
Luis Sordo del Castillo, et al.: Biological, Psychosocial, Therapeutic and Quality Of Life

113

Biological, Psychosocial, Therapeutic and Quality  
Of Life Inequalities between HIV-Positive Men and Women – 
A Review from a Gender Perspective
Luis Sordo del Castillo1,3, Isabel Ruiz-Pérez2,3 and Antonio Olry de Labry Lima2,3

1Spanish Field Epidemilogy Training Programme, Instituto de Salud Carlos III, Madrid, Spain; 2Andalusian School of Public Health, Granada, 
Spain; 3CIBER en Epidemiologia y Salud Pública (CIBERESP), Spain

AIDS Rev. 2010;12:113-20

Correspondence to:
Isabel Ruiz-Pérez

Escuela Andaluza de Salud Pública

Campus Universitario de Cartuja

Apdo. de correos 2070

Granada 18080, España. 

E-mail: isabel.ruiz.easp@juntadeandalucia.es

Introduction

The proportion of women infected with HIV worldwide 
has been growing over recent years. In 1997, women 
accounted for 41% of those living with HIV, while in 
2002, this figure approached 50% and has stayed 
around the same level since then. In 2008, out of the 
33.4 million people living with HIV worldwide, 15.7 million 
were women1.

Changes in the ways in which the virus is transmitted 
are behind this increased feminization of the disease. 
From a transmission pattern that was once predomi-
nantly homosexual and through intravenous drugs, the 

pattern has become, to a large extent, heterosexual2-4. In 
spite of this change in the trend, studies of HIV among 
women are still much less frequent than those among men. 
Not only is there less information available about women 
with HIV, but it is often the case that such information 
is insufficient, even for the purposes of comparing certain 
aspects of their disease with that of men5.

Although many developed countries have begun to 
recognize gender issues in their HIV planning pro-
cesses, there are still great shortages in terms of bud-
gets and policies for tackling this problem. Healthcare 
systems consider the situation of men and women 
similar regarding organization and decision making in 
prevention and treatment. However, clear and signifi-
cant biological differences (genetic, hormonal, and 
metabolic), as well as psychosocial or economic differ-
ences exist, which have an influence both on vulnerability 
to infection and on aspects related to the use of health-
care services, such as adhering to treatment, or quality 
of life5-8.

The objective of this paper is to review gender dif-
ferences in HIV. On the one hand, identifying from a 
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gender perspective the biological and social factors, 
which have an effect on vulnerability to infection with 
the virus, and on the other hand, examining gender 
differences with respect to the use of services, treat-
ment, survival, and quality of life in HIV patients.

Psychosocial aspects

In spite of advances in recent years, there are still 
economic, social, and cultural factors, which make 
women the more disadvantaged gender in terms of 
infection with HIV2,5. Women with a low economic and 
cultural level are especially vulnerable to being in-
fected with HIV, and illegal immigrants are a significant 
group within this sector of the population. On the one 
hand, their insecure social situation makes them espe-
cially vulnerable to situations where they risk contract-
ing HIV, such as the use of intravenous drugs or en-
gaging in prostitution. On the other hand, their lack of 
integration into society means that health promotion 
programs are unlikely to reach these groups, with the 
result that they have a low knowledge about the use of 
contraceptive methods or about HIV. Although the re-
sults are contradictory, there is evidence suggesting 
that immigrant women have less knowledge about 
sexually transmitted diseases (STD) and use contra-
ceptive methods less frequently or inadequately9. Ad-
ditionally, access by this population group to health-
care services and to antiretroviral drugs if they do 
contract the disease is also reduced.

With respect to the vulnerability of women who work 
as prostitutes, their lack of legal protection and the 
absence of social support can lead them to feel co-
erced into having sex and into not using adequate 
protection methods. There is another problematic be-
lief among the general population, where the existence 
of a stable relationship can lead to a false sense of 
security in sexual practices, resulting in not using pre-
ventative methods10. This is especially harmful for 
women, who tend to have less casual sexual partners 
than men1 before having a stable partner.

One of the most important factors that increase the 
risk of HIV infection is gender violence. Between 10-50% 
of women throughout the world admit having been 
subjected on some occasion to physical abuse11. The 
importance of gender violence in terms of vulnerability 
to HIV can be observed from many perspectives. Phys-
ical abuse is often accompanied by sexual violence 
with forced intercourse11, which can cause cuts in the 
vagina. If we add to this fact the relationships whereby 
men perpetrating this abuse have a greater propensity 

towards promiscuity, and therefore a greater chance 
of contracting STD12, there is a clear connection be-
tween sexual violence against women and an increase 
in the likelihood of being infected with HIV. On the 
other hand, the mere threat of violence prevents wom-
en from obtaining information on HIV/AIDS, undergoing 
HIV testing, avoiding transmission from mother to child, 
negotiating the conditions under which they have sexual 
relations, and seeking treatment and advice13. Addi-
tionally, sexual abuse in childhood brings about changes 
in emotional state, greater psychological morbidity, 
and lower levels of self-esteem. This increases the risk 
of being a drug user and of having unprotected sexu-
al relations, heightening the risk of contracting HIV11,13. 
Furthermore, when women admit being HIV-positive 
they also face the risk of violence and abandonment 
by their partners, families, and friends14.

