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Since the beginning of the HIV epidemic, Latin America and 
the Caribbean (LAC) have made significant progress in the re-
duction of new infections and expansion of HIV treatment and 
care services. At the same time the annual estimated number 
of women, in particular young women, infected with HIV is grow-
ing, and key populations such as sex workers, men who have 
sex with men, and transgender persons, remain disproportion-
ately affected by HIV. In order to achieve the global targets 
of universal access, zero new infections and zero HIV-related 
deaths, sustained and targeted efforts will be required, focus-
ing on the most vulnerable groups. 

Gender inequity, stigma and discrimination serve as barriers 
to an effective HIV response. Gender norms, values, power rela-
tions, and stereotypes related to masculinity and femininity help 
shape the sexuality and sexual expressions of individuals and 
groups, and influence the level of control over one’s own sexu-
ality and sexual behavior, and access to resources. Traditional 

Preface

gender norms and stereotypes also contribute to stigma and 
discrimination against gay, bisexual, and transgender persons, 
because of their non-conformity with prevailing gender norms. 

PAHO and UN Women developed this training package as 
a resource for national stakeholders, to build capacity among 
service providers, including physicians, nurses, midwives, pa-
tient care assistants, health educators, community health work-
ers and volunteers, to provide gender-responsive and human 
rights-based HIV and sexual and reproductive health services. 

The aim of this resource is to improve availability, acceptabil-
ity, accessibility and quality of HIV and sexual and reproductive 
health (SRH) services for women, men, girls, and boys, regard-
less of gender identity or sexual orientation, with the ultimate 
goal to improve HIV and SRH related health outcomes, includ-
ing prevention of HIV infection and mortality, and reduction of 
other sexually transmitted infections, unwanted and unplanned 
pregnancy, and intimate partner violence.

Training for Health Care Providers - Facilitators’ Manualiv
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Introduction
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This tool is intended to enhance the capacity of health work-
ers, in particular in the primary health care setting, to deliver 
high quality and nondiscriminatory HIV and sexual and repro-
ductive health (SRH) services to all clients, regardless of sex, 
gender identity and sexual orientation, through integration of a 
gender-responsive and human rights–based approach. 

HIV services aim to prevent new infections, identify HIV posi-
tive persons, and provide treatment and care to enhance the 
quality of life and prevent premature death. Sexual and repro-
ductive health services are services that promote and facili-
tate a positive and respectful approach to sexuality and sexual 
relationships, the possibility of having pleasureable and safe 
sexual experiences, support individuals and couples to make 
informed decisions on if, when and how often they want to 
reproduce, and facilitate the widest possible range of safe and 
effective family planning methods, including  barrier methods, 
as well as prevention and management of reproductive tract 
infections, including sexually transmitted infections and other 
essential care such as preventive screening.

While in many countries HIV and SRH services remain verti-
cal, this training resource positions HIV and SRH services as 
complementary and overlapping services that can best be 
delivered in an integrated approach, aligned with other ser-
vices such as maternal and child health, adolescent health and 
men’s health services. 

Gender norms, values and power relations help shape the 
sexual and reproductive health behaviors of individuals and 
groups.  They tend to prescribe what it means to be a man 
or woman. Gender norms for femininity in many communities 
value sexual innocence, passivity, virginity, and motherhood. In 
such societies, women and girls are not supposed to be knowl-
edgeable about sex and may have limited access to relevant in-
formation and services. Unequal power relationships may also 
compromise their ability to negotiate safer sexual behavior and 
fertility issues with their male partners (1, 2). 

Introduction 

Gender norms for masculinity often dictate that men and 
boys should be knowledgeable, experienced, and capable of 
taking the lead in sexual relationships. Many societies con-
done, if not encourage, multiple partners among men, as well 
as sexual risk-taking and early initiation of sexual activity. These 
gender expectations may contribute to increased risk for HIV 
infection among men and boys (1, 2).  

Traditional gender norms of masculinity and femininity also 
contribute to homophobia, violence, stigma, and discrimination 
by society and health care workers against lesbian, gay, bisexu-
al, and transgender (LGBT) persons, and contribute to reduced 
access to essential services, including information, condoms, 
and HIV testing, treatment and care. 

The enjoyment of the highest attainable standard of health 
is a fundamental right of every human being without distinc-
tion of sex, race, religion, political belief, gender identity, gender 
expression or sexual orientation. Health care providers have a 
critical role in the provision of equitable, inclusive, and qual-
ity services that will contribute to protection of sexual and re-
productive rights, promotion of sexual and reproductive health 
and prevention of HIV infections, morbidity and mortality.  In-
ternational and regional legal instruments require that health 
workers act in a nondiscriminatory manner toward all who seek 
care, including HIV and SRH services.  

Gender-responsive and human rights–based health ser-
vices improve the availability, acceptability, accessibility and 
quality of health services for women, men, girls, and boys by 
addressing gender-based barriers, homophobia, stigma, and 
discrimination, thus improving health-seeking behavior and 
health outcomes.

This training tool builds on the public health values of eq-
uity, social justice, solidarity, community participation, and 
respect for diversity and self-determination. The training aims 
to build or strengthen the following competencies in health 
care workers:
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•	 Demonstrate an understanding of basic gender concepts in-
cluding gender power relations, gender roles, access to and 
control over resources, gender equity and equality, and gen-
der as a social determinant of health.

•	 Ability to explain the effects of gender-based societal and 
cultural roles and beliefs on health and health care, in par-
ticular related to HIV and SRH. 

•	 Ability to explain the importance of considering the needs of 
women, men, boys and girls in the provision of HIV and SRH 
services.

•	 Ability to explain the importance of considering sexual diver-
sity and the needs of sexually diverse persons in the provi-
sion of HIV and SRH services.

•	 Ability to recognize personal values, beliefs, attitudes and 
prejudices related to sexuality, reproduction, HIV, sexual di-
versity and gender, and understand their potential impact on 
service delivery.

•	 Ability to critically assess services and programs through a 
gender and human rights lens and identify gender biases 
and human rights violations, and modify practices in line 
with an equity and human rights perspective.

•	 Ability to provide HIV and SRH services in a way that respects 
and protects every client’s rights and dignity.

•	 Ability to identify the occurrence and risk of gender-based 
violence, and work collaboratively with other actors to pre-
vent and reduce gender-based violence (GBV), and assist 
persons who experience GBV.

These competencies are aligned with the essential attributes 
of integrated health service delivery networks that place the 
person, family and community at the center, are responsive to 
people’s health needs, promote and apply intersectoral action 
that addresses wider determinants of health. While the em-
phasis is on HIV services and programs, the training positions 
these services in a comprehensive continuum of integrated 
sexual and reproductive health services. 

Who Can Benefit from this Training? 
This training can benefit all health care providers but par-

ticularly targets primary health care workers, as the first level of 
care serves as a gateway to the health care system with a cen-
tral role in coordination of the continuum of care.  The training 
can be applied in the context of pre- or in-service training for 
physicians, nurses, midwives, nursing assistants, patient care 
assistants, psychosocial service providers, health educators, 
sexual and reproductive health workers, and can also benefit 
community health workers and volunteers. 
Organization of the Training

This facilitators’ manual is part of a training package con-
sisting of PowerPoint slides, participant handouts, group work 
templates, and background information for facilitators. The 
training adopts a modular, practical adult learning approach 
that incorporates diverse learning activities, including presen-
tations, brainstorming, group discussions, role play, and games. 
The training is comprised of four modules: 
•	 Module 1: Gender Dimensions of HIV and SRH 
•	 Module 2: HIV, SRH, and Human Rights 
•	 Module 3: Transforming HIV and SRH  Health Services 
•	 Module 4: Addressing Gender-Based violence 

The training is intended to be adaptable across different 
contexts; therefore, facilitators are encouraged to adapt the 
content to reflect the specific context and needs of partici-
pants. These adaptations could include adaptation of Power-
Point presentations, changing names of case study characters 
or developing alternative exercises or activities.

The training can be presented during four consecutive days 
or spread out in one-day or two-day blocks, depending on the 
context and the availability of participants and facilitators. An 
approximate time is specified for each session. However, the 
actual length of time needed for each session will depend on 
contextual factors, including the prior familiarity of participants 
with the subjects of gender and human rights.
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Module 1
Gender Dimensions of 
HIV and SRH
(6 hours)

45 minutes Session 1.1: Workshop overview and introduction of participants

45 minutes
Session 1.2: Gender-Bbased overview of the status of SRH and the HIV epidemic (in the 
region or country where the training is taking place)

1.5 hours Session 1.3: Gender, sexuality , and HIV  risk and vulnerability

1 hour Session 1.4: The rationale for gender mainstreaming 

1.5 hours Session 1.5: Gender-responsive HIV and SRH programs and services

30 minutes Closing of Module 1

Module 2
HIV, SRH, and Human 
Rights
(6 hours)

30 minutes Learning log and morning warm-up activity

1.5 hours Session 2.1: Defining the application of human rights instruments in HIV and SRH services

1.5 hours Session 2.2: Stigma and discrimination as drivers of the HIV epidemic

2 hours Session 2.3: Human rights dimensions of HIV and SRH

30 minutes Closing of Module 2

Module 3
Transforming HIV and 
SRH Programs and 
Services
(6 hours)

30 minutes Learning log and morning warm-up activity

1.5 hours
Session 3.1: Transforming health services to provide gender-responsive and human rights–
based health services

1 hour, 15 minutes Session 3.2: Gender, human rights, HIV prevention and promotion of sexual health 

1.5 hours Session 3.3: Gender and human rights dimensions of HIV testing, treatment, and care

45 minutes
Session 3.4: Gender and human rights dimensions in the elimination of mother-to-child 
transmission of HIV and congenital syphilis

30 minutes Closing of Module 3

Module 4
Addressing Gender-
Based Violence
(5 hours, 15 minutes)

30 minutes Learning log and morning warm-up activity

1 hour, 45 minutes Session 4.1: Gender-based violence as a public health problem

45 minutes Session 4.2: Gender-based violence and HIV/SRH

1 hour, 45 minutes Session 4.3: Addressing GBV in health services

30 minutes Closing of Module 4
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Facilitation of Training Modules
It is recommended that a team of facilitators deliver the 

training. Combined expertise and competencies in the follow-
ing areas should be available within the team:
•	 Sexual and Reproductive Health (SRH)
•	 Gender analysis
•	 Human rights
•	 HIV prevention, treatment and care
•	 Health systems
•	 Adult learning

One lead facilitator should be appointed for each training 
workshop. The lead facilitator coordinates the adaptation of 
the training program and materials to the local context and 
supervises the implementation of the training. Ideally, the lead 
facilitator should be an experienced trainer with a sound un-
derstanding of the core principles of gender equality and gen-
der relations, human rights, and HIV, including the epidemic 
and key aspects of the HIV response. 

The other facilitators could be assigned responsibilities for 
specific modules, sessions, or activities. The role of each facili-
tator should be agreed upon in advance of the workshop, and 
all members of the facilitating team should have the necessary 
skills and experience in participatory training and the thematic 
sessions they will facilitate.

It is recommended that facilitators review the entire training 
package, including handouts and PowerPoint presentations, to 
be fully aware of the scope and organization of the training 
content and to easily transition between the different modules. 

Session facilitators have multiple tasks, including presenting 
content, assessing the mood of the group, dealing with learning 
aids, providing guidance for group work, and so forth. Alter-
nating facilitators during and between sessions will allow one 
facilitator to “rejuvenate” and be more effective for the next 
session, and the different styles of facilitators can contribute 

Each module follows a standardized format with the follow-
ing components:

1. Title of Module 

2. Introduction

3. Learning Objectives 

4. Main Messages

5. Overview of Module

6. Additional Resources

7. Sessions 

a. Objective

b. Activities

c. Preparations required

d. Handouts and other materials

8. Facilitator Notes
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to a more dynamic learning environment. Co-facilitators should 
work as a team and avoid situations of conflict, which may 
undermine the learning process. 

The facilitators must be able to help create an enabling re-
sponse by encouraging every participant to contribute to the 
learning process and helping the group to maintain focus. They 
should also encourage participants to explore different beliefs, 
values, and positions without fear of judgment; establish mutu-
al trust and respect for opposing opinions to enable consensus 
building; and summarize key learning moments before guiding 
the group to the next issue.

Facilitators should try to avoid the following pitfalls: allow-
ing group exchanges to stray from the central theme, lectur-
ing rather than promoting an interactive exchange among the 
participants, allowing an individual to dominate the dialogue 
in the workshop, and not allowing adequate time to enable the 
participants to get to know each other. 

Additional tips for facilitators:
•	 Make sure that the electrical equipment you intend to use is 

in good working condition and set up in advance. 
•	 Arrange the room in a way that promotes interaction (i.e., 

participants facing each other).
•	 Prepare relevant handouts prior to each session. Ensure that 

there are adequate supplies of all necessary materials (flip 
charts, markers, notepaper, etc.).

•	 Engage the participants in the establishment and mainte-
nance of a positive workshop environment through joint for-
mulation of ground rules (i.e., cell phones off or on silent, 
timely returns after breaks, listening to and respecting each 
other, etc.).

•	 Participatory training is most effective when the facilitator 
does a minimum of talking and relies on the participants to 
share and develop their views through group work and dis-
cussion. Create spaces for participants to share their experi-
ences and thoughts.

•	 Start each module with a review of the previous module 
(learning log) and a warm-up activity to break the ice and 
set the stage for a productive day.

•	 Using the learning log, ask participants the following ques-
tions:
 - What did you learn during the previous module that was 
useful to you? 

 - What was difficult to understand? 
 - What didn’t you like about the previous sessions? What did 
you like about the previous sessions?

 - What can you suggest to make the process more meaning-
ful?

•	 During afternoon sessions and sessions where participants 
have been sitting for a long while, “energizers” (quick physi-
cal exercises) will help to revitalize the group. Have some 
energizers in mind; participants could also be invited to sug-
gest energizers. Some of the sessions provide examples of 
energizers that the facilitators can use or replace with other 
energizers of their choice.

•	 Allow time in the agenda for administrative and housekeep-
ing matters as needed.

•	 Inclusion of evaluations at the end of each module and/or at 
the end of the training program will facilitate structured feed-
back from the participants for ongoing improvement of the pro-
gram. Evaluation forms are included in this training package.
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Definition of Key Concepts 

DISCRIMINATION refers to any form of arbitrary distinction, 
exclusion, or restriction affecting a person, usually but not only 
by virtue of an inherent personal characteristic or perceived 
belonging to a particular group (3). 

DUTY-BEARERS are those actors who have a particular re-
sponsibility to respect, promote, and realize human rights and 
to abstain from human rights violations. The term is most com-
monly used to refer to state actors, but non-state actors can 
also be considered duty-bearers (1, 4).

FEMININITY refers to the qualities, characteristics, and be-
haviors considered appropriate for women and girls (1).

GENDER refers to socially constructed roles, relationships, 
responsibilities, values, attitudes and forms of power assigned 
to women, men, boys and girls (2, 3).

GENDER relations refer to the rules, norms, customs, and ex-
pectations of society about the appropriate roles, duties, rights, 
responsibilities, accepted behaviors, opportunities, and status 
of women and men in relation to one another (2, 5).

GENDER IDENTITY refers to a person’s deeply felt internal 
and individual experience of gender, which may or may not cor-
respond with the sex assigned at birth. Gender identity can be 
different from biological sex, for instance in transgender per-
sons (3).

GENDER EQUALITY refers to the equal treatment of women 
and men in laws and policies and equal access to resources 
and services within families, communities, and society at large 
(2, 6). 

GENDER EQUITY: While equality carries a notion of same-
ness, equity carries a notion of fairness. Gender equality refers 
to the fact that men and women should be treated in the same 
way, while gender equity refers to specific actions taken to re-
duce unfair and unnecessary inequalities with consideration of 
the differential needs of men and women (2, 6).



Training for Health Care Providers - Facilitators’ Manual8

GENDER EXPRESSION can be defined as a visible source 
of identification that is displayed through characteristics such 
as personal deportment, mode of dress, mannerisms, speech 
patterns, socioeconomic behaviors and interaction, and other 
external features that may subvert traditional expectations of 
male and female norms (7).  

GENDER-RESPONSIVE programming refers to programs 
where gender norms, roles, and inequalities have been consid-
ered and measures have been taken to actively address gender 
inequalities (2). 

GENDER MAINSTREAMING is the process of assessing the 
implications for women and men of any planned action, includ-
ing legislation, policies, or programs in any area and at all lev-
els. It refers to strategies for making women’s as well as men’s 
concerns and experiences an integral dimension in the design, 
implementation, monitoring, and evaluation of policies and pro-
grams in all political, economic, and social spheres such that 
inequality between men and women is not perpetuated (2, 6).

HUMAN RIGHTS are the rights regarded as fundamentally 
belonging to all persons, regardless of nationality, place of resi-
dence, sex, national or ethnic origin, color, religion, language, or 
any other status. All individuals are equally entitled to human 
rights without discrimination. These rights are all interrelated, 
interdependent and indivisible (8). 

A HUMAN RIGHTS-BASED APPROACH contributes to the 
realization of human rights as reflected in the Universal Dec-
laration of Human Rights and other international human rights 
instruments, adheres to international human rights standards 
and principles, and supports the development of the capacities 
of duty bearers to meet their obligations, and of rights-holders 
to claim their rights (1). 

RIGHTS-HOLDERS are individuals and social groups that 
have particular entitlements. In general terms, all human be-
ings are rights-holders under the Universal Declaration of Hu-
man Rights (1). 

RISK (HIV-related) is defined as the risk of exposure to HIV 
or the likelihood of a person becoming infected with HIV. Cer-
tain behaviors create, increase, and perpetuate that risk (1, 9).

SEX is usually defined as the sum of biological character-
istics that define the spectrum of humans as females and 
males (e.g., reproductive organs, hormones, chromosomes) 
(1, 2). However, the Committee on Economic, Social and Cul-
tural Rights (CESCR) commented that the concept of “sex” has 
evolved to cover not only physiological characteristics, but also 
the social construction of gender stereotypes, prejudices and 
expected roles, which have created obstacles to the equal ful-
fillment of economic, social and cultural rights (7). 

SEXUAL ORIENTATION refers to a person’s capacity for pro-
found emotional and sexual attraction to, and intimate and 
sexual relations with, individuals of a different, the same, or 
more than one gender (3).

STIGMA: the origin of the word “stigma” is Greek, and his-
torically referred to the physical marks made by fire or knives 
on individuals considered outsiders or inferiors. Today the term 
refers to a mark of social disgrace applied by society based on 
one or more attributes such as age, class, skin color, ethnicity, 
religious beliefs, sex, sexual orientation, acts such as adultery 
or criminal behavior, or a disease or health condition such as 
mental illness or HIV (3).

