shows that social construction of women’s position and their gender roles has contributed to their challenges such that being HIV/AIDS positive as women doubles the challenges. For this, it is recommended that women be made a priority in the National HIV/AIDS policies and strategies such that they drive the stakeholder’s responses to the challenges that women face in the context of HIV/AIDS. This calls for policies across all sectors that support the empowerment of women, condense the likelihood of their infection rate and enhance treatment and care. The care being supported in this case should be palliative care which should ensure that not only treatment is supported but other needs too that will not jeopardise women’s adherence to medication. More to this, priority should be given to the gender equality and human rights and these should be based on National strategies that have realistic and sustainable targets and goals, whose progress is checked from time to time.

According to the information provided in this paper, it shows that HIV/AIDS positive women face more discrimination and this can be proven even from the abusive treatment HIV/AIDS women receive from their spouses should they become aware of their HIV status of their women. Currently in Zambia the cultural marriage practices and beliefs are still stronger than the formal written paper laws which most don’t even have. For example wife battering has commonly been reported to be turned down by the police claiming that it is marital issue that needs to be resolved domestically. Therefore, it is recommended that more public awareness on the transmission and prevention of HIV/AIDS is provided. This means working towards the elimination of the cultural, institutional, and structural conditions that fuel stigma and discrimination. Prioritise the enforcement of legislation, directives and other regulations to eliminate stigma and discrimination as well as sensitise men and women on the negative dangers of sticking to cultural beliefs that perpetuates high HIV/AIDS risk infection.

The paper has discussed at length how social economic factors have a greater influence on both the transmission and the management of HIV/AIDS in women. Nevertheless, biological difference of man and woman also has a greater influence on women’s vulnerability to HIV/AIDS. In most cases these difference are ignored in the policies and programmes of HIV/AIDS. Stillwaggon  says “global policy has failed to stop the spread of HIV in sub-Saharan Africa because prevention programs are limited by an unscientific theory of disease causation, which assumes that difference in HIV prevalence among populations are adequately explained by variation in rates of unsafe sexual behaviours. But differences in sexual behaviour cannot explain 250-fold differences in HIV prevalence among countries and increasing divergence in incidence. Such disparities point to biological characteristics of the pathogen, the host, and the environment, all of which influence individual risk of infection and the spread of infectious diseases in population”. (Stillwaggon 2008:1) As such, it is recommended that sex differences must be examined in planning, implementation, and valuation of biomedical and performance under taken. There should be also valuation of the current HIV/AIDS programmes in order that they capture the needs of women and these would include specific components focusing on educational and economic empowerment and augment access to health services.

Contemporary studies reveal that investing in girls and women has a multiplier outcome on productivity competence and long term economic augmentation in both communities and countries. As alluded to in the research on Zambia specifically, education for boys has historically been more valued than for girls though currently there is promotion of girl child education , however more still needs to be done in this area and this support should go up to higher levels of education which is currently not the case.

Lastly, it is about time that nations realised that Female paucity economically can be considered as a danger to the well being of women, specifically by its reinforcement of HIV/AIDS behaviour. This follows that in any way to combat HIV/AIDS pandemic requires revamping the economical social factors that make women susceptible to HIV/AIDS infection. This calls for realisation that some HIV/AIDS prevention programs and policies such as condom use, with an assumption that it will benefit both partners are critical. Because the reality is that there are no equal negotiations between the two partners, the scale of decision making is heavier on the male side. This also applies to the assumption that women can control the sexual activities of their partners when in actual fact they cannot, because of their economic dependency syndrome on their male partners. In this case, economic and power imbalance should be critically intensified.  
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