In the population at large, women display lower lev-
els of self-esteem than men, and double the level of 
psychological morbidity15. The reasons cited range 
from biological to psychosocial differences. The latter 
may derive from diverse childhood environments, dif-
ferent roles attributed to men and women, and less 
favorable economic and social opportunities available 
to women. These differences become more pronounced 
in the case of the HIV-positive population16-19: in a 
study, Turner, et al.20 found that 34% of women with 
HIV compared to 29% of men with HIV displayed levels 
of depression ranging from moderate to severe.

The fact that women with HIV are more prone to 
psychological morbidity brings about important chang-
es in the disease. On the one hand, it affects their 
social functioning, their welfare, and their quality of 
life19. On the other hand, the presence of psychological 
morbidity in relation to HIV has been associated with 
affecting immune system mechanisms: decreased ac-
tivity of natural killer cells and increased levels of CD8 
lymphocytes21. These mechanisms lead to an increase 
in the viral load and acceleration of the infection18. If 
we add to these biological mechanisms the link be-
tween the presence of psychological morbidity and an 
inadequate adherence to antiretroviral drugs17, we can 
see how this is related to a faster development of the 
disease and, consequently, to an increase in mortality. 
With this in mind, it is important to implement programs 
to educate women about confrontation strategies, to 
teach them to manage factors that affect their mental 
health, such as stress, which subsequently impact their 
physical health16. Moreover, women living with HIV 
who have poorer mental health and who undergo 
psychological treatment and receive both emotional 
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support and help in decision making are more inclined 
to begin antiretroviral treatment18.

Social support is another important factor in the 
course of HIV. It has been observed that it is friends, 
more than the family, who provide the most support to 
patients; they are more compassionate with the stigma 
surrounding this disease and more knowledgeable 
about the lifestyle22. Among HIV patients, benefiting 
from social support diminishes the effects of stress, 
improves quality of life, and boosts survival23. On the 
other hand, lack of such support or social isolation has 
negative repercussions on the progression to AIDS 
and on death rates16.

The results concerning gender differences in terms 
of social support are inconclusive. Some studies confirm 
that women have less social support6,22, while others 
find no differences between genders24. However, social 
support protects sufferers from psychological morbidity25, 
especially social support perceived by patients, inde-
pendent of gender. Social support is very beneficial to 
women with psychiatric disorders as their quality of life 
improves and they display less high-risk behavior8.

Biological aspects

Anatomical and histological differences make women 
more susceptible to infection with HIV. Certain studies 
show that in heterosexual relationships, the risk of 
contracting HIV is four times higher in women than in 
men26. There are various reasons for this difference: the 
length of time semen remains in the vagina is greater 
than the time vaginal discharge stays in contact with the 
penis. Also, there is a higher concentration of viral 
particles in semen compared to vaginal discharge and 
differences between the sexual mucosal barrier in men 
and women27. The urethra is lined with pseudostratified 
columnar epithelium, while the vagina and ectocervix 
are covered by stratified, squamous, non-keratinized 
epithelial cells. Moreover, the vagina has a greater 
exposure area to the virus than the penis27.

Young women are especially vulnerable because of 
the changes their bodies undergo during adoles-
cence2. According to the literature available, a woman 
also increases susceptibility to becoming infected or 
transmitting HIV if she has suffered from vaginal trauma 

Table 1. Factors which may increase the risk of contracting HIV in women

Social vulnerability

–  Feeling of security in sexual relations with a partner leads women to not use condoms.

–  Immigration Greater risk of being IDU.

Greater risk of becoming a prostitute.

Difficulty of access to prevention programs.

Lower level of access to healthcare services.

–  Prostitution Lack of legal status leads to impunity in any acts against them: Possible coercion.

Relaxation of preventative measures outside of work.

–  Gender violence Sexual violence which frequently accompanies this (cuts, no use of condoms, etc.).
Mere threat of violence decreases capacity for negotiation.
Link between men who perpetrate violence and sexual promiscuity.

Having suffered violence previously increases situation of risk.

Transmission of HIV increases risk of suffering violence.