VULNERABILITY refers to unequal opportunities, social 
exclusion, and other social, cultural, political, and economic 
factors that make a person more susceptible to HIV infection 
and to develop AIDS. The factors underlying vulnerability may 
reduce the ability of individuals and communities to avoid HIV 
risk and may be outside the control of individuals (3).
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Introduction
In this module, participants will explore the dimensions of 

sexual and reproductive health, the prevalence and trends of 
HIV in their country (or region) and the gendered dimensions 
of the trends and patterns in the epidemic. Participants will 
review core concepts related to gender mainstreaming and the 
rationale and approaches for gender mainstreaming in HIV and 
SRH health services and programs.

Learning Objectives
At the end of this module, participants will be able to:

•	 Describe the current status of sexual and reproductive health 
in their country (or region);

•	 Describe what is known about the current status of the HIV 
epidemic in their country (or region), the most affected 
groups, and the patterns among men and women;

•	 Recognize the importance of disaggregation of HIV and SRH 
data by sex, age group, ethnicity, and other relevant variables;

•	 Define key gender concepts, including gender, sex, masculin-
ity, femininity, gender identity, and gender socialization;

•	 Describe key gender-related factors that influence sexual 
and reproductive health and HIV risk and vulnerability among 
women, men, boys, and girls;

•	 Articulate the importance of gender mainstreaming in HIV 
and SRH programs and services; and

•	 Describe key elements of gender mainstreaming in HIV and 
SRH programs and services.

Main Messages
•	 The generation and analysis of data disaggregated by sex, 

age group, and ethnicity enhances understanding of how HIV 
impacts women, men, girls, and boys at different stages in 
their lives and in different cultural settings.

•	 Gender norms, roles, power relationships and stereotypes 
influence:  
 - Sexual behavior and reproductive decisions.
 - Access to HIV and SRH services, programs and commodi-
ties.

 - Vulnerability and risk for HIV infection.
 - The consequences of HIV infection for women, men, girls, 
and boys. 

 - The roles of women and men related to caring for persons 
infected with and affected by HIV.

•	 Gender stereotypes are usually negative and often limit the 
opportunities of women and girls to access necessary in-
formation, make decisions about their sexual behavior and 
fertility, protect themselves against HIV infection, and fulfill 
their development and health potential. 

•	 The same gender norms, roles, and stereotypes that are harm-
ful to women and girls might also contribute to increased risk 
and vulnerability among men and boys, and prevent them 
from realizing their full potential. Sound understanding of 
male vulnerability and risk is essential for the development 
of appropriate HIV and SRH services.

•	 Empowerment of adolescent girls is a critical entry point to 
start reshaping societal attitudes related to gender, sexual-
ity and reproduction, to break the cycle of poverty and low 
productivity and early pregnancy, and to reduce the rates of 
fertility, STI and HIV. 

Module 1
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•	 Gender stereotypes commonly assume heterosexuality as the 
norm and stigmatize sexual diversity, often resulting in dis-
crimination of sexually diverse individuals. This is of particular 
relevance in the context of the HIV epidemic, where sexual 
minorities, including men who have sex with men and trans-
gender persons have been identified as groups with higher risk 
and vulnerability for HIV infection. Stigma and discrimination 
serve as barriers for optimal access to and utilization of HIV 
health services by sexually diverse persons.

•	 Gender-responsive programs must take into account how 
gender norms, roles, and stereotypes affect risk, vulnerability, 
and access to and utilization of services among gay, bisexual, 
and transgender persons.

•	 HIV prevention, treatment, and care strategies that take gen-
der dynamics into account and proactively address gender 
inequalities are in line with international mandates for gen-
der equality and human rights, and will be more effective 
in preventing new infections and addressing the needs of 
women, men, girls, and boys infected with or affected by HIV.

•	 Gender mainstreaming refers to the process of assessing the 
implications of any planned action for women and men and 
making women’s as well as men’s concerns and experiences 
an integral dimension in the design, implementation, moni-
toring, and evaluation of policies and programs, such that 
inequality between men and women is not perpetuated.

Additional Resources
•	 Pan American Health Organization (PAHO). Gender Equality 

Policy.  Washington, D.C., PAHO, 2005. http://www.paho.
org/english/ad/ge/PAHOGenderEqualityPolicy2005.pdf .

•	 Pan American Health Organization (PAHO). Plan of 
Action for Implementing the Gender Equality Policy of 
the Pan American Health Organization 2009–2014. 
Washington D.C., PAHO, 2010, http://new.paho.org/hq/
dmdocuments/2010/Plan_of_ActionEN_gender.pdf .

•	 Pan American Health Organization. Gender mainstreaming 
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Overview of Module 1
Session 1.1: Workshop overview and introduction of participants
Session 1.2: Gender-based overview of the status of SRH and the HIV epidemic
Session 1.3: Gender, sexuality, and HIV risk and vulnerability 
Session 1.4: The rationale for gender mainstreaming
Session 1.5: Gender-responsive HIV and SRH programs and services

Module 1 Activity Duration Format
Session 1.1

(45 minutes)
Welcome and training overview 15 minutes Plenary 

Interactive activities to introduce participants and establish ground rules 30 minutes Plenary

Session 1.2

(45 minutes) 
Gender-based overview of the status of SRH and the HIV epidemic (in the region or 
country where the training is taking place)

45 minutes
PowerPoint presentation and 
plenary discussion 

Session 1.3

(1.5 hours)

Power Walk 40 minutes Group activity 

Facilitator presentation: Gender, sexuality and HIV vulnerability and risk 30 minutes
PowerPoint presentation and 
plenary discussion 

Plenary discussion 20 minutes Plenary 

Session 1.4

(1 hour)

True or false? Exploring gender norms and expectations related to sexual behaviors, 
reproduction, and HIV

30 minutes
Small group activity and 
plenary report-back

Facilitator presentation: The rationale for gender mainstreaming 30 minutes
PowerPoint presentation and 
plenary discussion

Session 1.5

 (1.5 hours)

“Circle of Truth” group reflection exercise 20 minutes Group activity

Facilitator presentation: Gender-responsive HIV and SRH programs and services 40 minutes
PowerPoint presentation and 
plenary discussion

Plenary discussion 30 minutes Plenary

Closing 
(30 minutes) Closing of Module 1 30 minutes Plenary
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Activities
•	 Welcome and training overview: The main purpose of this 

activity is to set the stage for successful training through 
motivational welcoming words from strategic managers who 
will emphasize the relevance of the workshop for the local 
context, the critical role the training participants have in the 
national response, and what will be expected of participants 
after completion of the training. Speakers could include rep-
resentatives from the Ministry of Health, civil society repre-
sentatives, persons living with HIV, and training facilitators. 
The lead facilitator could close with a brief overview of the 
training objectives and the four modules.  

•	 Introduction of participants, establishment of ground rules, 
and discussion of expectations: During the training program, 
participants will be exploring personal values, norms, and 
experiences, and how these factors have shaped their pro-
fessional values and conduct. It is therefore imperative that 
the training provides a safe space where participants feel 
free to share and explore. The introduction strategy should 
encourage optimal interaction between participants to start 
building rapport in the group. Similarly, the joint formulation 
of ground rules should contribute to establishment of this 
common safe space and to orderly and fluid proceedings 
during training. Discussion of expectations is a useful way of 
providing an outline of the issues that will be covered during 
training and what the facilitators expect participants to learn. 
If there are expectations that cannot be covered in the train-
ing sessions, the facilitators may suggest ways in which these 
could be met.

Workshop Overview and Introduction of 
Participants 

Objective: The goal of this session is to set the stage 
for a successful training experience. 

Introduction exercises:
•	 What was your name again? Participants pair up with someone 

they do not know. They share the following information about 
each other and then each introduces the other to the group:
 - Name 
 - Organization and position (main responsibilities)
 - What makes the participant “tick” 
 - What expertise the participant is bringing to the workshop

•	 Alliteration game: Participants choose an adjective describing 
them that begins with the letter that is also the first letter in 
their name (for example, Kind Katherine, Friendly Frank). Go 
around the room and have each participant say his/her name 
and adjective as well as recall and say the names and adjec-
tives of all of the other participants.

Expectations exercises:
•	 Participants write their expectations anonymously on a piece 

of notepaper. The papers are collected and the facilitator goes 
through the expectations together with participants, reading 
them out or writing them on flipcharts. The facilitator discusses 
which expectations can possibly be covered and cannot be cov-
ered during the training.

•	 Have participants work in pairs and write up one expectation 
in terms of the training content and one in terms of the group 
dynamics, followed by a plenary discussion.

Preparations Required 
•	 Identification and invitation of suitable official(s) to partici-

pating in the opening ceremony.
•	 Identification and preparation of introduction and expecta-

tions exercises.

Handouts and Other Materials 
•	 Materials for introduction and expectations exercises.

Session 1.1
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Gender-Based Overview of the Status of 
SRH and the HIV Epidemic

Objective: At the end of this session, participants will 
be able to explain the trends and gender dimensions of 
SRH and the local HIV epidemic. 

Gender, Sexuality and HIV Risk and 
Vulnerability 

Objective: Participants will gain a better understand-
ing of how gender norms and expectations differentially 
influence SRH behaviors, outcomes and HIV risk and vul-
nerability among women, men, girls, and boys.

Instructions for Power Walk
This activity is preferably carried out in an open and fairly wide 
space to allow for movement. 
Step 1: Make cards for each character using the roles provided 
below, or by making up diverse characters using the local context.
Step 2: Write cards with questions for observers: What did they no-
tice as people took steps forward or remained still? After disclosure 
of characters, where were the male characters and where were the 
female characters? Why do they think is empowered and why?
Step 3: Identify two or three observers, provide them with their 
questions, and place them in strategic places where they have 
a good overview of the participants. They will be asked to share 
their observations at the end of the activity.
Step 4: Instruct all other participants to start off in a straight 
line as if they are about to begin a race, reflecting the Universal 
Declaration of Human Rights, which states that “All are born free 
and equal in dignity and rights.” 
Step 5: Randomly pass cards with the characters to the partici-
pants.
Step 6: Read out the statements provided below. With each state-
ment, the participants who feel that the statement responds to 
their character take one step forward. Participants who feel that 
the statement partially responds to their character take a small 
step forward. Participants who feel that the statement does not 
respond to their character remain in the same place. 

Activities 
•	 PowerPoint presentation on the status of SRH and the HIV 

epidemic in the country or the region where the training 
is taking place: The presentation should include informa-
tion on key SRH indicators such as total fertility rate, teen 
pregnancy rate, contraceptive prevalence and unmet con-
traceptive need, HIV prevalence rates and mortality data 
disaggregated by sex, age group, ethnicity, and other vari-
ables relevant for the context (e.g., migrants), and sexual 
behaviors, including age of sexual initiation, numbers of 
sexual partners, and condom use. The presentation should 
also outline the most common modes of HIV transmission, 
service delivery and coverage, and gaps. Where these data 
are not available, the facilitator should emphasize how this 
lack of information limits sound understanding of the trends 
and dynamics in the epidemic.

Preparations Required 
•	 Review and updating of the PowerPoint presentation (PPT) pro-

vided in this training tool and addition of local information.

Handouts and Other Materials 
•	 None.

Activities 
•	 Power Walk: This exercise is a simulation of gender inequity 

and other social disparities in action. The role play provides 
the participant with a real sense of the person behind the 
inequity. The debriefing following the exercise allows partici-
pants to reflect on the types of disparities that exist and how 
they influence the life experiences of individuals.

Session 1.2 Session 1.3
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Step 7: After the last statement has been read, participants re-
main in their position and reveal their character.
Step 8: Lead a discussion on the outcomes of the Power Walk:
Select a couple of characters from the front section to describe 
their experience, and what it felt like to be in those positions. These 
are the high-level persons and decision-makers in the community.
•	 Select a couple of characters from the middle section to share 

their experience. Usually these are community organizers and 
professionals, including health professionals. When it comes to 
health services, we would like these persons to be able to say 
yes more often to the Power Walk statements. Ask participants 
what strategies they think could help to do this.

•	 Select a couple of characters from the back section to share 
their experience, and what it felt like to be in those positions. 
Ask how they felt as they watched others moving forward. If no 
one else points it out, mention that the people at the back are 
usually the direct beneficiaries of the programs and policies we 
are involved in, and usually the most difficult to reach. These 
are the women and men whose health we are supposed to pro-
mote and protect—why are they at the back?

•	 Ask what the Power Walk tells us about the way in which we 
should develop health programs and policies, and what the 
different people need in order to participate effectively. How 
can the front group better respond to the different situations to 
improve health programming and policies?

•	 Conclude by highlighting the following key points:
 - Sex, age, ethnicity, sexual orientation, and place of resi-

dence are all important determinants of health. When they 
interact with gender norms, they often reduce the ability of 
characters (both women and men) to take a step forward in 
the Power Walk—or to safeguard their own health.

 - It is not only the existence of health services that ensures 
proper and effective access and use. Who you are and the 
conditions of your life make a difference in how you interact 
with the health system and how the health system treats you.

 - Furthermore, certain conditions of your life may mean that 
you have less social support for coping with disease and ill-
ness or less power to control decisions over your own body. 
These are all aspects that are uncovered when we pay at-
tention to gender.

(Modified from: Gender Mainstreaming in Health: A Practical Guide. PAHO, Wash-
ington, D.C.)

Orphan girl (10 years old)
Poor rural grandmother looking 
after 4 grandchildren

Orphan boy (10 years old)
Poor rural indigenous woman 
(18–24 years old)

Male sex worker
Poor rural indigenous man (24–44 
years old)

Female sex worker Illiterate woman (50 years old)

Minister of Health Illiterate man (50 years old)

Director of health Professional man with 1 child

Female community health 
worker

Professional woman with 1 child

Male community health 
worker

Teenage boy (14–16 years old)

Female journalist for a local 
newspaper

Teenage girl (14–16 years old)

Male journalist for a local 
newspaper

Man suffering from a mental health 
disorder

Primary school teacher Nurse

20-year-old female survivor 
of rape

Pharmacist

20-year-old male survivor of 
rape

15-year-old rural girl, married to a 
man 45 years old

Professional gay man (24–44 
years old)

HIV-positive woman

Divorced woman with children Visually impaired young woman

Divorced man with children Visually impaired young man

Professional lesbian woman 
(24–44 years old)

Transgender woman

Professional gay man living 
with HIV

Transgender man 

25-year-old man addicted to 
cocaine

14-year-old pregnant girl 

25-year-old woman addicted 
to cocaine 

16-year-old boy with symptoms of 
an STI

Roles/Characters for Power Walk
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Preparations Required 
•	 Review, updating, and adaptation of the PowerPoint presen-

tation to the local context.
•	 Identification of suitable location for the Power Walk exercise.
•	 Preparation of flash cards with Power Walk characters and 

observer questions.

Handouts and Other Materials 
•	 Power Walk flash cards.
•	 Handout 1.1: Social Determinants of Health.

1 I know where to find the nearest health facility.

2 I feel respected by local health care workers.

3
I have a say in the way health services are organized and 
delivered in my community.

4 I can consult health services when and if I need to.

5
I have access to family resources if I need to pay for health 
care.

6
I can talk openly to local health care workers about my health 
problems.

7 I can talk openly to my family about my health problems.

8 Health programs in my area understand what my life is about.

9
I understand how to take medication given to me by my 
doctor.

10
I am allowed to be treated by a health care worker of the 
opposite sex.

11 I get to meet government officials.

12
I can read and understand the health information posters at 
the health facility.

13 If I get sick, I know I will be able to find the medicines I need.

14
I have access to micro-credit or other forms of borrowing 
money.

15 My opinion is important within my own ethnic or tribal group.

16 I have access to clean and safe drinking water.

17 I eat at least two full meals a day.

18 I can buy condoms.

19 I can negotiate condom use with my sexual partner(s).

20 I can refuse sex with my partner or spouse if I want.

21
I went to secondary school or I expect to go to secondary 
school.

22 I can pay for treatment in a private hospital if necessary.

23
My opinion is respected/is considered important by munici-
pal or district health officials where I live.

24 I am not in danger of being sexually harassed or abused.

25 I do not feel judged by health care workers.

Statements for Power Walk •	 Facilitator presentation on key concepts of gender, vulner-
ability, and risk (including gender, sex, gender equality and 
equity, gender socialization, gender stereotypes, gender 
identity, sexuality, vulnerability, and risk): This presentation 
summarizes and clarifies these core concepts and places 
them in the context of HIV prevention, treatment, care, and 
support. The presentation lays the foundation for sound un-
derstanding and application of the core concepts during the 
rest of the training.

•	 Plenary discussion to allow training participants to ask 
questions and engage in dialogue to ensure that they fully 
understand the core concepts: The plenary discussion can 
be open-ended or can be guided by questions from the 
facilitator.
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The Rationale for Gender Mainstreaming 

Objective: This session’s goal is to consolidate the un-
derstanding of participants regarding the international, re-
gional, and national mandates for gender mainstreaming 
and the key aspects of gender mainstreaming in health.

Activities
•	 Small group activity—“True or false? Exploring gender 

norms and expectations”: Through discussion of state-
ments on gender norms, expectations, and behaviors in small 
groups, participants will explore dimensions of gender stereo-
types. The purpose is not to arrive at a consensus on whether 
the statement is true or not, as most of these statements will 
be true for some people and true in certain situations. The 
main purpose of the exercise is to make participants aware 
of the various gender norms and expectations that are explic-
itly or implicitly embedded in the social narrative and script. 
Give each small group a statement and instruct the groups 
to discuss whether their statement is mostly true or untrue 
in their experience and their community. Ask the group to list 
reasons why the statement might be mostly true or untrue. 
Also, ask the group to summarize opposing points of view 
for sharing during the plenary discussion. Close this part of 
the exercise with presentation of the key conclusions of each 
group in a plenary discussion. Continue the plenary follow-
up with a brainstorm on how traditional feminine and mascu-
line roles are defined in key words related to general gender 
roles and behaviors and to sexuality. Share the handout on 
gender stereotypes with the participants after the brainstorm 
and close the session with a brief review of the key words, 
allowing for participants’ reactions to the lists.

•	 Facilitator presentation on the rationale for gender main-
streaming: This presentation outlines what gender main-
streaming is and the international, regional, and national 
mandates for gender mainstreaming in health, including the 
PAHO/WHO Gender Equality Policy. The presentation also il-
lustrates the link between gender and human rights (Mod-
ule 2) through clarification that the full enjoyment of human 
rights, including the right to health, cannot be achieved with-
out gender equality. Finally, the presentation summarizes the 
key aspects of gender mainstreaming.

Preparations Required 
•	 Preparation of flash cards with the statements.
•	 Review and adaptation of the PowerPoint presentation.

Handouts and Other Materials 
•	 Handout 1.2: Gender Stereotypes.
•	 Handout 1.3: Gender Mainstreaming Continuum.

STATEMENT 1

Male on male sex is not accepted in the com-
munity. Men who have sex with men have to keep 
it hidden, to avoid problems.    

TRUE or FALSE?

STATEMENT 2

Women and girls are expected to wait for men 
to take the initiative when it comes to sex. If a 
woman is too free or open about her desires, she 
can be seen as immoral.           

TRUE or FALSE?

STATEMENT 3

Men and boys are expected to know all about 
sex and to have early sexual relations. If a man 
is not openly sexually active, people might think 
that he is a homosexual.

TRUE or FALSE?

STATEMENT 4

Men are less likely to seek health care than 
women since they are socialized to believe that 
real men do not get sick. 

TRUE or FALSE?

STATEMENT 5

 “Age mixing,” or older men engaging in sexual 
relationships with young girls, is happening a 
lot in our community. People don’t see it as a 
problem.   

TRUE or FALSE?

STATEMENT 6

Intimate partner violence happens frequently in 
our community. In most cases both partners are 
to blame when it happens. 

TRUE or FALSE?

True or False?
Exploring Gender Norms and Expectations

Session 1.4
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Gender-responsive HIV and SRH 
Programs and Services

Objective: At the end of this session, participants 
will be able to articulate how to mainstream gender 
into their HIV-related service delivery.

Activities
•	 “Circle of Truth” group exercise: This is a small exercise 

meant to illustrate the intuitive associations health workers 
have when it comes to HIV. In general, these associations 
tend to be negative and based on fear, misinformation, and 
stereotypes regarding who becomes infected and why. Con-
fronting these misconceptions will contribute to the process 
of change aimed for in this training.

Instructions for Circle of Truth

Step 1. Ask the group to stand in a circle.

Step 2. Explain that when a person catches the ball (or beanbag 
or similar item), she/he must shout out the first HIV-related word 
that comes into her/his head.

Step 3. Throw the ball at somebody and after he/she has said a 
word, ask him/her to continue throwing the ball around the circle 
to random people.

Step 4. Ensure that everybody has several turns at throwing and 
catching the ball.

Step 5. When ideas seem to be running out, ask the group to sit 
down where they are.

Step 6. Prompt discussion by asking the following questions: 
 - Which words came up most often? 
 - Did these words reflect the reality of HIV? 
 - Why do these stereotypes exist?
 - How can these stereotypes be overcome?

•	 Facilitator presentation on gender-responsive HIV and SRH 
programs and services: Building on the previous presenta-
tion on the definition, rationale, and key aspects of gender 
mainstreaming in health, this presentation will highlight key 
aspects of gender mainstreaming in HIV and SRH service de-
livery. The presentation will be further elaborated upon in Mod-
ule 3, when details on gender and human rights in the various 
programmatic aspects of SRH and HIV will be explored. 

Preparations Required 
•	 Bring a ball or beanbag for the group exercise.
•	 Review and adaptation of the PowerPoint presentation.

Handouts and Other Materials  
•	 None.

Session 1.5
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Gender Dimensions of SRH and HIV Vulnerability and Risk
•	 Pregnancy and abortion are among the leading causes of 

death for adolescent girls in the region. Adolescents in gen-
eral, but in particular adolescents girls are more prone to 
risky sexual behavior, are more likely to have forced or unpro-
tected sex, and tend to have less bargaining power to negoti-
ate safer sex and make autonomous and informed decisions 
about their sexual and reproductive life (10).

•	 Globally, and in the Region of the Americas, available data 
indicate a rising trend in the number of women, in particular 
young women, infected with HIV. In the Caribbean, in par-
ticular, the reported numbers of HIV infections among young 
women is increasing (11, 12).

•	 Seroprevalence studies indicate that men who have sex with 
men (MSM), sex workers, and transgender persons continue 
to be disproportionately affected by the HIV epidemic glob-
ally and in Latin America and the Caribbean (LAC) (13).

•	 Injecting drug users have also traditionally been recognized 
as a high-burden group, especially in Brazil, Argentina, Para-
guay, Uruguay, and the Mexico-U.S. border region. Non-inject-
ing drug use (such as crack cocaine) in Latin America and 
the Caribbean is recognized as an important risk factor for 
HIV transmission (13). 

•	 Migrant and mobile populations may be at higher risk of HIV 
infection because of social exclusion, violence, and limited 
access to health services. Other vulnerable and key popula-
tions with regards to HIV are specific ethnic groups such as 
the Garifuna population in Honduras and prison inmates in 
Brazil, Belize, and Guyana (13).

•	 Countries will better understand the specific risks and vulner-
abilities of women, men, girls, and boys  if HIV-related data 
are collected and analyzed disaggregated by sex, age group 
ethnic group, and other relevant characteristics (5, 6). 

•	 Dominant norms of masculinity demand of men that they be 
strong, in control of women, and sexually aggressive. Tradi-
tional views of femininity value sexual innocence and sub-
missiveness, impeding women’s ability to demand or negoti-
ate safe sex practices (1, 2).

•	 Societal norms and popular culture may encourage men 
into early sexual initiation and multiple intimate partner-
ships as signs of heterosexual virility. Additionally, condom 
use may be rejected as limiting sexual pleasure. Having 
unprotected sex with multiple partners increases the risk of 
HIV infection (1, 2).

Closing of Module 1

It is recommended that facilitators dedicate 30–60 minutes 
at the end of the day to wrap up the module. The main purpose 
of the closing session is to summarize and reinforce the key 
messages and provide final clarifications if needed. The Power-
Point presentation contains some slides with key messages of 
the module. The facilitators can adapt these slides to summa-
rize the key conclusions or use alternative strategies, such as 
inviting participants to articulate what they have learned and 
what they consider the key messages of the day.

Facilitator Notes
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•	 Unequal power relationships between men and women, in-
cluding economic dependency and transgenerational rela-
tionships reduce the capacity of women, especially young 
women, to negotiate safer sexual practices (1, 2) .

•	 Traditional gender norms of masculinity and femininity con-
tribute to homophobia and related silence, denial, stigma, 
and discrimination against key populations at higher risk, 
such as MSM and transgender persons. These norms affect 
access to accurate prevention information, power to negoti-
ate consistent and correct condom use, and, among those 
living with HIV, access to treatment, care, and support. In 
particular, limited access to accurate, non-stigmatizing pre-
vention information increases vulnerability to HIV infection 
among MSM, WSW, and transgender individuals and their sex 
partners. Sanctions against same-sex sexual intimacy con-
tribute to stigma and discrimination and can deter utilization 
of prevention, treatment and care services (1, 2).

•	 Stigma and discrimination are at the heart of the HIV pan-
demic. Fear, shame, and ignorance regarding HIV keep people 
from practicing prevention and seeking treatment and care. 
Gender norms and standards in many societies may create 
double stigma for women, as they might be judged if they 
insist on safer sexual practices. Women living with HIV who 
have not disclosed their status and who choose not to have 
children or not to breastfeed their infants might face further 
stigma associated with cultural norms related to childbear-
ing and breastfeeding. Members of the LGBT community also 
face stigma and discrimination within health care settings, 
negatively affecting their ability to access prevention, treat-
ment and care services (14, 15).

Gender Mainstreaming
•	 The four global conferences on women, starting in 1975 in 

Mexico and resulting in the Agreement on the Beijing Platform 
of Action in 1995, established the lines of action to ensure 
women’s rights, equality, and participation. The commitment 
to gender equality and women’s health was formalized in the 
Convention on the Elimination of All Forms of Discrimination 
against Women (CEDAW), which holds these states account-
able for reporting on advances every four years (5, 16). 

•	 The Latin American and Caribbean (LAC) region was the first 
to define a regional and legal framework for preventing and 
addressing gender-based violence in 1994 through the Inter-
American Convention on Prevention, Punishment and Eradi-
cation of Violence against Women (Convention of Belem do 
Para) (17). 

•	 In September 2005 the PAHO Directing Council adopted the 
Gender Equality Policy, which forms the basis for the efforts of 
PAHO and Member Countries to mainstream gender in health 
service delivery. The goal of the Gender Equality Policy is to 
“contribute to the achievement of gender equality in health 
status and health development through research, policies, 
and programs which give due attention to gender differences 
in health and its determinants and actively promote equality 
and equity between women and men” (6).

•	 The 2001, 2006, and 2011 United Nations General Assem-
bly Declarations of Commitment on HIV/AIDS reinforced the 
critical importance of gender mainstreaming and ensuring 
promotion and protection of the health, dignity, human rights, 
and security of women and girls (18, 19, 20).

•	 •The	objective	of	gender	equality	is	to	ensure	that	opportuni-
ties and chances are the same for both sexes. Achieving gen-
der equality requires specific measures designed to reduce 
existing inequalities. In some instances, this can mean that 
more emphasis has to be placed on women. Gender equity 
refers to fairness in distribution of goods and resources in 
order to rectify the imbalance between the sexes. In other 
words, gender equity strategies are used to attain gender 
equality (1, 5, 6). 

•	 A gender equity approach implies that all policies and inter-
ventions need to be scrutinized for their impact on gender 
relations. It requires a rethinking of policies and programs to 
take account of men’s and women’s different realities and 
needs (1, 5, 6). 
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•	 The Gender Mainstreaming Continuum categorizes interven-
tions by how they consider or address gender norms and 
inequalities in program design, implementation, and evalu-
ation (1, 2, 5, 6): 
 - The term gender blind refers to interventions with the ab-
sence of any proactive consideration of the larger gender 
environment and specific gender roles affecting beneficia-
ries. Programs that are gender blind fail to consider the 
relationships between gender norms, unequal power rela-
tions, and programs. 

 - Gender-aware programs purposefully examine and address 
the anticipated gender-related outcomes during all phases 
of the program cycle. Gender awareness is an important 
prerequisite for all gender-responsive interventions. 

 - Gender-exploitative approaches, on the left side of the 
continuum, take advantage of discriminatory gender norms 
and imbalances in power to achieve program objectives. 
While using a gender-exploitative approach may seem ex-
peditious in the short run, it is unlikely to be sustainable 
and can, in the long run, result in harmful consequences 
and undermine a program’s intended objective. This is an 
unacceptable approach.

 - Gender-accommodating approaches, in the middle of the 
continuum, acknowledge the role of gender norms and in-
equities and seek to develop actions that adjust to and 
often compensate for them. While such projects do not 
actively seek to change norms and inequities, they strive 
to limit any harmful impact on gender relations. A gender-
accommodating approach does not deliberately contrib-
ute to increased gender equity, nor does it address the 
underlying structures and norms that perpetuate gender 
inequities.

 - Gender-transformative approaches, at the right end of 
the continuum, actively strive to examine, question, and 
change harmful gender norms and power imbalances as 
a means of reaching health as well as gender equality 
objectives. Gender-transformative approaches encourage 
critical awareness of gender roles and norms, promote the 
empowerment of women and challenge the distribution of 
resources, roles and power between men and women in 
general, and between intimate partners (heterosexual and 
same-sex partners).

•	 In addition to the international, regional, and national man-
dates for gender mainstreaming in health, health workers 
have a professional ethical responsibility to do no harm, to 
do good, and to uphold justice (1, 2, 5, 6, 21).  Recognizing 
that gender inequality reduces the capacity or opportunity 
to protect and advance the health of individuals and groups, 
health workers must take gender dynamics into account in 
the design and provision of programs and services.

Gender-responsive HIV Programs and Services
•	  Reducing gender inequalities and transforming gender ste-

reotypes and gender relations are essential to reduce vulner-
ability to HIV infection and ensure optimal access to treat-
ment, care, and support (1, 2, 5, 6, 21). 

•	 The World Health Organization (WHO) recommends six ba-
sic strategies to mainstream gender in HIV and other health 
programs (5):
 - Integrate gender analysis in the design of programs.
 - Strengthen the capacity of providers to address gender in-
equality.

 - Reduce gender-based barriers to HIV health services.
 - Promote the participation of women, girls, and sexual mi-
norities.

 - Integrate a gender perspective in the monitoring and evalu-
ation of programs.

 - Advocate for gender-responsive public health policy.
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Handout 1.1
Social Determinants of Health

Socioeconomic
and political context

Governance

Policy
(macroeconomic,

social, health)

Cultural
 and societal norms

and values

Material circumstances

Social cohesion

Psychosocial factors

Behaviors

Biological factors

Distribution of 
health
and

well-being

Health care system

Education

Occupation

Income

Gender

Ethnicity/race

Social position

Source: World Health Organization. A Conceptual Framework for Action on the Social Determinants of Health. 2010.
http://www.who.int/sdhconference/resources/ConceptualframeworkforactiononSDH_eng.pdf . Last accessed on 21 February, 2013.

http://www.who.int/sdhconference/resources/ConceptualframeworkforactiononSDH_eng.pdf
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Handout 1.2
Gender Stereotypes 

Traditional woman Traditional man
Weak

Dependent
Submissive

Passive
Accommodating

Emotional
Nurturing
Tender

Domestic
Talkative
Careful

Strong
Independent

Dominant
Active

Assertive
Rational

Aggressive
Firm

Breadwinner
Silent

Risk taker
Sexuality 

Heterosexual
Low sex drive

Duty
Accommodates

One meaningful partner
Experience = “slut” (bad)

Sex object
Passive

Please partner

Heterosexual
High sex drive (biological need)

Pleasure and need
Initiates

Experiments (gains experience)
Multiple partners

Experience = “stud” (good)
Sexual predator

Orgasm
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Handout 1.3
The Gender Mainstreaming Continuum

Gender Blind 

Gender Aware

Gender Exploitative

Gender Accommodating 

Gender Transformative

Gender Aware

Gender Blind

Accommodating TransformativeExploitative
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Introduction
In this module, participants will learn about the intersection 

of human rights with HIV and SRH, and the treaties, conventions, 
and laws that must inform their work. Participants will examine 
their own values related to stigma and discrimination and learn 
about their legal obligations as health service providers. 

Learning Objectives
At the end of this module, participants will be able to:
•	 Understand the intersection between health worker obliga-

tions and human rights;
•	 Explain the key human rights instruments, including conven-

tions and protocols that inform health worker obligations;
•	 Understand stigma and discrimination as they relate to HIV 

service delivery; and
•	 Understand the meanings of informed consent, confidential-

ity, and partner  notification and how to apply these concepts 
to HIV and SRH service delivery.

Main Messages
•	 Enjoyment of the highest attainable standard of health is one 

of the fundamental rights of every human being without dis-
tinction of race, religion, political belief, or economic or social 
condition (Preamble to the Constitution of the World Health 
Organization). 

•	 The right to sexual and reproductive health implies that peo-
ple are able to enjoy a mutually satisfying and safe relation-
ship, free from coercion or violence and without fear of infec-
tion or pregnancy, and that they are able to regulate their 
fertility without adverse or dangerous consequences.

•	 The United Nations and the Inter-American System have in 
place a significant body of legal instruments for the protec-
tion of human rights that can be used to protect the rights 
and liberties of persons living with HIV.

•	 The protections embodied in the UN and Inter-American Hu-
man Rights System lie at the heart of any effort designed 
to increase the protection of persons living with HIV in the 
Americas.

•	 Health care workers should familiarize themselves with the 
rights of persons living with HIV and ensure that those rights 
are being upheld at all times. If they witness any violations, 
they must act to stop them and bring them to the attention 
of responsible officials.

•	 Human rights and public health share a principal objective: 
to promote and protect the well-being of people. Health care 
workers have a legal obligation to respect, protect, and fulfill 
human rights.

•	 HIV-related stigma and discrimination have a negative effect 
on all aspects of the HIV response. Legal and ethical obliga-
tions require that health workers act in a nondiscriminatory 
manner toward all who seek services for HIV prevention, test-
ing, treatment, and care. 

•	 Health care providers must understand and respect issues of 
confidentiality, partner notification, disclosure, and informed 
consent. 

Additional Resources 
•	 United Nations. The Universal Declaration of Human Rights. 

United Nations, 1948. http://www.un.org/en/documents/
udhr/ .

•	 Office of the United Nations High Commissioner for Human 
Rights. International Covenant on Economic, Social and 
Cultural Rights. United Nations, 1966. http://www2.ohchr.
org/english/law/cescr.htm .

•	 Office of the United Nations High Commissioner for Human 
Rights. International Covenant on Civil and Political Rights. 
United Nations, 1966. http://www2.ohchr.org/english/law/
ccpr.htm .

Module 2

http://www.un.org/en/documents/udhr
http://www.un.org/en/documents/udhr
http://www2.ohchr.org/english/law/cescr.htm
http://www2.ohchr.org/english/law/cescr.htm
http://www2.ohchr.org/english/law/ccpr.htm
http://www2.ohchr.org/english/law/ccpr.htm
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Module 2 Activity Duration Format
Opening Session 
(30 minutes) Learning log and morning warm-up activity 30 minutes Plenary 

Session 2.1

(1.5 hours)

The “Sinking Ship” group reflection exercise 30 minutes Group activity

Facilitator presentation: What are human rights? 45 minutes PowerPoint presentation

Plenary Q&A and discussion 15 minutes Plenary 

Session 2.2

(1.5 hours)

Personal reflection on values related to HIV and provision of HIV 
prevention, treatment, and care services

45 minutes (15 
minutes individual, 
15 minutes in pairs, 
15 minutes plenary)

Individual activity followed by 
reflection in pairs 

Facilitator presentation: Stigma and discrimination as drivers of 
the epidemic

45 minutes Interactive PowerPoint presentation

Session 2.3

(2 hours)

Cases studies and role plays 45 minutes Small group and plenary

Facilitator presentation: Human rights dimensions of HIV and SRH 45 minutes Interactive PowerPoint presentation

Group discussion 30 minutes Plenary 

Closing
(30 minutes) Closing of Module 2 30 minutes Plenary 

Overview of Module 2
Session 2.1: Defining the application of human rights instruments in HIV and SRH services
Session 2.2: Stigma and discrimination as drivers of the HIV epidemic
Session 2.3: Human rights dimensions of HIV and SRH

•	 Office of the United Nations High Commissioner for Human 
Rights. Convention on the Elimination of All Forms of Dis-
crimination against Women (CEDAW). United Nations, 1976. 
http://www2.ohchr.org/english/law/cedaw.htm .

•	 Office of the United Nations High Commissioner for Human 
Rights. Convention on the Rights of the Child (CRC). United 
Nations, 1989. http://www2.ohchr.org/english/law/crc.htm .

•	 American Convention on Human Rights (Pact of San Jose). 
OAS,  1968. http://www.oas.org/dil/treaties_B-32_Ameri-
can_Convention_on_Human_Rights.htm .