Biological vulnerability

–  More extensive exposure zone in women.
–  Semen stays longer in the vagina than vaginal discharge stays in contact with the penis.
–  Higher concentration of viral particles in semen than in vaginal discharge.
–  Greater risk of STD in women, which in turn increases the risk of contracting HIV:
  •  Immunosuppressant effect
  •  Increase of vaginal mucus
  •  Increase in secretions (blood, etc).

IDU: intravenous drug user; STD: sexually transmitted disease.

No part of this publication may be 

reproduced or photocopying 

�without the prior written permission 

�of the publisher

© Permanyer Publications 2010



AIDS Reviews. 2010;12

116

or from other STD. Sexually transmitted diseases have 
also an immunosuppressive effect and increase levels 
of vaginal mucus, making transmission of the virus 
easier5. At the same time, a person with both HIV and 
other STD is more prone to secreting pus or blood and 
therefore more likely to transmit HIV to his or her sexual 
partner. The fact that women more often have untreated 
STD leads to a greater exposure to and contraction 
of HIV28.

Furthermore, the risk of transmission varies depend-
ing on the phase of the infection. A man in the asymp-
tomatic phase is up to five times more likely to transmit 
HIV to a woman than in the opposite case scenario. In 
the case of symptomatic phases, no differences have 
been found in transmission of the disease5. Other bio-
logical factors, which may increase the risk of HIV 
transmission in women, are the use of oral contracep-
tives, postmenopausal sexual relations, and genital 
mutilation. All of these affect the density of vaginal 
mucus, making it easier for the virus to incubate2.

Concerning the progression of the disease, hor-
mones play a vital role. Increased levels of estrogen 
produce a rise in the replication of HIV5. As such, the 
viral load varies according to the stage of the men-
strual cycle, being lower in the early stages when the 
predominant hormone is progesterone (the follicular to 
the luteal phase)29. In addition, certain complications 
arising from infection with HIV only occur, or occur 
more frequently, in women. The most important among 
these are gynecological complications arising from 
HIV, especially cervical carcinoma. For this disease to 
develop, a woman must be infected with the human 
papillomavirus (HPV). In the case of having HIV, coin-
fection with HPV is more frequent and persistent30.

Prevention

With respect to primary prevention methods for HIV, 
work has been done in two main areas: investigation 
into barrier methods during sexual contact and infor-
mation. Much work has been carried out on the use 
and distribution of the male condom, which has bene-
fited from important support and financing. However, 
an insufficiency can be observed in terms of investigat-
ing methods of protection specific to women, these 
being scarce and lacking sufficient funding. On the 
one hand, the female condom continues to be an ex-
pensive, not widespread option, and as a result many 
women do not know about it1. On the other hand, in 
spite of advances made in the study of microbicides, 
with several clinical trials in progress and promising 

results31, it does not seem that the applicability of these 
drugs is immediately imminent. At the same time, more 
and more studies are revealing a lower incidence of 
the transmission or acquisition of HIV in circumcised 
males32,33. There seems to be a clear agreement on 
benefits, both for men and for their sexual partners, but 
this possibility has not yet been suggested as a new 
preventative measure34. Today, the only reliable method 
available is the male condom, and the role of the woman 
depends on her ability to negotiate with the man, 
putting her at a disadvantage.

In any case, there are prevention strategies for se-
rodiscordant couples (such as counseling programs) 
with encouraging results35, yet the risk of transmission is 
not completely eliminated. In this line, as a conse-
quence of the widespread use of HAART in most devel-
oped countries, another way to prevent heterosexual 
transmission has been identified: to ensure undetectable 
plasma HIV RNA in the index partner36. Moreover, this 
fact provides an opportunity for pregnancy in hetero-
sexual couples and several studies have indicated that 
natural conception could now be considered a possi-
ble alternative for HIV-serodiscordant couples37,38.

With respect to information about HIV, in certain cul-
tures or societies where premarital sexual relations 
(especially for women) continue to be frowned upon, 
paradoxically the rate of infection with HIV increases. 
The reason for this is that by making sex a taboo sub-
ject, nobody is allowed to speak or ask about it, and 
many young people remain ill-informed on the sub-
ject39. To counteract this, there is need for properly 
structured sex education to be incorporated into edu-
cation programs, rather than only being available upon 
request. Promotion of the use of condoms should be 
accompanied by programs specific to each gender. 
Lack of education, coupled with lack of social or fam-
ily support, paves the way for greater ignorance of 
methods for preventing the disease and contributes to 
a greater risk of infection with HIV40.