•	 Additional Protocol to the American Convention on Human 
Rights (Protocol of San Salvador). OAS, 1988. http://www.
oas.org/juridico/english/treaties/a-52.html .

•	 Inter-American Convention on the Prevention, Punishment 
and Eradication of Violence against Women (“Convention of 
Belem Do Para”). OAS, 1994. http:///www.oas.org/cim/eng-
lish/convention%20violence%20against%20women.htm .

•	 UNAIDS. (2006). International Guidelines on HIV/AIDS 
and Human Rights. 2006 Consolidated Version. Geneva, 
UNAIDS, 2006. http://data.unaids.org/Publications/IRC-
pub07/jc1252-internguidelines_en.pdf .

http://www2.ohchr.org/english/law/cedaw.htm
http://www2.ohchr.org/english/law/crc.htm
http://www.oas.org/dil/treaties_B-32_American_Convention_on_Human_Rights.htm
http://www.oas.org/dil/treaties_B-32_American_Convention_on_Human_Rights.htm
http://www.oas.org/juridico/english/treaties/a-52.html
http://www.oas.org/juridico/english/treaties/a-52.html
www.oas.org/cim/english/convention
www.oas.org/cim/english/convention
20women.htm
http://data.unaids.org/Publications/IRC-pub07/jc1252-internguidelines_en.pdf
http://data.unaids.org/Publications/IRC-pub07/jc1252-internguidelines_en.pdf
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Learning Log and Morning Warm-up 
Activity

Learning log
Ask the participants: 
•	 What did you learn during the previous module that 

was useful to you? 
•	 What was difficult to understand? 
•	 What didn’t you like about the previous sessions? 

What did you like about the previous sessions?
•	 What can you suggest to make the process more 

meaningful?

Defining the Application of Human Rights 
Instruments in HIV and SRH Services

Objective: At the end of this session, participants will 
be able to:
•	 Name relevant international and regional legal instru-

ments for the protection of human rights that can be 
used to protect the rights and liberties of persons liv-
ing with HIV;

•	 Understand the linkages between these legal instru-
ments and their work; and

•	 Articulate their own values related to the provision of 
HIV prevention, treatment, and care services and how 
these values influence their work.

Activities
•	 The Sinking Ship: This is a values clarification exercise to 

explore participants’ values when dealing with other individu-
als and groups.

Instructions for the Sinking Ship group activity 

1. Assign each participant a character or role. Characters can be 
similar to those used in the Power Walk exercise (Module 1) or 
alternatives designed based on the local context. Ask participants 
to announce their character to the group.

2. Ask participants to imagine that they are on a ship that is sinking, 
and the lifeboat is in danger of being overcrowded. 

3. Depending on the number of participants, determine what the 
threshold of the lifeboat can be. Ensure that it is at least 5 per-
sons less than the number of participants.

4. Ask the participants to decide who should be allowed in the life-
boat and who should be left on the sinking ship. The ship will sink 
in 10 minutes, so participants have only 10 minutes to determine 
who gets into the lifeboat and who does not.

5. Keep reminding the participants of the number of minutes left 
before the ship sinks, to keep up the pressure.

6. Once a decision has been made about a person not allowed in 
the lifeboat, this person should step away from the group.

Session 2.1Opening Session
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•	 Facilitator presentation on the international and regional 
legal instruments for the protection of human rights that 
can be used to protect the rights and liberties of persons 
living with HIV: This presentation will elaborate on the body 
of legal instruments from the UN and the Inter-American Sys-
tem that can be used to protect the rights and liberties of 
persons living with HIV. 

•	 Plenary Q&A and discussion: Since the human rights ma-
terial might be new to many participants, this Q&A session 
should encourage participants to ask all questions they have 
regarding terminology and concepts, to ensure full under-
standing of the content and main messages of the session. 
If there are no questions, the facilitator can ask the group 
questions or use the time to illustrate the key messages with 
some examples.

Preparations Required
•	 Prepare flash cards with characters for the Sinking Ship ex-

ercise.
•	 Review PowerPoint presentation and add local content as ap-

propriate.

Handouts and Other Materials 
•	 Handout 2.1: Key International Human Rights Instruments. 
•	 Handout 2.2: International Guidelines on HIV and Human 

Rights.

Stigma and Discrimination as Drivers of 
the HIV Epidemic

Objective: At the end of this session, participants will 
have reflected on and recognized their values related to 
persons living with HIV and the provision of HIV-related 
prevention, treatment, and care services.

Activities
•	 Personal reflection on values related to HIV and provision of 

HIV and SRH services: The point of departure for this exercise 
is that health workers are human beings with their own person-
al values, norms, and expectations related to sexuality, sexual 
identity and sexual behavior. Some of these values and norms 
might contribute to difficulties for these health workers in deal-
ing with the issue of HIV and persons living with HIV. While on 
a cognitive level health workers might agree with the principles 
of human rights, on an emotional level they might still have 
difficulties. Furthermore, they might never have voiced their 
hidden fears and biases and are struggling secretly with these 
issues. The main purpose of this activity is for the participants 
to confront their own feelings through honestly completing the 
self-assessment form (Handout 2.3). The form is strictly for 
personal use, and will not be shared with others. Following the 
individual reflection, participants will be paired and asked to 
share some of their fears and issues with their partner, followed 
by some joint reflection on how they might address these fears 
and issues. A critical aspect of this session is for the facilita-
tors to emphasize the confidential nature of what is shared. 
Facilitators might wish to have some professional counselors 
available for persons who want or need further assistance.  

•	 Facilitator presentation on stigma and discrimination as driv-
ers of the epidemic: This presentation will provide definitions 
of core concepts and will link stigma and discrimination to 
the human rights instruments and the ethical codes and 
principles associated with health service delivery. 

Preparations Required
•	 Identify counselors to be on standby in case a participant needs 

further assistance following the personal reflection activity.
•	 Review PowerPoint presentation. 

Handouts and Other Materials 
•	 Handout 2.3: Personal Reflection Form.

Session 2.2
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Human Rights Dimensions of HIV and SRH

Objective: At the end of this session, participants will 
be able to explain the key elements and implications of 
core human rights aspects of SRH and HIV health service 
delivery, including informed consent, confidentiality, part-
ner notification, and disclosure.

Activities
•	 Case studies and role play: The main purpose of this activ-

ity is to provide a platform for participants to explore real-life 
situations with human rights and ethical implications. It is 
strongly recommended that external persons be invited to 
take on the client roles to support this activity, as this will add 
to the authenticity of the experience. Form small groups and 
ask one participant to volunteer for the role of health worker. 
The remaining group members will be observers and provide 
feedback after the role play.

Case 1: The young girl

Roles: 1) health worker; 2) young girl (12–14 years old)
A young girl comes to the clinic without her parents to ask for an HIV 
test. 
Q: What do you do as a health worker? Do you perform the test? How 
can you help this girl?

Case 2: The serodiscordant couple

Roles: 1) health worker; 2) couple
A couple comes to the clinic because they desire to have a baby. The 
man tested HIV positive about one year ago.
Q: What would be your advice to the couple? Why?

Case 3: The married MSM

Roles: 1) health worker; 2) married man who also has sex with other 
men
A married man comes in for HIV testing. He tests positive and dis-
closes that he also has a sexual relationship with another man. 
Q: How do you approach this case? How do you deal with his female 
and male partner? 

Case 4: The sex worker

Roles: 1) health worker; 2) female sex worker
A female sex worker comes to the clinic to ask for an HIV test and ARV 
because she has been raped by a client.
Q: How can you help this client? What do you recommend to her?

Case 5: The married woman

Roles: 1) health worker; 2) married middle-aged woman
A married middle-aged woman comes to the clinic because she has 
symptoms of an STI (vaginal discharge, burning itch). She is concerned 
about the fidelity of her husband and about contracting HIV.
Q: What can you do for this client? What is your advice to her?

Case 6: The male sex worker

A male sex worker comes in and requests PEP. You recognize him from 
a previous request for PEP two months ago. 
Q: How can you help this client? What will influence your decision to 
provide the PEP or not (provided PEP is available in your setting)?

Alternative activity: panel discussion with a panel consisting of a per-
son living with HIV, a young person, a sex worker, and a homosexual 
man. The panel can make short presentations on their experiences with 
health care providers related to sexual/reproductive health and/or HIV 
and other STIs, followed by discussion with the group.

•	 Facilitator presentation on HIV-related human rights is-
sues: This presentation will elaborate on some key human 
rights issues such as access to health services and health in-
formation, informed consent, confidentiality, partner notifica-
tion, and disclosure. The facilitator can make use of the case 
studies and the experiences during the role plays to illustrate 
how these key concepts can be interpreted and applied in a 
variety of circumstances. 

•	 Group discussion: Following the PowerPoint presentation, 
the session can close with a guided or open group discus-
sion for final synthesis of the content.

Preparations Required
•	 Identify and invite persons to participate in the role play or 

panel discussion.

Handouts and Other Materials 
•	 Copies of the role scenarios for all participants.

Session 2.3
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It is recommended that facilitators dedicate 30–60 minutes 
at the end of the day to wrap up the module. The main purpose 
of the closing session is to summarize and reinforce the key 
messages and provide some last-minute clarifications if need-
ed. The PowerPoint presentation contains some slides with key 
messages of the module. The facilitators can adapt these slides 
to summarize the key conclusions or use alternative strategies, 
such as inviting participants to articulate what they have learned 
and what they consider the key messages of the day.

or review of policies, plans, or programs; the enactment of per-
tinent legislation; and/or the restructuring of health services 
as part of a more effective response to HIV (22).

•	 The relationship between HIV and human rights highlights the 
ways in which people vulnerable to human rights violations 
and neglect are more vulnerable to HIV infection, and how 
persons living with HIV might be more vulnerable to denial of 
these rights, including access to appropriate care and treat-
ment (1, 21).

•	 At the heart of the human rights framework is the measure of 
state accountability. States have a three-pronged obligation: to 
respect rights, to protect rights, and to fulfill rights (1, 21, 22).
 - To respect a right means that a government cannot violate 
human rights directly in laws, policies, programs, or practices.

 - To protect a right means that governments must prevent 
violations by others and provide affordable and accessible 
redress. For example, states should ensure that private 
employers do not discriminate against employees living 
with HIV and should provide avenues for redress if they are 
fired because of their HIV status.

 - To fulfill a right means that governments must take mea-
sures (legislative, administrative, programmatic) that move 
towards the realization of these rights. For example, a state 
may adopt a policy to provide antiretroviral treatment to all 
individuals in need, yet, due to resource constraints, may be 
able to cover only a small percentage of the population. In 
this case it would be incumbent on the government to take 
measures to progressively extend coverage by soliciting 
support from donors and/or reassessing budget priorities.

•	 National human rights protection systems (NHRPSs) consist 
mainly of legal frameworks, institutions, policies, procedures, 
and actors designed to ensure that international human 
rights norms and standards are promoted, respected, pro-
tected, and fulfilled and included in these systems (22, 23).

•	 The objective of an NHRPS is to ensure sustainable and ef-
fective respect for human rights in a country. Particular con-
sideration should be given to ensuring that all aspects of any 
NHRPS are responsive to the human rights of women and 
other groups in situations of vulnerability. Special attention 
should always be given to groups subjected to discrimination 
and suffering from disadvantage, including racial and eth-
nic minorities, children, the disabled, women, the poor, and 
groups with gender identity and sexual orientation consider-
ations (for example, LGBT groups) (1, 21, 22, 23).

Closing of Module 2

Facilitator Notes

Human Rights, SRH, and HIV
•	 The international and regional communities have formulated 

a variety of mandates to safeguard human rights. Some of 
these mandates are specifically related to HIV, while others 
are more general in scope (1, 21, 22). 

•	 Human rights are universal legal guarantees protecting in-
dividuals and groups against actions that interfere with fun-
damental freedoms and human dignity. Some of the most 
important characteristics of human rights are that they are 
guaranteed by international standards, are legally protected, 
focus on the dignity of the human being, oblige states and 
state actors, cannot be waived or taken away, are interde-
pendent and interrelated, and are universal (1, 21, 22).  

•	 Because human rights instruments established by interna-
tional law protect all persons without distinction of any kind, 
including race, color, sex, language, religion, political or other 
opinion, national or social origin, property, birth, or other sta-
tus, they are considered to also protect the rights and free-
doms of all persons living with HIV (1, 21).

•	 Some human rights instruments (conventions or treaties) are 
legally binding for states that have ratified them. Others—inter-
national human rights declarations or “standards”—although 
not legally binding, are considered to be authoritative inter-
pretations of international convention requirements. In most 
cases, they are issued by the UN General Assembly, Human 
Rights Council, or High Commissioner’s Office and by the OAS 
Inter-American Commission on Human Rights, or they originate 
through the work of other specialized UN and Inter-American 
System agencies. They may be used to guide the formulation 
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Health Worker Obligations
•	 Human rights and public health share a principal objective: 

to promote and protect the well-being of people. In human 
rights terms this means promoting and protecting the dignity 
of all, with an emphasis on the most vulnerable. In public 
health terms this means promoting health for all, with an 
emphasis on the most vulnerable (1, 21, 22, 23). 

•	 Health workers are state actors and, as such, must respect 
and act in a manner consistent with national and interna-
tional laws and treaties. These legal obligations ensure that 
health workers act in a nondiscriminatory manner toward all 
who seek testing, care, and treatment for HIV (1, 21, 22, 23).

•	 Health workers are obligated to ensure (1, 21, 22, 23):
 - The right to a system of health protection providing equal-
ity of opportunity so that everyone can enjoy the highest 
attainable level of health.

 - The right to prevention, treatment, and control of diseases.
 - Access to essential medicines.
 - Maternal, child, and reproductive health.
 - Equal and timely access to basic health services.
 - The provision of health-related education and information.

•	 HIV-related discrimination is not only a human rights viola-
tion; it is also a barrier for effective action to achieve public 
health goals and overcome the epidemic. Responses to HIV 
can be placed along a continuum of prevention, treatment, 
and care, and stigma and discrimination negatively affect 
each of these aspects of the response. 

HIV and SRH-related Human Rights Issues
•	 Every autonomous individual has the right to make informed 

decisions about his/her health and treatment. Informed con-
sent means giving competent and voluntary permission for a 
medical procedure, test, or medication. This consent is given 
based on an understanding of the nature, risks, and alterna-
tives of the procedure or test (5, 21) .

•	 Confidentiality means ensuring that information is accessible 
only to those authorized to have access. All medical profes-
sional codes have provisions related to client confidentiality, 
defining what type of client information should not be shared 
and what can or should be shared and under which conditions.

•	 A breach of confidentiality (5, 21):
 - Violates ethical professional standards 
 - Deters testing and care seeking 
 - Results in mistrust/avoidance of health care facilities

 - Creates humiliation and shame when the client’s personal 
information becomes public

 - Creates potentially dangerous situations for the client 
•	 Health care workers have the duty to ensure confidentiality, 

including (5, 21):
 - Coworker vigilance
 - Constant reiteration of this duty
 - Swift response to breaches
 - Support systems for maintaining confidentiality (supervi-
sion and debriefing)

•	 Disclosure is the sharing of confidential information. Some-
times service providers are obliged to share confidential in-
formation with others: Health workers share this information 
on a need to know basis, always bearing the client’s interests 
in mind. Sharing client information is needed and assumed 
between members of a care provider team to facilitate ap-
propriate provision of care. All cases of disclosure by service 
providers must be guided by legislation and policy and must 
ensure that access to client information is limited to those 
who need to know (5, 21).

•	 Partner notification means informing known partners, includ-
ing spouses, of confidential medical information, for instance 
of the HIV status of a client. From a public health perspective, 
a primary benefit of notifying partners of a client’s HIV status 
is to help ensure that partners are aware of their possible 
exposure to the infection while protecting patient confidenti-
ality. Health care providers can provide coaching and assis-
tance with this process and provide support and linkages to 
appropriate medical and prevention services (5, 21).

•	 According to UNAIDS partner notification can take place only 
if (5, 21) :
 - The HIV-positive person in question has been thoroughly 
counseled;

 - Counseling of the HIV-positive person has failed to achieve 
appropriate behavioral changes; 

 - The HIV-positive person has refused to notify, or consent to 
the notification of, his/her partner(s); 

 - A real risk of HIV transmission to the partner(s) exists; 
 - The HIV-positive person is given reasonable advance notice; 
 - The identity of the HIV-positive person is concealed from 
the partner(s), if this is possible in practice; and

 - Follow-up is provided to ensure support to those involved, 
as necessary.
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Handout 2.1
Key International Human Rights Instruments  

Universal Declaration of Human 
Rights

Sets out basic rights and freedoms that all persons should enjoy. Some of the rights included are the right to life, liberty, and security; the 
right to not be subject to inhuman or degrading treatment or punishment; the right to freedom of movement; the right to own property; 
the right to work; the right to a standard of living adequate for health and well-being; the right to social security and services; the right to 
education; and the right to marriage and family. These are both civil and political rights requiring state non-interference and social and 
economic rights requiring positive state action to ensure an adequate standard of living.

International Covenant on Economic, 
Social and Cultural Rights

Article 12 recognizes the universal right to the “enjoyment of the highest attainable standard of physical and mental health” and requires 
state parties to take steps for the prevention, treatment, and control of disease and to create the necessary conditions “which would as-
sure to all medical service and medical attention in the event of sickness.” Article 6 recognizes the universal right to work, and Article 13 
states that education should be equally available and accessible to all.

International Covenant on Civil and 
Political Rights (1966)

Article 2 requires states to protect the rights and freedoms of all persons regardless of race, color, sex, language, religion, political or 
other opinion, national or social origin, economic status, birth, or any other social condition. Other articles relevant to those living with HIV 
are as follows: 6 (the right to life), 7 (the right to humane treatment), 9 (the right to liberty and personal security), 12 (the right to liberty 
of movement and freedom to choose residence), 14 (equality before the courts and tribunals), 16 (the right to recognition everywhere as 
a person before the law), 17 (the right to privacy and protection of the law against arbitrary or unlawful attacks on personal honor and 
reputation), 18 and 19 (the right to freedom of thought and expression, including the freedom to seek, receive, and impart information), 
23 (the right to form a family), 24 (the right of children to protective measures by the state based on their status as minors), 26 (equality 
before the law and the right to equal protection), and 27 (the rights of ethnic, religious, or linguistic minorities).

Convention on the Elimination of 
All Forms of Discrimination against 
Women

Promotes the elimination of all forms of discrimination against women to encourage gender equality.

Convention on the Rights of the Child Sets out civil, political, economic, social, and cultural rights of children.

Convention against Torture and 
Other Cruel, Inhuman, or Degrading 
Treatment or Punishment (1984)

This instrument may be applied in cases where individuals have been subjected specifically to cruel, inhuman, or degrading treatment 
or punishment based on their HIV status, whether in a health care facility, prison, or other public institution. Article 10 specifies that the 
training of law enforcement, medical, civil, and military personnel and other public officials must include the prohibition of torture during 
the custody, interrogation, or treatment of any individual subjected to arrest, detention, or imprisonment. Article 13 ensures that any 
person alleging that he/she has been subjected to torture has the right to complain to, and have his/her case promptly and impartially 
reviewed by, the competent authorities. Article 14 calls on legal systems of state parties to provide redress to victims, who have an 
“enforceable right to fair and adequate compensation, including the means for as full rehabilitation as possible.”

National Constitutions 
Sections on fundamental rights and freedoms include nondiscrimination, equal protection and equality before the law, privacy, and liberty 
of movement and belief, among other guarantees.

International Labour Organization 
Code on HIV (nonbinding)

Contains principles for policy development and practical guidelines for effective responses at enterprise, community, and national levels 
in the following key areas:
•	 Prevention and management of HIV and mitigation of the impact of HIV on the world of work.
•	 Care and support of workers infected with or affected by HIV.
•	 Elimination of stigma and discrimination on the basis of real or perceived HIV status.

Beijing Platform for Action 
(nonbinding)

Calls on governments, the international community, and civil society, including NGOs and the private sector, to take action in 12 critical 
areas of concern, including:
•	 The persistent and increasing burden of poverty on women.
•	 Inequalities and inadequacies in and unequal access to health care and related services.
•	 Violence against women.
•	 Inequality between men and women in the sharing of power and decision-making at all levels.
•	 Lack of respect for and inadequate promotion and protection of the human rights of women.
•	 Persistent discrimination against and violation of the rights of young girls.

United Nations General Assembly 
Special Session on HIV (nonbinding)

Recognizing HIV as a global problem leads to a commitment to various measures, including:
•	 Empowerment of women.
•	 Alleviating social and economic impact.
•	 Respecting human rights of persons with HIV.
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General Comment No. 14, 
International Covenant on Economic, 
Social, and Cultural Rights (2000) 
(nonbinding)

The Commission on Human Rights’ Committee on Economic, Social, and Cultural Rights, which monitors the Covenant, made clear in its 
Twenty-second Session that the right to the highest attainable standard of physical and mental health (known as the “right to health”) 
included inter alia access to treatment and HIV-related education. Paragraph 10 notes that “formerly unknown diseases, such as…HIV…
have created new obstacles for the realization of the right to health….” Paragraph 12 specifies that health facilities, goods, and services 
must be within safe physical reach for all persons living with HIV; paragraph 18 calls for nondiscrimination and equal treatment in access 
to health care regardless of health status, “including HIV”; and paragraph 28 prohibits state parties from restricting the movement of, 
and incarceration of, those living with HIV based solely on their condition. Paragraph 36 establishes that states must provide “informa-
tion campaigns…with respect to HIV.” Paragraph 33 states that “the right to health, like all human rights, imposes three types or levels of 
obligations on State parties: the obligations to respect, protect, and fulfill.”

Declaration of Commitment on HIV 
(2001) (nonbinding)

All UN member countries pledged to scale up their response to HIV within a human rights framework. The Declaration sets concrete 
targets with dates for the introduction of national legislation and related measures to ensure the respect of human rights in the areas of 
education, inheritance, employment, health care and other social services, prevention, support, treatment, information, and legal protec-
tion. Even though the Declaration is not legally binding, an annual review by the UN General Assembly of governments’ progress in meeting 
commitments and the monitoring instruments developed to measure compliance provides powerful incentives to encourage sustainable 
actions.

Declaration on the TRIPS Agreement 
and Public Health (nonbinding)

Following the global outcry against the high cost of antiretroviral drugs, the 2001 Ministerial Conference of the World Trade Organization 
(WTO) agreed that the TRIPS (Trade-Related Aspects of Intellectual Property Rights) Agreement should be interpreted to support public 
health and to promote universal access to life-sustaining medicines, thus allowing for patents to be overridden if required to respond to 
public health emergencies such as the AIDS epidemic. This international statement followed the decision of the Brazilian government to 
permit the local generic manufacture of foreign patented medicines for AIDS treatment unless prices for imported drugs were drastically 
reduced or the international companies began producing them in Brazil. In 2003, the TRIPS Council granted a waiver providing flexibility 
to countries unable to produce pharmaceuticals domestically to import patented drugs under compulsory licensing. The Declaration 
extends exemptions on pharmaceutical patent protection for the least-developed countries until 2016.

International Guidelines on HIV and 
Human Rights (nonbinding)

Provides policy guidance on the development and implementation of effective national strategies for combating HIV.

1995 Commonwealth Plan of 
Action on Gender and Development 
(nonbinding)

Seeks to realize a world in which women and men have equal rights and opportunities at all stages of their lives to express their creativity 
in all fields of human endeavor, and in which women are respected and valued as equal and able partners in establishing values of social 
justice, equity, democracy, and respect for human rights.

Commonwealth Plan of Action 
2005–2015 (nonbinding)

Recommits to advancing gender equality, building on past achievements and seeking to close persistent gaps in four critical areas, one of 
which is HIV.

1994 International Conference on 
Population and Development (ICPD) 
(nonbinding)

Commits to gender equality, empowerment, and reproductive and sexual health and rights.

Regional

American Convention on Human 
Rights

According to its preamble, the purpose of the Convention is “to consolidate in this hemisphere, within the framework of democratic 
institutions, a system of personal liberty and social justice based on respect for the essential rights of man.” Chapter I establishes the 
general obligation of state parties to uphold the rights set forth in the Convention to all persons under their jurisdiction, and to adapt 
their domestic laws to bring them into line with the Convention. The 23 articles of Chapter II outline a list of individual civil and political 
rights due to all persons, including the right to life “in general, from the moment of conception,” as well as the right to humane treatment, 
to a fair trial, to privacy, to freedom of conscience, to freedom of assembly, to freedom of movement, and so forth. The single article in 
Chapter III deals with economic, social, and cultural rights.

Additional Protocol to the American 
Convention on Human Rights

The protocol’s provisions cover such areas as the right to work, the right to health, the right to food, and the right to education. It came into ef-
fect on 16 November 1999 and has been ratified by Argentina, Bolivia, Brazil, Colombia, Costa Rica, Ecuador, El Salvador, Guatemala, Mexico, 
Panama, Paraguay, Peru, Suriname, and Uruguay.

Inter-American Convention on 
the Prevention, Punishment and 
Eradication of Violence against 
Women (“Belem Do Para”)

The Convention recognizes the American Declaration of the Rights and Duties of Man and the Universal Declaration of Human Rights, and 
affirms that violence against women is a violation of the human rights of women. Article 8 of the Convention of Belem Do Para outlines 
the kind of infrastructure that should be present in OAS member states attempting to eradicate violence against women. Member states 
should implement progressive measures such as programs to educate and make the public aware of the right of women to be free of 
violence.

Nassau Declaration of Health (2001) 
(nonbinding)

Emphasizes the critical role of health in the economic development of the Caribbean and identifies the HIV epidemic as a health problem 
that may impede the development of human capital.

Pan-Caribbean Partnership (PANCAP) 
(2001) (nonbinding)

Acknowledges that the HIV epidemic can halt the socioeconomic survival of the region and commits to eradicating the problems of intoler-
ance, homophobia, and discrimination against people with HIV as well as poverty, ignorance, gender inequities, and lack of skills, which it 
recognizes as contributing to the spread of HIV.
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The following 12 guidelines were adopted at the Second In-
ternational Consultation on HIV and Human Rights at the UN in 
Geneva in September 1996 and updated at the Third Interna-
tional Consultation in July 2002 (2).

GUIDELINE 1: States should establish an effective national 
framework for their response to HIV which ensures a coordi-
nated, participatory, transparent, and accountable approach, 
integrating HIV policy and program responsibilities across all 
branches of government. 

GUIDELINE 2: States should ensure, through political and 
financial support, that community consultation occurs in all 
phases of HIV policy design, program implementation, and 
evaluation and that community organizations are enabled to 
carry out their activities, including in the field of ethics, law, and 
human rights, effectively. 

GUIDELINE 3: States should review and reform public health 
laws to ensure that they adequately address public health issues 
raised by HIV, that their provisions applicable to casually trans-
mitted diseases are not inappropriately applied to HIV, and that 
they are consistent with international human rights obligations. 

GUIDELINE 4: States should review and reform criminal laws 
and correctional systems to ensure that they are consistent with 
international human rights obligations and are not misused in 
the context of HIV or targeted against vulnerable groups. 

GUIDELINE 5: States should enact or strengthen anti-dis-
crimination and other protective laws that protect vulnerable 
groups, people living with HIV, and people with disabilities from 
discrimination in both the public and private sectors, ensure 
privacy and confidentiality and ethics in research involving hu-
man subjects, emphasize education and conciliation, and pro-
vide for speedy and effective administrative and civil remedies. 

GUIDELINE 6 (as revised in 2002): States should enact 
legislation to provide for the regulation of HIV-related goods, 
services, and information, so as to ensure widespread avail-
ability of quality prevention measures and services, adequate 
HIV prevention and care information, and safe and effective 
medication at an affordable price. States should also take 
measures necessary to ensure for all persons, on a sustained 

and equal basis, the availability and accessibility of quality 
goods, services, and information for HIV prevention, treatment, 
care, and support, including antiretroviral and other safe and 
effective medicines, diagnostics, and related technologies for 
preventive, curative, and palliative care of HIV and related op-
portunistic infections and conditions. States should take such 
measures at both the domestic and international levels, with 
particular attention to vulnerable individuals and populations. 

GUIDELINE 7: States should implement and support le-
gal support services that will educate people affected by HIV 
about their rights, provide free legal services to enforce those 
rights, develop expertise on HIV-related legal issues, and utilize 
means of protection in addition to the courts, such as offices 
of ministries of justice, ombudspersons, health complaint units, 
and human rights commissions.

GUIDELINE 8: States, in collaboration with and through the 
community, should promote a supportive and enabling environ-
ment for women, children, and other vulnerable groups by ad-
dressing underlying prejudices and inequalities through com-
munity dialogue, specially designed social and health services, 
and support to community groups. 

GUIDELINE 9: States should promote the wide and ongoing 
distribution of creative education, training, and media programs 
explicitly designed to change attitudes of discrimination and stig-
matization associated with HIV to understanding and acceptance.

GUIDELINE 10: States should ensure that the government 
and the private sector develop codes of conduct regarding 
HIV issues that translate human rights principles into codes 
of professional responsibility and practice, with accompanying 
mechanisms to implement and enforce these codes. 

GUIDELINE 11: States should ensure monitoring and en-
forcement mechanisms to guarantee the protection of HIV-
related human rights, including those of people living with HIV, 
their families, and communities. 

GUIDELINE 12: States should cooperate through all relevant 
programs and agencies of the United Nations system, includ-
ing UNAIDS, to share knowledge and experience concerning 
HIV-related human rights issues and should ensure effective 
mechanisms to protect human rights in the context of HIV at 
the international level.

Handout 2.2
International Guidelines on HIV and Human Rights
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Handout 2.3
Personal Reflection Form

This personal reflection exercise is for you only. You will not 
share it with the facilitators or other participants. We encour-
age you to be completely honest with yourself about your fears 
and feelings, as it is sometimes good for us to express what 

Statement Yes No Not sure

1.   I would prefer if I did not have to provide health care to persons with HIV because of the possible risk of infection. 

2.   As a health worker I think I have the right to know if a client I am caring for is HIV positive, even if the consultation 
is not related to HIV.

3.   I think that it is irresponsible of an HIV-positive woman to get pregnant deliberately.

4.   I would be afraid to have my child play with an HIV-positive child. 

5.   If a person becomes infected with HIV through sex, it is mostly their own fault.

6.   I would not drink from the same glass with an HIV-positive person. 

7.   I don’t think that there is justification for a person to become a sex worker.

8.   I have difficulty understanding homosexuality. 

9.   I think homosexual persons should not flaunt it through public displays of affection with their partners.

10. I have difficulty accepting that young people are sexually active.

11. I would have difficulty providing young girls with condoms and contraceptives. 

12. I would rather not get involved if one of my clients is experiencing domestic violence. 

The five things I am most afraid of or have the most problems with when it comes to providing HIV services 

1

2

3

4

5

we really feel. Following this personal reflection, you have the 
opportunity to share with one other person. It is your decision 
what you want to share. Please let one of the facilitators know 
if you would like to speak with a counselor about these issues.
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Introduction
Persisting gender inequalities and human rights violations 

compromise the rights and opportunities of individuals to 
pursue optimal health for themselves, their families, and their 
communities. 

Gender inequalities and human rights violations contribute 
to avoidance of or delay in seeking needed services, which 
contributes to further spread of HIV and avoidable morbidity 
and mortality.  

In this module, participants will further explore gender and 
human rights dynamics related to SRH and HIV services. The 
focus will be on practical application of learned concepts to 
enhance the skills to provide equitable, inclusive, and quality 
services through mainstreaming of gender and human rights in 
program development and service delivery.

Learning Objectives
At the end of this module, participants will be able to:

•	 Describe key gender and human rights issues related to HIV 
and SRH programs and services.

•	 Identify key actions that can be taken to integrate gender and 
human rights in HIV and SRH service delivery.

•	 Apply gender-responsive and gender-transformative skills in 
their service delivery.

Main Messages
•	 The differential health care needs of men, women, boys, girls, 

and sexually diverse persons require that service providers 
are aware of these differences and are trained to address the 
specific needs of these groups.

•	 A gender-transformative approach to HIV and SRH services 
considers the inequalities generated by gender norms and 
stereotypes and incorporates measures to address these in-
equalities and empower the most vulnerable persons and 
groups.

•	 Incorporation of human rights instruments in HIV and SRH 
services will contribute to improved quality of services and 
protection of clients, in particular the most vulnerable.  

Additional Resources 
•	 Gay, J., Hardee, K., Croce-Galis, M., Kowalski, S., Gutari, C., 

Wingfield, C., Rovin, K., Berzins, K.  What Works for Women 
and Girls: Evidence for HIV Interventions. New York, Open 
Society Institute, 2010. http://www.soros.org/sites/de-
fault/files/what-works-summary-20100811.pdf .

•	 Gay, J., Croce-Galis, M., Hardee, K.  What Works for Women 
and Girls: Evidence for HIV/AIDS Interventions. 2nd edition. 
Washington, DC: Futures Group, Health Policy Project, 2012. 
www.whatworksforwomen.org .

Module 3

http://www.soros.org/sites/default/files/what-works-summary-20100811.pdf
http://www.soros.org/sites/default/files/what-works-summary-20100811.pdf
www.whatworksforwomen.org
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Overview of Module 3
Session 3.1: Transforming health services to provide gender-responsive and human rights–based services 
Session 3.2: Gender, human rights, HIV prevention and promotion of sexual health
Session 3.3: Gender and human rights dimensions of HIV testing, treatment, and care
Session 3.4: Gender and human rights dimensions in the elimination of mother-to-child transmission of HIV and congenital syphilis 

•	 World Health Organization (WHO).  Guidance on Couples 
HIV Testing and Counseling, Including Antiretroviral Therapy 
for Treatment and Prevention in Serodiscordant Couples: 
Recommendations for a Public Health Approach. Ge-
neva, WHO, 2012. http://www.who.int/hiv/pub/guide-
lines/9789241501972/en/ .

•	 World Health Organization (WHO). Service Delivery Approaches 
to HIV Testing and Counseling (HTC): A Strategic HTC Pro-
gramme Framework. Geneva, WHO, 2012. http://apps.who.int/
iris/bitstream/10665/75206/1/9789241593877_eng.pdf .

Module 3 Activity Duration Format
Opening Session
(30 minutes) Learning log and morning warm-up activity 30 minutes Plenary 

Session 3.1
 (1.5 hours) Group activity: Checklist on Gender and Human Rights in Programs and Services 45 minutes Small group followed by 

plenary

Facilitator presentation: Transforming health services to provide gender-respon-
sive and human rights–based health services

45 minutes Plenary 

Session 3.2
(1 hour, 
15 minutes)

Facilitator presentation: Gender, human rights, HIV prevention and promotion of 
sexual health

30 minutes Plenary

Group activity: Transforming HIV prevention messages 45 minutes Small group followed by plenary

Session 3.3
(1.5 hours) Facilitator presentation: Gender and human rights dimensions of HIV testing, 

treatment, and care
45 minutes Plenary 

Role play: HIV testing and counseling 45 minutes Small group followed by plenary

Session 3.4
(45 minutes) Facilitator presentation: Gender and human rights dimensions in the elimination 

of mother-to-child transmission of HIV and congenital syphilis
45 minutes Plenary

Closing
(30 minutes) Closing of Module 3 30 minutes Plenary

•	 World Health Organization (WHO).  Integrating Gender into 
HIV Programmes in the Health Sector: Tool to Improve 
Responsiveness to Women’s Needs. Geneva, WHO, 2009. 
http://www.who.int/gender/documents/gender_hiv_guide-
lines_en.pdf .

•	 World Health Organization (WHO). Guidelines on HIV Disclo-
sure Counseling for Children Up to 12 Years of Age. Geneva, 
WHO, 2011. http://www.who.int/hiv/pub/hiv_disclosure/
en/index.html .

http://www.who.int/hiv/pub/guidelines/9789241501972/en
http://www.who.int/hiv/pub/guidelines/9789241501972/en
http://apps.who.int/iris/bitstream/10665/75206/1/9789241593877_eng.pdf
http://apps.who.int/iris/bitstream/10665/75206/1/9789241593877_eng.pdf
http://www.who.int/gender/documents/gender_hiv_guidelines_en.pdf
http://www.who.int/gender/documents/gender_hiv_guidelines_en.pdf
http://www.who.int/hiv/pub/hiv_disclosure/en/index.html
http://www.who.int/hiv/pub/hiv_disclosure/en/index.html
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Learning Log and Morning Warm-up 
Activity

Learning log
Ask the participants: 
•	 What did you learn during the previous module that 

was useful to you? 
•	 What was difficult to understand? 
•	 What didn’t you like about the previous sessions? 

What did you like about the previous sessions?
•	 What can you suggest to make the process more 

meaningful?

Transforming Health Services to Provide 
Gender-responsive and Human Rights–
based Health Services

Objective: At the end of this session, participants will 
be able to list the key actions for integrating gender and 
human rights into HIV programs and services.

Activities
•	 Group activity on gender and human rights in HIV health 

services: During this exercise, participants will complete a 
checklist reviewing the current status of gender and human 
rights in their place of work. 