Up to now, the prevailing campaigns, based on an 
ABC strategy (A for Abstinence, B for Be Faithful, and 
C for Condoms) have shown controversial results. This 
strategy seems to play an important role in reducing 
the prevalence of HIV in countries like Uganda41. The 
ABC elements are crucial to reducing HIV incidence, 
although the emphasis placed on individual elements 
needs to vary according to the target population42,43. 
There remains a considerable distance between what 
is being advertised in the prevention campaigns in 
order to educate women and preparing men to accept 
the information.
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Interventions should be aimed at women, but also at 
men, and within the latter group, they should focus on 
the idea that violence against women and sexual pro-
miscuity are founded on a false idea of masculinity. An 
effort must be made to eliminate the preconceptions 
and attitudes, which have traditionally linked “success” 
to men who have sexual relationships and control over 
women12,39. Interventions must also be aimed at women, 
equipping them with the power to have better control 
over decisions about their life and health. This has been 
called “empowerment of women”, and it is a resource 
for fighting against vulnerability, facilitating their acqui-
sition of skills for negotiating and for decision making, 
and providing them with access to information, eco-
nomic resources, education, and healthcare services.

Use of services

In terms of the use of healthcare services by HIV 
patients depending on gender, studies have been carried 
out in different areas showing contradictory results. 
Among these, several demonstrate that women with 
HIV receive less medical care in external consultations 
and spend less time in hospital than men. These 
results are found both in studies that precede the 
introduction of HAART44, and in others carried out af-
terwards7,45. The main explanation for this lesser use 
of services is that in the presence of a similar progres-
sion of the infection, women wait longer before seeking 
medical attention46.

However, a larger number of published works ob-
serve a higher use of outpatient care and a greater 
number of admissions both to hospitals and to Inten-
sive Care Units (ICU) among women with HIV47,48. In 
this respect, some authors indicate that when women 
have identical possibilities of access to healthcare ser-
vices (for example in hospital or in prison), they make 
use of them more frequently46,49. This greater use of 
healthcare services by women could be attributed to 
various factors. On the one hand, to a greater fre-
quency of complications in women arising from 
HAART49, and on the other, as a result of the care 
required during pregnancy, obstetric tests, and the 
associated symptomatology23.

A third group of published works compares the use 
of healthcare services by men and women with HIV50,51. 
Women, in spite of having specific needs, were quite 
slow to join care plans provided by different healthcare 
systems. It would seem that today, in the most devel-
oped countries, making adjustments for variables such 
as ethnic differences or having health insurance, there 

is no difference between genders in terms of access 
to healthcare services51. In any case, it appears nec-
essary to continue investigating the qualitative and 
quantitative differences that exist in this respect.

If we focus on the carrying out of tests for the detec-
tion of HIV, there are few studies that determine the 
frequency with which men and women undergo testing. 
Among those studies available, there is a tendency to 
deal with overall figures, not taking into account that 
for a large part of the history of HIV, homosexual men 
and intravenous drug users (predominantly men) were 
the main groups affected, and as a result, these groups 
were most likely to undergo these tests3. In fact, it does 
appear that until approximately the year 2000 it was 
women who least frequently underwent testing. The 
reasons for that may be a diminished sense of vulner-
ability to the disease, possible difficulties in terms of 
access, or embarrassment4. Since that time, it appears 
that it is women who take the tests more frequently, 
both in Europe and in the USA3,4,52. However, the rates 
of infection for women in these countries continue to 
be significantly lower than the infection rates for men4. 
The change in transmission patterns seems to have 
raised awareness among women of the risk of contract-
ing the disease.

Treatment

Antiretroviral treatment has decreased not only the 
incidence of opportunistic diseases but also the num-
ber of cases of AIDS, especially since the introduction 
of HAART17,22. Even when there is specific data avail-
able on the effectiveness and the negative side effects 
of HAART in women, these have not been studied in 
sufficient depth49. Studies that analyze the differences 
between genders in relation to HAART have yielded 
contradictory results. In terms of beginning treatment, 
in some cases they show no difference21,69,53. Never-
theless, some other studies suggest that it is men, 
especially homosexual men, who begin treatment 
sooner46,54. At the same time, different studies indicate 
a lower prescription for women48. Women can experi-
ence various complications when it comes to starting 
treatment, such as a low level of social support, or the 
high cost of treatment in conjunction with the low in-
come of women in certain contexts. Moreover, begin-
ning treatment can lead many women to find their 
spending power reduced, as well as their quality of life, 
which endangers much of the responsibility that they 
bear in caring for their families, and this can cause 
them to refuse treatment20,21,54,69. Certain factors can 
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affect the choice of antiretroviral drugs by women: 
some of these drugs, such as nelfinavir or ritonavir, 
decrease the effectiveness of oral contraceptives; 
others, such as efavirenz, are not recommended during 
pregnancy55.