Group activity: Checklist on Gender and Human Rights in Pro-
grams and Services 
1. Distribute Handout 3.1.
2. Give participants 10 minutes to complete the checklist.
3. Divide the group into small groups. 
4. Give the group 20 minutes to discuss their responses.
5. Use the last 15 minutes for a plenary guided discussion on the 

current gender and human rights dimensions of the programs 
and services represented in the room.

•	 Facilitator presentation on the transformation of health 
services to provide gender-responsive and human rights–
based HIV health services: This presentation will elaborate 
on the 15 basic steps in gender-responsive programming 
recommended by the World Health Organization (3).

Preparations Required
•	 Review, updating, and adaptation of PowerPoint presentation.

Handouts and Other Materials 
•	 Handout 3.1: Checklist on Gender and Human Rights in Pro-

grams and Services.

Opening Session Session 3.1
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Gender, Human Rights, HIV Prevention 
and Promotion of Sexual Health

Objective: At the end of this session, participants will 
be able to:
•	 Identify gender-stereotypical HIV prevention messages.
•	 Formulate gender-transformative HIV prevention messages.

Activities
•	 Facilitator presentation on gender, human rights, and HIV 

prevention: This presentation will elaborate on the continu-
ing need to focus on HIV prevention, considering that 30-plus 
years into the epidemic, the annual number of new infections 
still outpaces the number of persons enrolled in treatment. 
The PowerPoint presentation will summarize the key elements 
of combination prevention (which consists of biomedical, 
behavioral, and structural interventions) and the core gen-
der and human rights assumptions and implications of HIV 
prevention strategies and messages. Facilitators are recom-
mended to start the presentation with an overview of the 
trends in new HIV infections in the country or region where 
the training is taking place. 

•	 Group exercise on formulation of gender-transformative 
HIV prevention messages and strategies: In this exercise, 
participants will review existing HIV prevention materials, in-
cluding posters, folders, video clips, and program documents, 
through the lens of the Gender Mainstreaming Continuum to 
determine the level of gender responsiveness, followed by 
formulation of suggestions to make these materials more 
gender responsive. 

Preparations Required
•	 Review and adaptation of PowerPoint presentation.
•	 Collection and preparation of materials for the group to re-

view—include local and international materials and burn 
video materials on compact discs (CDs).

•	 Secure laptops for each group to watch the video materials.

Handouts and Other Materials  
•	 Extra copies of the Gender Mainstreaming Continuum (dis-

tributed in Module 1).
•	 Prevention materials (posters, folders, etc.).

Gender and Human Rights Dimensions of 
HIV Testing, Treatment, and Care

Objective: At the end of this session, participants will 
be able to describe the key steps in gender-responsive 
and human rights–based HIV testing, treatment, and 
care services.

Activities
•	 Facilitator presentation on gender and human rights dimen-

sions of HIV testing, treatment, and care: This presentation 
will elaborate on the gender and human rights dimensions of 
HIV testing, treatment, and care services, including equitable 
access, quality of services, safe disclosure of HIV status, ad-
herence to treatment, and support systems for women, men, 
girls, and boys living with HIV. It is recommended that facilita-
tors start the presentation with an overview of HIV testing and 
treatment services, numbers of persons being tested annually, 
and numbers of persons on treatment, disaggregated by sex, 
age group, and other relevant parameters.  

•	 Role play: HIV testing and counseling: Participants will have 
the opportunity, through role play, to explore the interactions 
between service providers and clients in the context of HIV 
testing and counseling, as well as some of the underlying as-
sumptions implicitly and explicitly embedded in the HIV testing 
and counseling dialogue. For this role play, it is recommended 
that facilitators bring in some volunteers from outside the 
group. This will add to the authenticity of the exercise.

Scenarios for HIV testing and counseling role play

You are working at a clinic that provides walk-in HIV test services. 
One day a couple comes in for testing. You provide individual 
pre-test information to the man, followed by the woman. In her 
individual session, the woman shares with you that she does not 
really want to get tested, but her partner forced her to come.
Q: How do you proceed?

You are a service provider at a primary care clinic. One day a 
boy and girl visit the clinic. He is 16 years old, and she is 14 
years old. They share with you that they have been dating for 
one year, and are now ready to take their relationship to the 
next level of intimacy—to have sex. They ask for condoms, an 
HIV test, and contraceptive pills.
Q: How do you proceed?

Pr
e-

te
st

Session 3.2 Session 3.3
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You are working at a government clinic. One of your female cli-
ents came in at least twice with bruises. When asked, she says 
that she tripped and fell. You suspect that she is a victim of 
abuse. She comes in today requesting pregnancy and HIV tests.
Q: How do you proceed?

Your 24-year-old female client who came in for a pregnancy 
test and also consented to do an HIV test has just tested HIV 
positive. She is married and has a two-year-old child. You rec-
ommend that her husband and child be tested as well. When 
she comes back for her next antenatal visit four weeks later, 
she comes without her family.
Q: What could be the reasons that she did not bring her 
family in for testing? What will be your next steps as her care 
provider?

Your client is a sex worker who just tested positive for HIV.
Q: How do you proceed with the posttest counseling?

Your client is a married man who just tested positive for HIV. 
His wife recently gave birth, and her tests during the pregnancy 
were negative.
Q: How do you proceed with the posttest counseling?

Preparations Required
•	  Review and adaptation of PowerPoint presentation.
•	 Identification and invitation of volunteers for the role play 

session.

Handouts and Other Materials 
•	 Copies of the role play scenarios for players and observers
•	 Handout 3.2 and 3.3.

Po
st

-te
st

Pr
e-

te
st Gender and Human Rights Dimensions in 

the Elimination of Mother-to-Child Trans-
mission of HIV and Congenital Syphilis

Objective: At the end of this session, participants will 
be able to describe the key steps in gender-responsive 
and human rights–based services for elimination of moth-
er-to-child transmission of HIV and congenital syphilis.

Activities
•	 Facilitator presentation on gender and human rights dimen-

sions in the elimination of mother-to-child transmission of 
HIV and congenital syphilis: This presentation will elaborate 
on the guiding principles and lines of action of the regional 
elimination initiative and will highlight specific human rights 
and gender dimensions, including the implications of in-
creased testing of women in the context of the elimination of 
mother-to-child transmission (eMTCT), reproductive choices 
and rights of women living with HIV, and male involvement. It 
is recommended that facilitators include data on the current 
status of eMTCT in their country or region.
  

Preparations Required
•	 Review and adaptation of PowerPoint presentation to local 

context.

Handouts and Other Materials 
•	 None.

Session 3.4
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Transforming HIV Health Services
•	 WHO identifies six broad program components for the integra-

tion of gender and human rights into HIV programming (5):
 - Integration of gender analysis into program design.
 - Building capacity of care providers to address gender in-
equalities.

 - Reduction of barriers in access to HIV health services.
 - Promoting the participation of women and sexual minori-
ties in the development and implementation of programs 
and services.

 - Development of gender-sensitive monitoring and evalua-
tion measures.

 - Advocacy for human rights–based and gender-responsive 
health policies.

•	 The transformation of health programs and services requires 
attention with respect to provider, health system, and client 
aspects, as all three influence access, utilization, and quality 
of services (5, 24) .
 - Provider-related issues:

 » Knowledge and expertise
 » Attitude towards disease and client

 - Health system–related issues:
 » Financial accessibility
 » Physical/practical accessibility
 » Types and quality of care providers and services

 - Client-related issues:
 » Perception of health care and care providers
 » Socioeconomic status
 » Knowledge
 » Self-efficacy
 » Perception of value and condition of health status and 
specific health issues 

HIV Prevention and Promotion of Sexual Health 
•	 On a global level and in the Region of the Americas, signifi-

cant progress has been made in the reduction of new HIV 
infections. The estimated annual number of new infections 
has been decreasing in the Caribbean and has stabilized in 
Latin America. However, the annual number of new infections 
continues to outpace the number of persons placed on treat-
ment (12, 15). 

Closing of Module 3 Facilitator Notes

It is recommended that facilitators dedicate 30–60 min-
utes at the end of the day to wrap up the module. The main 
purpose of the closing session is to summarize and reinforce 
the key messages and provide some last-minute clarifica-
tions if needed. The PowerPoint presentation contains some 
slides with key messages of the module. The facilitators can 
adapt these slides to summarize the key conclusions or use 
alternative strategies, such as inviting participants to articu-
late what they have learned and what they consider the key 
messages of the day.
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•	 Recent years have brought some new and promising ap-
proaches, including evidence that antiretroviral treatment has 
a significant prevention benefit for HIV and tuberculosis. Treat-
ment as prevention (TasP) is a term used to describe the use 
of ART by HIV-positive persons, independent of CD4 cell count, 
to decrease the chances of onward HIV transmission (25). 

•	 Pre-exposure prophylaxis (PrEP) refers to the HIV prevention 
method where persons who do not have HIV use ARV (daily 
pill) to reduce their risk of becoming infected. Evidence 
exists for the application of PrEP in men and transgender 
women who are having sex with men as well as serodiscor-
dant couples (26).

•	 In spite of these very promising new tools, there is also rec-
ognition that a sustained prevention effort consisting of an 
appropriate mix of HIV prevention interventions, including 
biomedical, behavioral, and structural interventions (com-
bination prevention), will be needed to revert the trend of 
new infections. It is also recognized that the new biomedical 
interventions have behavioral components, which must be 
addressed to maximize their benefits (15, 26). 

•	 A gender-responsive approach towards HIV prevention re-
quires careful consideration of how each element of the pre-
vention strategy affects men, women, boys, and girls, as well 
as proactive measures to ensure equal access and elimina-
tion of gender-based barriers and threats (1, 2, 5, 14).

•	 Gender-transformative prevention approaches portray men 
as positive role models with responsible sexual behaviors 
and respect for women. Gender-transformative prevention 
approaches portray women as empowered, with equal par-
ticipation in sexual and reproductive decisions, and proactive 
to protect themselves (1, 2, 5, 14).

HIV Testing and Counseling
•	 HIV testing and counseling (HTC) serves as a gateway for HIV 

prevention, treatment, and care. Delays in diagnosis of HIV 
infection mean that people may start antiretroviral therapy 
(ART) when they are already significantly immunocompro-
mised, resulting in poor health outcomes and ongoing trans-
mission (27, 28). 

•	 According to the WHO, there are many approaches towards 
HTC, including the traditional voluntary counseling and test-
ing usually provided in stand-alone facilities, the provider-
initiated testing and counseling provided in health care fa-
cilities such as ANC clinics, rapid point-of-care testing with 
same-day results, and couples HTC (28). 

•	 Countries should select a combination of delivery modes that 
are most suitable for their context. The design of the strategy 
should take into account factors such as the nature of the 
epidemic; the cost-effectiveness of approaches, measured 
by a comparison of the number of infections newly identified 
with the number of tests performed; equity of access, ensur-
ing optimal access for those most in need; and available 
resources, including trained workers and infrastructure (28). 

•	 The design and implementation of HTC strategies and servic-
es must take into account the differences between men and 
women when it comes to issues such as the decision to get 
tested, disclosure of the test results to one’s intimate partner, 
implementation of risk reduction strategies, and the ability to 
access treatment in case of a positive test result (5, 27, 28). 

•	 The right to privacy outlined in the International Covenant 
on Civil and Political Rights entails the responsibility of 
state parties to safeguard informed consent, confidentiality, 
and nondisclosure of personal information. This obligation 
has particular relevance in the context of HIV, in view of the 
stigma and discrimination attached to the loss of privacy 
and confidentiality if HIV status is disclosed. A decision to 
consider bypassing this right must be weighed carefully (for 
instance, in the context of partner notification, this decision 
might be considered if the HIV-positive person, by conceal-
ing his/her status, constitutes a real risk for harm to his/her 
partner’s health, welfare, and safety) (5, 21, 27, 28).

•	 A critical issue to take into consideration is the intersection 
of HIV testing with intimate partner violence. For instance, 
fear of violence can serve as a barrier to women accessing 
HIV testing, and disclosure of HIV test results can trigger inti-
mate partner violence (5, 27, 28, 29).

•	 HIV care providers must take into account that the decision 
to do an HIV test has important gender aspects related to 
power dynamics in relationships. Care providers must provide 
a safe and confidential space for clients to express them-
selves about issues such as forced testing, violence, and 
abuse (5, 27, 28, 29).  

•	 Violence or the fear of violence can be a barrier to disclosure 
of HIV test results. HIV test services should include support 
for women to safely disclose their test results to their part-
ners. Therefore HIV test services must include measures to 
detect violence or the threat of violence and provision of ap-
propriate referral to protective and support services (5, 27, 
28, 29). 
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•	 Service providers might be reluctant to engage with domestic 
violence, or lack the skills and/or time to address violence. 
The lack of adequate referral services also constitutes a bar-
rier to addressing GBV in service delivery. A comprehensive 
approach to addressing GBV in HIV testing should therefore 
include capacity building of service providers, reorganization 
of services where necessary, and establishment of referral 
networks and services (5, 29).

HIV Treatment and Care
•	 The availability of affordable antiretroviral (ARV) medicines 

changed the face of the HIV epidemic, creating the poten-
tial for longer and healthier lives for persons infected with 
HIV. In efforts to achieve universal access to HIV treatment, it 
is critical to recognize that gender roles and responsibilities 
influence men’s and women’s access to and use of health 
services, including HIV-related services (5, 14, 29, 30). 

•	 Barriers to treatment access include: 
•	 Economic constraints such as lack of money to pay for ser-

vices or transportation, child care, and other expenses as-
sociated with accessing care (5, 14, 29, 30). 

•	 Social factors: Stigma and discrimination, both in general 
and on the part of health workers, form substantial barriers 
to scaling up of HIV treatment. In many societies, HIV-posi-
tive women experience more stigma and discrimination than 
HIV-positive men. Gender stereotypes can also negatively 
influence male utilization of services if norms suggest male 
invulnerability, risk-taking, and not caring for one’s body (5, 
14, 29, 30).  

•	 In most communities women bear the heaviest burden of 
caring for the sick and the young, often to the detriment of 
their own needs. In the case of HIV-positive women, the dis-
proportionate burden in the care economy can negatively 
influence adherence to their own treatment regimen (5, 14, 
30). 

•	 Adequate adherence to medication regimes is essential to 
achieve optimal results of ARV treatment. Poor adherence 
contributes to treatment failure and the development of drug 
resistance. Gender-based differences between men and 
women must be taken into account in the design of adher-
ence measures (5, 14, 30). 

•	 The WHO/UNAIDS policy statement “Ensuring Equitable 
Access to Antiretroviral Treatment for Women” (30) recom-
mends the following actions to adequately address gender 

issues in the scale-up of ART:
 - Development of a supportive policy environment through:

 » Advocating for gender equality
 » Ensuring equity within the health system
 » Expanding eligibility criteria for treatment
 » Promoting the active participation of people living with 
HIV

 - Strengthening of health systems to make them more re-
sponsive to the specific needs of women and men through:
 » Integration of HIV and SRH services with other relevant 
services, including maternal and child health (MCH), 
men’s health and adolescent health services

 » Financing ART programs
 » Strengthening home- and community-based programs
 » Building capacity of health workers and other caregivers

 - Promotion of programs that overcome obstacles to access 
through:
 » Addressing gender-related barriers to access
 » Targeted efforts to reach marginalized groups
 » Ensuring that women and men have access to reliable 
HIV/AIDS information

 » Addressing gender issues in HIV testing and counseling
 » Creating multiple entry points for ART
 » Providing gender-sensitive adherence support
 » Offering reproductive health services for women and girls 
on ART

 - Development of benchmarks and indicators to measure 
progress through:
 » Setting targets disaggregated by age for women and men
 » Monitoring and evaluation
 » Examining the impact of ART financing on women, MSM, 
sex workers and other vulnerable groups

 » Conducting operational research on gender equity in ac-
cess to ART

 » Sharing promising practices
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Elimination of Mother-to-Child Transmission of 
HIV and Congenital Syphilis
•	 The human immunodeficiency virus (HIV) is transmitted from 

person to person via contact with bodily fluids, including 
blood, semen, vaginal fluid, and breast milk. HIV can cross 
the placenta during pregnancy, infect the baby during the 
birth process, and infect the baby after delivery through 
breastfeeding. HIV infection of infants creates a chronic con-
dition that potentially shortens life expectancy and contrib-
utes to substantial human, social, and economic costs (31).

•	 Without preventive interventions, an estimated 15% to 45% 
of infants delivered by HIV-positive women will become in-
fected with HIV during pregnancy, during delivery, or through 
breastfeeding. In the absence of breastfeeding, the risk of 
transmission ranges from 15% to 30%, and it rises to 20% 
to 45% when HIV-positive mothers breastfeed their children. 
The use of antiretroviral prophylaxis by HIV-positive women 
during pregnancy and childbirth and the young infant during 
the first weeks of life, along with application of safer obstetric 
practices and avoidance of breastfeeding, can reduce the 
risk of HIV transmission from mother to infant to 2% or less. 
Maternal use of triple therapy during breastfeeding also re-
duces the risk of HIV transmission to the infant (31).

•	 As noted by the WHO, recently a third option to provide life-
long ART to all HIV-infected pregnant women (Option B+) 
has emerged. important  advantages of option B+ include: 
further simplification of regimen and service delivery and 
harmonization with ART programs including unification of the 
lifelong treatment message, protection against mother-to-
child transmission in future pregnancies, prevention benefit 
against sexual transmission to serodiscordant partners, and 
avoiding stopping and starting of ARV drugs (32).

•	 Syphilis is an infectious disease caused by the bacterium 
Treponema Pallidum. It is generally transmitted sexually and 
across the placenta. If the disease is not treated during the 
acute phase, it becomes a chronic condition with potentially 
serious manifestations, in some cases even leading to death. 
Syphilis can cross the placenta and infect the baby while it 
is in utero. Without treatment, an estimated 50% to 80% of 
pregnant women with syphilis infection experience adverse 
events, including abortion, fetal death, stillbirth, neonatal 
mortality, premature delivery, low birth weight, and infants 
with congenital syphilis. Treatment of the infected pregnant 
woman with an appropriate dose of penicillin can prevent 
vertical transmission (31). 

•	 Efficacious and affordable interventions are available to 
prevent mother-to-child transmission of both infections. 
Prevention of mother-to child transmission of HIV and 
congenital syphilis will contribute to reductions in mater-
nal and neonatal morbidity and mortality, improvements 
in the sexual and reproductive health of women and men, 
improvements in infant and child health, and achievement 
of national, regional, and global targets, including the UN-
GASS targets and Millennium Development Goals related 
to reduction of child mortality (MDG 4), improvement of 
maternal health (MDG 5), and combating HIV/AIDS, ma-
laria and other diseases (MDG 6) (31).  

•	 In 2010, the PAHO Member Countries adopted the Strategy 
and Plan of Action for the Elimination of Mother-to-Child 
Transmission of HIV and Congenital Syphilis by the year 
2015 (31). 

•	 The regional eMTCT strategy includes prevention of HIV and 
syphilis among women of reproductive age, prevention of 
unintended pregnancies among women living with HIV, HIV 
and syphilis screening for all pregnant women and their male 
partners, and appropriate treatment for women who test 
positive for HIV and syphilis as well as their male partners 
and infants (31).

•	 The increased testing of women in the context of eMTCT con-
tributes to increased detection of women living with HIV. As 
a result, women might end up bearing the burden of being 
the first to take home an HIV-positive result. Consequently, 
women may be blamed for bringing HIV into their families 
and passing it on to their children (5, 31).

•	 Socialization of men may result in lack of interest or partici-
pation in eMTCT services, as child-bearing and child-rearing 
are often perceived as the woman’s domain. According to 
the WHO, gender-transformative eMTCT services encourage 
men’s involvement in the antenatal care process, including 
HIV testing, protecting their female partner against HIV infec-
tion during the pregnancy, and supporting their partner in 
treatment and care in case of a positive HIV test result (5).

•	 According to the WHO, women living with HIV, as well as HIV-
positive and HIV-discordant couples, must be provided with 
appropriate sexual and reproductive health (SRH) services 
to facilitate informed decision-making related to safer sexual 
practices and child-bearing (5, 27).
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Handout 3.1
Checklist on Gender and Human Rights in Programs and Services

Item Yes No  Not sure

We have policies and guidelines that promote gender equality and human rights 

There are mechanisms in place to promote active participation of women, men, girls, and boys in the development 
of our services

We have services tailored to the specific needs of women and girls

We have services tailored to the specific needs of men and boys

We have services tailored to the specific needs of sexually diverse persons 

Our services contribute to the empowerment of women and girls

In our clinic men are encouraged to be involved in HIV service delivery, in particular services usually considered for 
females (i.e., ANC, eMTCT, SRH)

Our protocols address gender-based violence

I would feel confident in addressing gender-based violence if it came up

Service delivery data are recorded and analyzed disaggregated by sex, age, ethnic group, educational level, place 
of residence, and sexual orientation

I know which groups of men and women (age groups, ethnic groups, sexual orientation, and behaviors) in my 
catchment area are most affected by HIV

I have participated in gender and/or human rights training provided by my employer at least once in the past 3 
years

There are mechanisms in place for reporting if I observe a violation of human rights by a coworker

I would report to supervisors if I observed a violation of human rights by a coworker

I feel that there are equal employment and advancement opportunities for males and females in our organization

List 3–5 more things in your work environment that in your opinion contribute to gender-responsive and human rights–based 
service delivery in your place of work:

1.

2.

3.

4.

5.



48
Module 3:
Transforming HIV and SRH Programs and Services 

Handout 3.2
Addressing Violence in HIV Testing and Counseling

Addressing violence as a barrier to accessing 
HIV testing and counseling services

•	 Raise awareness of the link between HIV and violence among program managers, counselors, 
and clients.

•	 Ensure confidential services.

Addressing violence as a barrier to and/or 
outcome of disclosure

•	 Train counselors to identify and counsel women who fear violence and other negative outcomes 
following HIV status disclosure.

•	 Offer alternative modes for HIV disclosure, including mediated disclosure with the help of 
counselors.

Addressing violence as a barrier to implement-
ing risk reduction strategies

•	 Assist women in developing strategies to protect themselves when negotiating safer sexual 
relationships.

Addressing post-test support needs of women in 
violent relationships

•	 Refer women to peer or other groups for ongoing psychosocial support.
•	 Develop referral agreements with organizations that offer services for women living with 

violence.
•	 Build support systems for women, including peer support models, where these services do not 

exist.

Source: World Health Organization. Addressing Violence against Women in HIV Testing and Counseling.
http://www.who.int/gender/documents/VCT_addressing_violence.pdf . Last accessed 22 February, 2013.

Handout 3.3
Recommended Questions and Issues to Include in HIV Testing and Counseling

Pre-test questions 

-Is your partner aware that you will be tested for HIV?
-Would you feel safe discussing HIV testing with your partner?
-Has your partner ever pushed, grabbed, slapped, choked, or kicked you? Threatened to hurt you, your children, or 
someone close to you? Stalked, followed, or monitored your movements?
-Are you intending to share the test results with your partner?
-What response would you anticipate from your partner if your results come back positive?

Pre-test information 
-If partner notification is part of the protocol, it is important to inform the client of the partner notification procedures.
-Inform the client about referral services if available.
-Inform the client of options for mediated disclosure options if available.

Post-test issues
-Make arrangements for facilitated  disclosure if needed.
-Discuss and practice scenarios to negotiate condom use and other risk reduction measures.

http://www.who.int/gender/documents/VCT_addressing_violence.pdf
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Introduction
In this module, participants will review the prevalence, risks, 

and consequences of gender-based violence (GBV) as a public 
health problem, and will explore their own values and beliefs 
regarding GBV. The intersection between GBV and HIV will be 
analyzed, and participants will acquire basic skills to start ad-
dressing GBV in their service delivery. It is recommended that 
facilitators invite one or more persons with experience in provi-
sion of care to survivors of domestic violence to be present 
during this module, as these persons can share experiences 
and lessons learned. This also provides an opportunity for 
health workers to build alliances with this sector. Keep in mind 
that training participants might themselves be victims or per-
petrators of gender-based violence. Be prepared to deal with 
personal issues raised by participants and to provide referrals 
as needed. The presence of persons with experience in this 
field will be an asset in dealing with these issues.

Learning Objectives
At the end of this module, participants will be able to:

•	 Demonstrate understanding of the prevalence and public 
health consequences of gender-based violence;

•	 Demonstrate understanding of the intersection between 
HIV/SRH and gender-based violence;

•	 Recognize the need to address gender-based violence in 
health service delivery; and

•	 Articulate key actions that frontline health workers can take 
to address GBV in HIV/SRH services and programs.

Module 4
Main Messages
•	 Gender-based violence occurs more frequently than com-

monly estimated, and has been declared a major public 
health problem by the World Health Assembly (1996) and 
other international platforms. 

•	 Gender-based violence violates human rights, has a major 
impact on health, and causes great suffering. Physical and 
sexual abuse of women is illegal in most settings; emotional 
abuse is another form of gender-based violence with seri-
ous negative consequences for mental and physical health; 
it robs people of their basic rights to dignity and wellbeing.

•	 Gender-based violence has significant public health con-
sequences, including homicide, suicide, maternal mortality, 
physical trauma, unwanted pregnancies, unsafe abortions, 
and psychological problems such as depression and anxiety.

•	 Health professionals have an important role to play in ad-
dressing gender-based violence. Integrating attention to 
gender-based violence in health care settings will improve 
the quality and outcomes of health services. By not re-
sponding to GBV, health care workers may inadvertently put 
clients at risk. 

•	 Gender-based violence may increase the risk for HIV and 
other STIs, as it reduces the capacity of individuals to choose 
their sexual partners, refuse sex, or negotiate condom use. 
Sexual violence can also lead to tears in mucosal tissue, 
increasing the risk of infection.

•	 HIV testing can put persons living in situations of gender-
based violence in danger, for example, if women test without 
their partner’s consent, if they disclose their test results, or if 
they try to convince their partner to get tested.

•	 Gender-based violence can negatively impact access to, uti-
lization of, and adherence to prevention behaviors as well as 
HIV treatment and care services, because fear of violence is 
a major barrier to disclosure and lack of disclosure is a major 
barrier to prevention, treatment and care. 
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Overview of Module 4
Session 4.1: Gender-based violence as a public health problem
Session 4.2: Gender-based violence and HIV
Session 4.3: Addressing GBV in HIV/SRH health services

Module 4 Activity Duration Format
Opening Session
(30 minutes) Learning log and morning warm-up activity 30 minutes Plenary 

Session 4.1

(1 hour, 45 
minutes)

Exploring myths and facts about gender-based violence 1 hour
Small group (20 minutes) 
followed by plenary (40 
minutes)

Facilitator presentation: Gender-based violence as a public health problem 45 minutes Plenary

Session 4.2
(45 minutes) Facilitator presentation: Gender-based violence and HIV/SRH 45 minutes Plenary

Session 4.3

(1 hour, 45 
minutes)

Facilitator presentation: Addressing GBV in HIV/SRH health services 45 minutes Small group followed by plenary 

Role play: Addressing GBV in health services 1 hour Plenary

Closing

(1.5 hours)
Closing of Module 4 30 minutes

Plenary
Closing of the training program 1 hour

•	 Health care workers have an ethical and human rights mandate 
to address gender-based violence in their service delivery.

•	 Service providers can address gender-based violence 
through various actions, including:
 - Primary prevention: working with the Ministry of Health and 

the community to reduce tolerance for violence against wom-
en and girls in the community, aimed at preventing domestic 
violence before it occurs. In addition, service providers can 
prevent violence and discrimination against women who test 
positive for HIV by providing post-test counseling that inte-
grates attention to GBV, including for example, danger assess-
ment, the offer of facilitated disclosure, referral to support 
groups and services, and careful attention to confidentiality.

 - Secondary prevention: routinely asking clients about GBV; 
providing appropriate care, including psychosocial coun-

seling, referral, support for development of a safety plan; 
and, in case of sexual violence, ensuring counseling and 
psychological services, emergency contraception, PEP, STI 
prophylaxis, preservation of forensic evidence, and referral.

 - Tertiary prevention: provision of or referral to more spe-
cialized services that focus on long-term care for survivors.  

•	 Institutional commitment, policies and protocols, training of 
health workers, and alliances with specialized services will 
strengthen providers’ capacity to address GBV in health services. 

•	 Engaging men and boys as partners and agents of change in 
the prevention of GBV is essential. Strategies could include 
systematic inclusion of messages on gender equality and 
zero tolerance for violence against women in service delivery, 
public education campaigns, and involving male advocates 
against GBV in programs and campaigns.
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Additional Resources

•	 Bott, S., Guedes, A., Claramunt, M., Guezmes, A. Improving the 
Health Sector Response to Gender Based Violence. New York, 
International Planned Parenthood Federation, Western Hemi-
sphere Region, 2010. http://www.ippfwhr.org/en/node/288

•	 Campbell JC, Baty ML, Ghandour RM, Stockman JK, Francis-
co L, Wagman J. The intersection of intimate partner violence 
against women and HIV/AIDS: a review. Int J Inj Contr Saf 
Promot. 2008,15(4):221-31.

•	 Gay, J., Hardee, K., Croce-Galis, M., Kowalski, S., Gutari, C., 
Wingfield, C., Rovin, K., Berzins, K.  What Works for Women 
and Girls: Evidence for HIV Interventions. New York, Open 
Society Institute, 2010. http://www.soros.org/sites/default/
files/what-works-summary-20100811.pdf .

•	 Maman S, King E, Amin A, Garcia-Moreno C, Higgins D, Okero 
A. Addressing violence against women in HIV testing and 
counseling: a meeting report. Geneva, WHO, 2006.

•	 Medley A, Garcia-Moreno C, McGill S, Maman S. Rates, barri-
ers and outcomes of HIV serostatus disclosure among wom-
en in developing countries: implications for prevention of 
mother-to-child transmission programmes. Bull World Health 
Organ. 2004,82(4):299-307.

•	 SASA Preventing violence against women and HIV. VCT Coun-
selor Interview Guide. Uganda, Raising Voices, 2008.

•	 World Health Organization (WHO). Integrating Gender into 
HIV Programmes in the Health Sector: Tool to Improve Re-
sponsiveness to Women’s Needs. Geneva, WHO, 2009.

•	 World Health Organization, Regional Office for the Western 
Pacific. Integrating Poverty and Gender into Health Pro-
grammes: A Sourcebook for Health Professionals. Module on 
Gender-Based Violence. WPRO, 2005. www.wpro.who.int .

•	 World Health Organization. Addressing violence against wom-
en and HIV/AIDS. What works? Report of a consultation. Ge-
neva: WHO and UNAIDS,2010.

Opening Session

Learning Log and Morning Warm-up Activity

Learning Log
Ask the participants: 
•	 What did you learn during the previous module that 

was useful to you? 
•	 What was difficult to understand? 
•	 What didn’t you like about the previous sessions? 

What did you like about the previous sessions?
•	 What can you suggest to make the process more 

meaningful?

TEAMWORK PUZZLE

Purpose: collaboration of small groups and larger group to solve the 
puzzle.
Preparation:
•	 Gather 8 different colors of poster board, about 8x11 inches each.
•	 Draw one large letter from the word “TEAMWORK” on each board. Put 

some marks on the back of each letter to distinguish the front from 
the back.

•	 Cut each letter into puzzle pieces, at least 6 pieces per letter. Put the 
pieces of each letter into a separate envelope.

Exercise: 
•	 Divide the participants in groups of 3–5, depending on the size of the 

group. Make sure to end up with 8 groups.
•	 Give each group an envelope, and tell them they have a puzzle to put 

together.
•	 Walk around to give encouragement and support as needed.
•	 As groups figure out that they have a letter, encourage them to 

announce what letter they have. This will encourage and help other 
groups that might be struggling with their puzzle.

•	 After all groups have finished their letter, announce that the whole 
group now has to form a word with the letters.

•	 After the group completes the word TEAMWORK, invite them to share 
what it was like to do the puzzle.

Note: This exercise is also useful to emphasize that teamwork within 
the health care setting (small group) as well as with external part-
ners (larger group) will be necessary to adequately address GBV.

http://www.ippfwhr.org/en/node/288
http://www.soros.org/sites/default/files/what-works-summary-20100811.pdf
http://www.soros.org/sites/default/files/what-works-summary-20100811.pdf
www.wpro.who.int
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Gender-Based Violence as a Public Health 
Problem

Objective: At the end of this session, participants will 
be able to:
•	 Recognize common and harmful myths about gender-

based violence; and
•	 Identify public health aspects of gender-based violence.

Activities
•	 Exploring myths and facts about gender-based violence: 

Many myths about the prevalence of, patterns in, and factors 
contributing to gender-based violence contribute to ignoring or 
even denouncing the significance of this public health prob-
lem. This activity will facilitate a discussion among participants 
of some of these myths. 

Small-group activity:
Exploring myths and facts about gender-based violence 

1. Small group exercise (20 minutes)
•	 Divide the group into small groups of 5–7 persons 
•	 Instruct the small groups to identify a moderator and a note-taker
•	 Distribute the list of myths and facts about GBV
•	 Instruct the group to review the list as follows:

i. The moderator reads each statement out loud.
ii. Group members indicate whether they agree or disagree with the 

statement.
iii. Note-taker notes how many group members agree or disagree (if 

possible, tallying could disaggregate male/female and age groups).
iv. Group members provide one or a maximum of two key reasons why 

they agree or disagree with the statement.
v. Note-taker notes key reasons for agreement or disagreement with 

the statement.
vi. The moderator recommends that groups not spend too much time 

on discussion, as this exercise aims to capture “instinctive” rather 
than intellectual responses to these statements.

2. Plenary discussion (40 minutes)
•	 Call the groups back to plenary
•	 Project the myths and facts as a PowerPoint slide
•	 Ask each group to briefly indicate their agreement/disagreement and 

reasons for each statement
•	 Provide facilitator’s perspective on the myths and facts and possible 

reasons for general agreement or disagreement
•	 Take sufficient time for discussions on each statement, as this is an 

important step in building the case to address GBV

Myths and facts about gender-based violence:
•	 Gender-based violence does not happen frequently.
•	 Gender-based violence mostly happens in poor, uneducated 

families.
•	 Sometimes it is the behavior of women that causes their 

male partner to become violent.
•	 Alcohol abuse causes gender-based violence.
•	 When there is violence in the family, all members need to 

change to stop the violence.
•	 Persons who are subject to gender-based violence and stay 

in the relationship are also to blame for the continuation of 
the violence. They would leave if they wanted it to stop.

•	 Domestic violence is a family problem. It is not the role of the 
health worker to interfere in this problem.

•	 Hitting your partner now and then is not a crime.
•	 Women are just as violent as men in relationships.

Comments on Myths and Facts About Gender-
Based Violence

1. Gender-based violence does not happen frequently
Comments: documenting the prevalence of gender-based 

violence is challenging since many events go unreported. The 
differences in methodology between the available studies also 
make it difficult to compare or conduct meta-analysis. As a 
result, understanding of the scope of the problem is limited. 
The 2005 WHO Multi-country study on women’s health and 
domestic violence against women conducted in 10 countries 
included Peru and Brazil from the LAC region. The study, found 
that between 6% and 59% of women reported experiencing 
sexual violence by an intimate partner in their lifetime.  De-

Session 4.1
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2. Gender-based violence mostly happens in poor, unedu-
cated families

Comments: Studies of domestic violence consistently find 
that abuse occurs among all types of families along all levels 
of income, educational level, profession, and ethnicity. Some 
studies have found an association between low levels of edu-
cation and the perpetration and experience of intimate partner 
violence and that women living in poverty are disproportion-
ately affected by intimate partner violence, but this is not a 
universal finding (29, 33).  

 
3. Sometimes it is the behavior of women that causes 

their male partners to become violent 
Comments: In some settings, wife-beating and other forms 

of physical violence may be considered justified as a form 
of discipline. However, the global and regional human rights 
frameworks are clear that women have a fundamental right 
to live free of violence under all circumstances, regardless of 
such traditional norms.  The right of a husband to use physical 
violence to ‘discipline’ his wife for any reason has been rejected 
by  the UN Declaration on the Elimination of Violence against 
Women and the Inter-American Convention on the Prevention, 
Punishment and Eradication of violence against Women (Con-
vention of Belem Do Para) (34) . Module II elaborates on these 
human rights instruments.   

4. Alcohol abuse causes gender-based violence
Comments: There has been a lot of controversy over wheth-

er or not alcohol causes violence against women. It has been 
argued that it should not be seen as a cause, though there is 
general agreement that it is a risk factor.  Studies noted asso-
ciations between alcohol use, particularly binge drinking, and 
battering (35, 36). 

 
5. When there is violence in the family, all members need 

to change to stop the violence.
Comments: GBV is often interpreted as a relationship prob-

lem. However, GBV is a behavioral choice of the abuser. Many 
battered partners make efforts to change their behavior in the 
hope that this will stop the abuse, only to be abused again. 
Changes in family members’ behavior will not necessarily 
cause the batterer to stop. 

mographic and reproductive health surveys conducted in 
thirteen Latin America and the Caribbean between 2003 and 
2009 noted that between 5 and 18 percent of ever-partnered 
women in the age group 15-49 years reported forced sex by an 
intimate male partner ever. Eight of the thirteen had percent-
ages higher than 10 percent (32).  A comparative analysis of 
national, population-based studies conducted in 12 countries 
in Latin America and the Caribbean between 2003 and 2009 
(33) found the following:
•	 The percentage of women ever married or in union report-

ed ever experiencing physical or sexual violence by an in-
timate partner ranged from 17% to 53.3%. Between 7.7% 
and 25.5% reported recent (i.e. past 12 months) partner 
violence. 