With respect to the response to HAART in these 
patients, levels of CD4 and plasma viral load are es-
pecially important as they are the main predictors of 
the progression to AIDS and death. Studies show that 
women display higher levels of CD423,56,57 and a lower 
plasma viral load56,58. This latter difference decreases 
as the disease progresses and disappears altogether 
in the final stage. As such, many studies indicate that 
there are no differences based on gender in the speed 
of progression to AIDS and death, even though women 
have a lower viral load than men at the beginning of 
the infection. This is due to the fact that the viral load 
increases more rapidly in women throughout the course 
of the disease56,58-60. Although this mechanism has not 
been fully proven, it is considered that it may be due 
to the dynamic variations of HIV between genders or 
to hormonal differences, such as the tumor necrosis 
factor, the aforementioned hormonal mechanism. In 
any case, this should be a key factor to be taken into 
account in guides to treatment, which usually recom-
mend beginning treatment when there is a low level of 
CD4 lymphocytes (< 350 cells/mm3) and a high level 
of viral load61. However, what has been demonstrated 
in women is an increased likelihood to interrupt HAART 
due to higher toxicity54,57.

Concerning adherence to antiretroviral treatment, 
various factors contribute to women adhering less to 

treatment. The notion that their privacy is threatened 
when they have to take medications in public, disrup-
tion of their daily routine and their nutritional habits, 
being continually reminded that they are ill by having 
to take medications62, and rejection of the negative 
side effects of the medication, such as lipodystrophy 
and hypotrophy, changes which affect women’s bod-
ies21,57,69. In addition to this, psychological morbidity, 
which is more frequent in women, is associated with 
inadequate adherence20. This morbidity is linked to a 
lower motivation for personal care, decreased cogni-
tive ability, and a reduction in their competence to 
follow the complex HAART instructions, which are all 
essential for correct medical monitoring62.

Quality of life 

With the introduction of HAART, HIV has become a 
chronic disease. As such, patient evaluation can no 
longer be limited to their survival or the appearance of 
complications, but should also include patient wellbe-
ing. Because of this, in research into HIV, health-relat-
ed quality of life (HRQoL) has become a lot more rel-
evant. However, the majority of the many studies 
carried out in the last few years have focused on pop-
ulation groups mainly composed of men, with a low 
female representation. In addition to this, very few of 
these have focused on analyzing gender differences.

Of the studies reviewed, the majority of these are 
consistent in indicating a better quality of life for HIV-
positive men than for women. Women display worse 
quality of life, even in circumstances where the opposite 

Table 2. Factors which may exacerbate HIV disease progression in women

Psychosocial factors

–  Higher psychological morbidity Effect on social functioning, wellbeing and quality of life.

Immune system mechanisms affected.

Lower adherence to HAART.

Biological factors

–  Estrogen increases viral replication.
–  Affected more by other diseases (mainly gynecological).

Factors related to HAART

–  High cost of treatment.
–  Higher CD4 levels. 
–  Lower adherence to HAART.
–  More frequent drug-related toxicity.

HAART: highly active antiretroviral therapy.
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might be expected; for example, when they are in a 
less advanced phase of the disease than men, or when 
they are younger6. In the different areas which make 
up the HRQoL components, women score lower in the 
areas of social functioning, mental health, and in satis-
faction with life. They also experience more physical 
limitations, higher levels of depression, and lower self-
esteem6,63,64. On the other hand, men enjoy greater 
levels of wellbeing and social support, although they 
show lower levels of general health63,64. In addition to 
this, studying the subject in greater depth, psycho-
logical morbidity, age, and social support have been 
identified as three of the main factors related to a 
lower quality of life in women living with HIV65,66.

Only two studies did not find a lower quality of life 
among women65,67. The differences between the results 
can be attributed to the use of different measurement 
tools. Interestingly, the only study reviewed which did 
not find differences favoring one gender or the other 
was also the only one that used the MOS-HIV tool, 
considered the most accurate instrument for measuring 
the quality of life68 of HIV patients.

What is clear is that given the importance currently 
attributed to the quality of life experienced by HIV 
sufferers, it is necessary to continue investigating not 
only the differences between the quality of life enjoyed 
by men and women, but also the specific characteris-
tics of these.

Conclusions

Women have not been sufficiently studied in relation 
to HIV, and it is the intention of this article not just to 
demonstrate this, but also to suggest those areas 
where this has been more common. In many chronic 
diseases, the existence of gender differences has 
been extensively studied, such as in cardiovascular 
diseases and cancer. This fact makes it all the more 
conspicuous that in a pathological condition such as 
HIV, these differences have not been closely studied, 
even when their serological state plays a crucial role 
in newborn children. Although it was discovered in the 
early years of the disease that women were also af-
fected, the scientific community has been very slow to 
recognize women as a specific at-risk group. Current-
ly, in spite of a greater awareness and increased effort, 
and for all that a significant number of new cases of 
HIV are recorded among women in heterosexual rela-
tionships, the stereotype still exists that it is largely a 
disease which affects homosexual men, and which 
only affects women who work as prostitutes or who use 

intravenous drugs. All of this contributes to a delay in 
the recognition of HIV as a disease that affects women. 
Therefore, consequent delays occur in the investigation 
into what specific measures could prevent them from 
contracting HIV, into which factors make them especially 
vulnerable to it or into treatment, care requirements, or 
quality of life in relation to the infection. Perhaps this 
deficit of attention from the scientific world, as well as 
on a social and political level, has led to increased 
infection among women. And it is precisely this in-
crease that has caused institutions to take measures 
to address this trend and to bring it into the public 
eye. However, the specific nature of HIV/AIDS as a 
disease that affects women is neither recognized as 
a problem by healthcare institutions across the board, 
nor has it been flagged as a priority in terms of pub-
lic health policy. 

As this article has shown, there are certain aspects 
of the disease that affect women in a particular way, 
and to address these, lines of investigation must be 
opened and set as a priority, just as it has been done 
for other populations, such as intravenous drug users 
and homosexual men.

Acknowledgements

This study was partially supported with funding from 
the Health Institute Carlos III (Ministry of Health, Spain) 
and Feder Funds (CTS-177). The funding sources were 
not involved in the study.

References

	 1.	 Joint United Nations Program on HIV/AIDS. AIDS epidemic update. 
Geneva: World Health Organization, November 2009.

	 2.	 Quinn T, Overbaugh J. HIV/AIDS in women: An expanding epidemic. 
Science. 2005;308:1582-3.

	 3.	 Centers for Disease Control and Prevention (CDC). Persons tested for 
HIV-United States, 2006. MMWR. 2008;57:845-9.

	 4.	 Ostermann J, Kumar V, Pence B, Whetten K. Trends in HIV testing and 
differences between planned and actual testing in the United States, 
2000-2005. Arch Intern Med. 2007;167:2128-35.

	 5.	 Shah R, Bradbeer C. Women and HIV revisited ten years. Int J STD AIDS. 
2000;11:277-83.

	 6.	 Cederfjall C, Langius-Eklof A, Lidman K, Wredling R. Gender differ-
ences in perceived health- related quality of life among patients with HIV 
infection. AIDS Patient Care ST. 2001;15:31-9.

	 7.	 Palacio H, Shiboski C, Yelin E, Hessol N, Greenblatt R. Access to and 
utilization of primary care services among HIV-infected women. J Acquir 
Immune Defic Syndr. 1999;21:293-300.

	 8.	 Serovich J, Kimberly J, Mosack K, Lewis T. The role of family and friend 
social support in reducing emotional distress among HIV-positive wom-
en. AIDS Care. 2001;13:335-41.

	 9.	 Kenagy G. The risk less known: female to male transgender person’s 
vulnerability to HIV infection. AIDS Care. 2005;17:195-207.

	 10.	 Dworkin S. Who is epidemiologically fathomable in the HIV/AIDS epi-
demic? Gender, sexuality, and intersectionality in public health. Cult 
Health Sex. 2005;7:615-23.

	 11.	 Krug E, Mercy J, Dahlberg L, Zwi A. The first World Report on violence 
and health. Lancet. 2002;360:1083-8. 

	 12.	 Dunkle K, Jewkes R. Effective HIV prevention requires gender-transfor-
mative work with men. Sex Transm Infect. 2007;83:173-4.

No part of this publication may be 

reproduced or photocopying 

�without the prior written permission 

�of the publisher

© Permanyer Publications 2010



AIDS Reviews. 2010;12

120

	 13.	 Cohen M, Deamant C, Barkan S, et al. Domestic violence and childhood 
sexual abuse in HIV-infected women and women at risk for HIV. Am J 
Public Health. 2000;4:560-5. 

	 14.	 García-Moreno C, Watts C. Violence against women: It´s important for 
HIV/AIDS. AIDS. 2000;14:253-65. 

	 15.	 Culbertson F. Depression and gender: An international review. Am Psy-
chol. 1997;52:25-31.

	 16.	 Remien R, Exner T, Kertzner R, et al. Depressive Symptomatology 
among HIV-positive women in the era of HAART: A stress and coping 
model. Am J Community Psychol. 2006;38:275-85.

	 17.	 Cook J, Grey D, Burke J, et al. Depressive symptoms and AIDS-related 
mortality among a multisite cohort of HIV-positive women. Am J Public 
Health. 2004;94:1133-40.

	 18.	 Cook J, Cohen M, Burke J, et al. Effects of depressive symptoms and 
mental health quality of life on use of highly active antiretroviral therapy 
among HIV-seropositive women. J Acquir Immune Defic Syndr. 2002; 
30:401-9. 

	 19.	 Tsao J, Dobalian A, Moreau C, Dobalian K. Stability of anxiety and de-
pression in a national sample of adults with HIV. J Nerv Ment Dis. 
2004;192:111-18.