•	 The proportion of women ever married or in union who 
reported emotional abuse by a partner ever ranged from 
17.0% to 47.8%. Recent emotional abuse ranged from 
13.7% to 32.3%.

•	  A majority of women who experienced physical violence in 
the past 12 months also reported emotional abuse, rang-
ing from 61.1% to 92.6%.

•	 Women from all socioeconomic backgrounds reported 
having experienced physical or sexual violence by an in-
timate partner, but the prevalence of physical or sexual 
intimate partner violence ever or in the past 12 months 
was significantly higher among urban compared with rural 
women, among divorced or separated women compared 
with married women, among women who were currently 
or recently employed compared with those who were not, 
and among women in the lowest wealth or education cat-
egories compared with those in the highest.

•	 The percentage of women listing a partner’s drunkenness 
or drug use as a “trigger” in intimate partner violence 
ranged from 29.8% to 53.4%.

•	 The proportion of women who sought help for intimate 
partner violence by telling someone close to them ranged 
from 29.3% to 65.5%; the percentage who sought institu-
tional help ranged from 8.2% to 36.0%. 
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6. Persons who are subject to intimate partner violence and 
stay in the relationship are also to blame for the continuation 
of the violence. They would leave if they wanted it to stop.

Comments: physical abuse is often combined with emo-
tional abuse and other issues such as financial dependency 
and children to consider, leaving the person feeling powerless 
and without options. Leaving the battering partner is usually a 
very difficult decision. Battered partners may make repeated 
attempts to leave the violent relationship, but fail due to lack of 
options and fear for escalation of the violence. Shame and lack 
of support from the social environment, the police and support 
agencies further compromises the capacity to end a violent 
relationship (5, 14, 29).

7. Domestic violence is a family problem. It is not the role 
of health workers to interfere in this family problem.

Comments: Gender-based violence is a public health prob-
lem that requires a public health approach. The health conse-
quences of gender-based violence include fatal outcomes such 
as homicide, suicide, maternal mortality, physical consequenc-
es including injuries, disability, chronic pain syndromes, men-
tal health issues including depression, anxiety, post traumatic 
stress disorder, negative behaviors including smoking, alcohol 
& drug use, and reproductive health consequences including 
unwanted pregnancies, unsafe abortions, miscarriage, and HIV/
STI. Health workers have the ethical and professional responsi-
bility to address issues affecting the health and well-being of cli-
ents. The therapeutic process provides an opportunity to detect 
and address GBV in their interaction with clients. If health work-
ers do not ask about violence, they may misdiagnose victims, 
offer inappropriate care, or even put clients inadvertently at risk 
through breach of confidentiality, or failure to recognize that a 
client is in danger of suicide or homicide (5, 14, 29).

8. Hitting your partner now and then is not a crime
Comments: violence is in any context, including intimate re-

lationships, is a violation of the human rights of the individual. 
All persons, women, men, boys and girls have the right to live 
their lives free of violence (34).  In recent decades, countries 
around the world have strengthened laws that make physical 
violence against women and girls a criminal offense.  There are 
some countries in which wife-beating has not yet been crimi-
nalized, but most countries have legislation making it a crime 
to hit a partner – even occasionally.

9. Women are just as violent as men in relationships.
Comments: Studies documented that women can also use 

violence in relationships. However, research indicates that the 
most severe forms of domestic violence—those characterized 
by high levels of fear, control and injury—are almost always 
perpetrated by men against women.  Apart from the greater 
physical strength of men that puts them at an advantage, gen-
der norms and expectations in many communities support 
male superiority, domination and control over women as the 
norm, creating fertile conditions for gender-based violence. 
Due to gender discrimination, women often have fewer options 
and resources at their disposal to avoid or escape abusive 
situations.  In addition, the consequences of intimate partner 
violence are generally more severe for women in terms of lev-
els of injury and reproductive consequences, including forced 
and unwanted pregnancies, unsafe abortions, and higher risk 
of HIV and other STIs (5, 14, 29).  
•	 Facilitator presentation on GBV as a public health problem: 

The PowerPoint presentation will elaborate on the definition 
and dimensions of GBV and the individual, relationship, 
community, and structural factors contributing to violence. 

Preparations Required
•	 Review and modification of the list of myths and facts about 

GBV (keep the number of statement to around 10).
•	 Copies of the list of myths and facts about GBV.
•	 Review and adaptation of PowerPoint presentation through 

addition of local data and relevant information.

Handouts and Other Materials   
•	 Handout 4.1: List of Myths and Facts about GBV.
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Gender-Based Violence and HIV/SRH

Objective: At the end of this session, participants will 
be able to explain the linkages between gender-based 
violence and HIV.

Activities 
•	 Interactive facilitator presentation on the linkages between 

HIV and GBV: The PowerPoint presentation will elaborate on 
the growing body of evidence that indicates that GBV in-
creases the risk of acquiring HIV and that HIV-positive sta-
tus increases the likelihood of experiencing intimate partner 
violence.

Preparations Required
•	 Review and adaptation of PowerPoint presentation.

Handouts and Other Materials
•	 None.

Addressing GBV in Health Services 

Objective: At the end of this session, participants will 
be able to apply simple strategies to incorporate GBV in 
their service delivery. 

Activities 
•	 Facilitator presentation on addressing GBV in health 

services: The PowerPoint presentation summarizes lessons 
learned globally and in the region from other initiatives and 
provides an overview of options and tools that health work-
ers can apply in their service delivery to address GBV.

•	 Role play: Addressing GBV in health services: During this 
role play participants will be able to practice with key ele-
ments of the proposed strategy, including addressing GBV 
in HIV testing and counseling, asking about GBV, validating 
experiences, facilitating safety plans, and providing referrals. 
If possible, invite external persons to serve as clients in the 
role play.

Preparations Required
•	 Review of PowerPoint presentation.
•	 Invitation to external persons to participate in the role play.

Handouts and Other Materials
•	 Copies of role play scenarios.
•	 Handout 4.2: Safety Planning with Women at Risk for Vio-

lence.

Session 4.3Session 4.2
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Defining Gender-Based Violence 
•	 Various terms are used to capture different dimensions of 

violence taking place in the context of family and other close 
relationships, including “family violence”, “domestic vio-
lence”, “intimate partner violence” and “gender-based vio-
lence”. Family violence and domestic violence refer to violent 
acts of one family member against another. Intimate partner 
violence refers to violence or abuse by one partner against 
another in an intimate relationship (14, 29). 

•	 The United Nations Declaration on the Elimination of Vio-
lence Against women referred to violence against women as 
‘gender-based” to highlight the need to understand the vio-
lence against women within the context of women’s and girls’ 
subordinate status in society (35). 

•	 The World Health Organization defines intimate partner vio-
lence as behavior within an intimate relationship that causes 
physical, sexual or psychological harm, including acts of 
physical aggression, sexual coercion, and psychological 
abuse (29). 

•	 The violence can be physical, sexual, or psychological/emo-
tional (29).  
 - Physical: actual or threatened infliction of physical injury 
which is intentional. Physical violence can include a range 
of threatened or actual behaviors from slapping, hitting, 
burning, pulling of hair, to the use of weapons. 

 - Sexual: any sexual act, attempt to obtain a sexual act, un-
wanted sexual comments or advances directed against a 
person’s sexuality using coercion, by any person regardless 
of their relationship to the victim, in any setting including 
but not limited to home and work. Sexual violence includes 
physical force to have sexual intercourse, or to engage in 
acts the person finds degrading or humiliating.

 - Psychological/emotional: can include intimidation, threats, 
humiliation, embarrassment, destroying the persons’ proper-
ty, threats to harm the person or someone she cares about,  
isolating the person from family and friends, etc.

•	 Gender power relationships are at the root of gender-based 
violence. Studies have found that men and women’s attitudes 
towards violence are strongly correlated with intimate part-
ner violence, both in terms of victimization and perpetration. 
In some settings, women’s acceptance of violence is also 
positively associated with the experience of intimate partner 
violence (29).  Dominant patriarchal values, restrictive gen-
der roles, ideologies of male sexual entitlement, poverty, past 

Closing Session Facilitator Notes

On the final day of the training, the closing session will con-
sist of two parts. The first part will summarize and reinforce 
the key messages related to Module 4, and the second part 
will reinforce the key messages of the training program as a 
whole. It is recommended that facilitators encourage optimal 
participant input into this final session, for instance by invit-
ing participants to articulate what they have learned, what they 
consider the key messages of the training, and how they will 
apply the new insights in their work. 
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history of victimization or perpetration of violence, including 
exposure to childhood maltreatment, harmful use of alcohol, 
antisocial personality, low education, multiple partners, and 
weak community sanctions against intimate partner violence 
have all been found to be correlated to intimate partner vio-
lence in studies (29).

•	 Limited research has been conducted on the occurrence of 
LGBT intimate partner violence. A systematic review of 17 
studies conducted between 1995 and 2006 found that the 
rates of same sex intimate partner violence were comparable 
to rates of heterosexual domestic violence (38).

•	 Abuse thrives in silence and isolation. Due to the secrecy 
many LGBT people experience about their sexual orientation 
and relationships, LGBT intimate partner violence is often 
hidden, and sometimes referred to as the second closet or 
the closet within the closet (36, 37, 38, 39). 

•	 Regardless of sexual orientation, many persons living with 
GBV face barriers of ignorance and prejudice in the health 
care setting.

•	 Intimate partner violence profoundly affects the physical, 
sexual, reproductive, emotional, mental and social well-being 
of individuals and families. The health consequences include 
death, suicide, depression and other mental health prob-
lems, physical injury, unwanted pregnancy, abortion, miscar-
riage and other gynecological complications, HIV and other 
STIs (29, 36, 37, 38, 39). 

The Prevalence of Gender-Based Violence
•	 Documenting the prevalence of gender-based violence is 

challenging due to reluctance or fear to disclose experiences 
of violence to researchers. Differences in methodology be-
tween the available studies also make it difficult to compare 
prevalence rates across different settings. As a result, under-
standing of the scope of the problem is limited. 

•	 The 2005 WHO Multi-country study on women’s health and 
domestic violence against women conducted in 10 coun-
tries included Peru and Brazil from the LAC region. The study, 
found that between 6% and 59% of women reported experi-
encing sexual violence by an intimate partner in their lifetime.  
Demographic and reproductive health surveys conducted in 
thirteen countries in Latin America and the Caribbean be-
tween 2003 and 2009 found that between 5 and 18 percent 
of ever-partnered women aged15-49 reported forced sex by 
an intimate male partner ever. Eight of the thirteen had per-
centages higher than 10 percent (29).  

•	 A comparative analysis of national, population-based stud-
ies conducted in 12 countries in Latin America and the Ca-
ribbean between 2003 and 2009 (34) found the following:
 - The percentage of women ever married or in union who 
reported ever experiencing physical or sexual violence by 
an intimate partner ranged from 17% to 53.3%. Between 
7.7% and 25.5% reported recent (i.e. past 12 months) 
partner violence. 

 - The proportion of women ever married or in union who 
reported emotional abuse by a partner ever ranged from 
17.0% to 47.8%. Recent emotional abuse ranged from 
13.7% to 32.3%.

 - A majority of women who experienced physical violence in 
the past 12 months also reported emotional abuse, rang-
ing from 61.1% to 92.6%.

 - Women from all socioeconomic backgrounds reported hav-
ing experienced physical or sexual violence by an intimate 
partner, but in many countries, the prevalence of physical 
or sexual intimate partner violence ever or in the past 12 
months was significantly higher among urban compared 
with rural women, among divorced or separated women 
compared with married women, among women who were 
currently or recently employed compared with those who 
were not, and among women in the lowest wealth or edu-
cation categories compared with those in the highest.

 - The percentage of women listing a partner’s drunkenness 
or drug use as a “trigger” of intimate partner violence 
ranged from 29.8% to 53.4%.

 - The proportion of women who sought help for intimate 
partner violence by telling someone close to them ranged 
from 29.3% to 65.5%; the percentage who sought institu-
tional help ranged from 8.2% to 36.0%. 
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The Intersection between HIV and Gender-
Based Violence
•	 Gender-based violence is both a cause and a consequence 

of HIV infection. HIV transmission risk increases during forced 
sex, as abrasions caused by forced penetration facilitate en-
try of the virus. In addition, persons living in a situation of 
physical or psychological abuse, or financial dependency are 
less likely to negotiate safer sexual practices, including con-
dom use (5, 14, 15, 29).

•	 Fear of violence can deter HIV testing due to fear of a positive 
result and the potential consequences of disclosing a posi-
tive test result to the partner, including violence or termina-
tion of the relationship. Women may also be afraid to test 
without their partner’s consent, even if they expect a negative 
test result (5, 27, 29). 

•	 Due to the expansion in programs for prevention of mother-
to-child transmission of HIV, women in many countries have 
greater access to HIV testing compared to their male part-
ners. As a result, many women might be the first to get tested 
in a relationship, and if tested positive, might be blamed for 
bringing HIV into the home (5, 29).

•	 Fear of violence and other forms of HIV stigma and discrimi-
nation can also cause women to decide not to disclose their 
HIV positive status – which has been shown to undermine 
prevention and care seeking behavior (5, 14, 29). 

Addressing Gender-Based Violence in Health 
Services
•	 Addressing GBV in health care setting starts with recognition 

among health care providers that GBV is an important public 
health problem in general, and has direct impact on the HIV 
response (5, 14, 15, 29).

•	 Health care institutions have an ethical mandate to address 
GBV, and the institutional policies and protocols can either 
facilitate or hinder a structural approach towards address-
ing GBV. In addition, capacity building of service providers is 
critical, and learning opportunities must be provided to staff 
(5, 14, 29).

•	 What health care institutions can do (5, 29):
 - Raise awareness among program staff, clients and com-
munities regarding the links between gender-based vio-
lence and HIV.

 - Provide training on gender-based violence for staff.
 - Maintain a list of available referral services and work with 
NGOs, women’s groups, peer support groups and shelters 
to establish a functional network.

 - Develop and implement protocols for the management of 
rape and sexual abuse, including the provision of post-
exposure prophylaxis (PEP)  and emergency contraception.

 - Develop mechanisms for staff to address violence in their 
own lives.

 - Offer couples HIV testing and counseling: in this approach 
counselors can provide a safe environment and can help 
couples talk through difficult issues. The counselor can also 
help ease tension, and diffuse blame in case of a positive 
test result. The partners hear their test results together, and 
decisions regarding prevention, treatment, care, and family 
planning can be made together. 

•	 Even if there is no institutional framework, health workers can 
incorporate strategies in their dealing with clients to break 
the silence on GBV, and serve as catalyst in their organiza-
tion to advocate for an institutional response to GBV (5, 29).

•	 What health workers can do (5, 29):
 - Respect women’s right to consent or decline the HIV test.
 - Understand that some women may decide not to disclose 
their HIV test or status to their partner for fear of violence.

 - Respect medical confidentiality.
 - Assess the danger of violence during post-test counseling.
 - Provide support to women who test positive.
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Handout 4.1

# Myths and facts about gender-based violence Fact Myth 
1 Gender-based violence does not happen frequently.

2 Gender-based violence mostly happens in poor, uneducated families.

3 Sometimes it is the behavior of women that causes their male partner to become violent.

4 In most cases gender-based violence is a one time, isolated event.

5 When there is violence in the family, all members need to change to stop the violence.

6
Persons who are subject to gender-based violence and stay in the relationship are also to blame for the 
continuation of the violence. They would leave if they wanted it to stop.

7 Domestic violence a family problem. It is not the role of the health worker to interfere in this family problem.

8 Hitting your partner now and then is not a crime.

9 Women are just as violent as men in relationships.

Handout 4.2
Safety Planning with Women at Risk for Violence

•	 Ask about violent and controlling behaviors.
•	 Show a sympathetic attitude; do not blame or judge women.
•	 Inform women of their rights and the services available to 

them.
•	 Help women to make their own choices about their relation-

ships, and discuss the implications of violence against wom-
en with regard to the risk of HIV and living with HIV.

•	 In the event a woman decides to stay with a violent partner, 
assist her in planning what to do if the violence increases.

•	 In the event a woman decides to leave her partner, assist her 
in planning what to do. This involves answering the following 
questions:
 - Where could she go?
 - How would she get there?
 - Is money needed? Does she need her identification docu-
ments?

 - Would she need emergency clothes, etc.?
 - Can she always keep a bag packed?
 - Would it help to agree on a signal to neighbors in order to 
get their help?

•	 Provide options for support, including police, social workers, 
and community-based organizations.

•	 Discuss informal options for support, including neighbors, 
friends, and relatives.
Key guidance about disclosure of a positive HIV test among 

women affected by violence:
•	 Decide on the best time and place to have the conversation.
•	 Choose a time when you expect that you will both be com-

fortable, rested, and as relaxed as possible.
•	 Think about how your partner may react to stressful situa-

tions.
•	 If there is a history of violence in your relationship, consider 

your safety first, and plan the situation with a support person 
(e.g., counselor).

•	 Prepare for the conversation. Imagine several ways in which 
your partner might react to the news. Write down what he 
might say, and think about what you might say in response.

Source: World Health Organization (WHO). (2009). Integrating Gender 
into HIV Programmes in the Health Sector: Tool to Improve Responsiveness to 
Women’s Needs. Geneva: WHO.
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Module Evaluation Form

1. Please rate the usefulness of the content presented to you in module (add module #) (Circle the number corresponding 
to the appropriate answer)
(1) not so useful  (3) useful
(2) rather useful  (4) very useful

2. What training methods did you find most useful? (Please list)

3. Which activities did you find most useful? (Please list)

4. Which activities did you not find very useful? (Please list)

5. What content would you like to have further clarified before the end of the training?

6. What additional content would you like to be covered before the end of the training?

7. Any comments or suggestions to make about the training?



Training for Health Care Providers - Facilitators’ Manual62

End-of-Training Evaluation Form

Please complete the form below to help us evaluate this training.

1. How well did the training meet your expectations?

Did not meet ( ) Partly met ( ) Fully met ( )

2. Explain which of your expectations were not met.

3. Please evaluate the course on the following aspects

Very poor Poor Fair Good Very good

They kept to the daily schedule

Organization and contents of the group work 

Quality of the plenary sessions

Facilitators’ knowledge and expertise

Facilitators’  skills and behavior

Group activities 

What other specific comments  do you have about the training?
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