	 20.	 Turner B, Laine C, Cosler L, Hauck W. Relationship of gender, depres-
sion, and health care delivery with antiretroviral adherence in HIV-infect-
ed drug users. J Gen Intern Med. 2003;18:248-57.

	 21.	 Gebo K, Fleishman J, Conviser R, et al. Racial and gender disparities in 
receipt of highly active antiretroviral therapy persist in a multistate sample 
of HIV patients in 2001. J Acquir Immune Defic Syndr. 2005;38:96-103.

	 22.	 Hough E, Magnan M, Templin T, Gadelrab H. Social network structure 
and social support in HIV-positive inner city mother. J Assoc Nurses 
AIDS Care. 2005;16:14-24.

	 23.	 Hera M, Ferreros I, Del Amo J, et al. Gender differences in progres-
sion to AIDS and death from HIV seroconversion in a cohort of inject-
ing drug users from 1986 to 2001. J Epidemiol Community Health. 
2004;58:944-50.

	 24.	 Ruiz I, Aviñó M, Bonora V, el al. Morbilidad psíquica y niveles de apoyo 
social en una cohorte de sujetos seropositivos frente al VIH. Gac Sanit. 
1999;13:9116.

	 25.	 McDowell T, Serovich J. The effect of perceived and actual social sup-
port on the mental health of HIV-positive persons. AIDS Care. 
2007;19:1223-9.

	 26.	 Dezzutti C, Guenthner P, Cummins J, et al. Cervical and prostate pri-
mary epithelial cells are not productively infected but sequester HIV type 
1. J Infect Dis. 2001;183:1204-13.

	 27.	 Cummins J, Dezzutti C. Sexual HIV-1 Transmission and mucosal defense 
mechanisms. AIDS Rev. 2000;2:144-54.

	 28.	 Wiesenfeld H, Lowry D, Heine R, et al. Self-collection of vaginal swabs 
for the detection of chlamydia, gonorrhea, and trichomoniasis: Opportu-
nity to encourage STD testing among adolescents. Sex Transm Dis. 
2001;28:321-5.

	 29.	 Gandhi M, Bacchetti P, Miotti P, Quinn T, Veronese F, Greenblatt R. Does 
patient sex affect human immunodeficiency virus levels? Clin Infect Dis. 
2002;35:313-22.

	 30.	 Sun X, Kuhn L, Ellerbrock T, Chiasson A, Bush T, Wright T. Human 
papillomavirus infection in women infected with the HIV. N Engl J Med. 
1997;337:1343-9.

	 31.	 Ramjee G, Doncel G, Mehendale S, Tolley E, Dickson K. Microbicides 
2008 Conference: From Discovery to Advocacy. AIDS Res Ther. 
2008;5:19.

	 32.	 Kigozi G, Gray R, Wawer M, et al. The safety of adult male circumcision 
in HIV-infected and uninfected men in Rakai, Uganda. PLoS Med. 
2008;5:911-19.

	 33.	 Buchbinder S. HIV testing and prevention strategies. Top HIV Med. 
2008;16:9-14.

	 34.	 Quinn T. Circumcision and HIV transmission. Curr Opin Infect Dis. 
2007;20:33-8.

	 35.	 Hernando V, del Romero J, García S, Rodríguez C, del Amo J, Castilla 
J. Reducing sexual risk behavior among steady heterosexual serodis-
cordant couples in a testing and counseling program. Sex Transm Dis. 
2009;36:621-8.

	 36.	 Castilla J, Del Romero J, Hernando V, Marincovich B, García S, 
Rodríguez C. Effectiveness of highly active antiretroviral therapy in re-
ducing heterosexual transmission of HIV. J AIDS. 2005;40:96-101.

	 37.	 Barreiro P, Castilla J, Labarga P, Soriano V. Is natural conception a 
valid option for HIV-serodiscordant couples? Hum Reprod. 2007;22:2353-8.

	 38.	 Barreiro P, Duerr A, Beckerman K, Soriano V. Reproductive options for 
HIV-serodiscordant couples. AIDS Rev. 2006;8:158-70.

	 39.	 Gupta G. How men’s power over women fuels the HIV epidemic. BMJ. 
2002;321:183-4.

	 40.	 Shevitz A, Pagano M, Chiasson M, Mueller N, Thomas P. The association 
between youth, women, and acquired immunodeficiency syndrome. J 
Acquir Inmune Syndr Hum Retrovirol. 1996;13:427-33.

	 41.	 Green E, Halperin D, Nantulya V, Hogle J. Uganda´s HIV prevention 
success: the role of sexual behavior chance and the national response. 
AIDS Behav. 2006;10:335-46.

	 42.	 Halperin D, Steiner M, Cassell M, et al. The time has come for com-
mon ground on preventing sexual transmission of HIV. Lancet. 2004; 
364:1913-15.

	 43.	 Hunter M. Cultural politics and masculinities: multiple partners in his-
torical perspective in KwaZulu-Natal. Cult Health Sex. 2005;7:389-403.

	 44.	 Hellinger F. The use of health services by women with HIV infection. 
Health Serv Res. 1993;28:543-61.

	 45.	 Smith S, Kirking D. Access and use of medications. Health Serv Res. 
1999;34:123-44.

	 46.	 Solomon L, Stein M, Flynn C, et al. Health services use by urban wom-
en with or at risk for HIV-1 infection. The HIV Epidemiology Research 
Study (HERS). J Acquir Immune Defic Syndr. 1998;17:253-61.

	 47.	 Gebo K, Diener-West M, Moore R. Hospitalization rates in an urban 
cohort after the introduction of highly active antiretroviral therapy. J 
Acquir Immune Defic Syndr. 2001;27:143-52.

	 48.	 García de la Hera M, Ruiz Pérez I, Hernández-Aguado I, Aviñó M, 
Pérez-Hoyos S, González-Aracil J. Gender differences in HIV risk be-
havior of intravenous drug users who are not prostitutes. Woman Health. 
2001;34:1-13.

	 49.	 Hader S, Smith D, Moore J, Holmberg S. HIV Infection in women in the 
United States: Status at the millennium. JAMA. 2001;285:1186-92.

	 50.	 Bertakis K, Azari R, Helms L, Callahan E, Robins J. Gender differences 
in the utilisation of health services. J Fam Pract. 2000;49:147-52.

	 51.	 Box T, Olsen M, Oddone E, Keitz S. Healthcare access and utilization 
by patients infected with HIV: does gender matter? Woman Health. 
2003;12:391-7.

	 52.	 Hall H, Li J, Campsmith M, Sweeny P, Lee L. Date of first positive HIV 
test: reliability of information collected for HIV/AIDS surveillance in the 
United States. Public Health Rep. 2005;120:89-95.

	 53.	 Fardet L, Mary-Krause M, Heard I, Partisani M, Costagliola D. Influence 
of gender and HIV transmission group on initial highly active antiretroviral 
therapy prescription and treatment response. HIV Med. 2006;7:520-9.

	 54.	 Mocroft A, Gill M, Davidson W, Phillips A. Are there gender differences 
in starting PI’s, HAART, and disease progression despite equal access 
to care? J Acquir Immune Defic Syndr. 2000;24:475-82.

	 55.	 Centers for Disease Control and Prevention. Report of NIH panel to 
define principles of therapy of HIV infection and guidelines for the use 
of antiretroviral agents in HIV-infected adults and adolescents. MMWR. 
1998;47:1-82.

	 56.	 Gandhi M, Bacchetti P, Miotti P, et al. Does patient sex affect HIV levels? 
Clin Infect Dis. 2002;35:313-22.

	 57.	 Nicastri E, Angeletti C, Palmisano L, et al. Gender differences in clinical 
progression of HIV-1-infected individuals during long-term highly active 
antiretroviral therapy. AIDS. 2005;19:577-83.

	 58.	 Sterling T, Vlahov D, Astemborski J, Hoover D, Margolick J, Quinn T. 
Initial plasma HIV-1 RNA levels and progression to AIDS in women and 
men. N Engl J Med. 2001;344:720-5.

	 59.	 Napravnik S, Poole C, Thomas J, Eron J. Gender difference in HIV RNA 
levels: a meta analysis of published studies. J Acquir Immune Defic 
Syndr. 2002;31:11-19.

	 60.	 Pérez-Hoyos S, Ferreros I, del Amo J, et al. Survival and progression to 
AIDS in a seroconverter cohort in the post-highly active antiretroviral 
therapy era: effectiveness goes on. AIDS. 2006;20:289-91.

	 61.	 Hammer S, Eron J, Reiss P, et al. Antiretroviral treatment of adult infec-
tion: 2008 recommendations of the International AIDS Society-USA 
panel. JAMA. 2008;300:555-70.

	 62.	 Johnston R, Mann T. Barriers to antiretroviral medication adherence in 
HIV-infected women. AIDS Care. 2000;12:377-86.

	 63.	 Mrus J, Williams P, Tsevat J, Cohn S, Wu A. Gender differences in 
health-related quality of life in patients with HIV/AIDS. Qual Life Res. 
2005;14:479-91.

	 64.	 Plach S, Stevens P, Heidrich S. Social roles and health in women living 
with HIV/AIDS: a pilot study. J Assoc Nurses AIDS Care. 2006;17:58-64.

	 65.	 Perez I, Olry de Labry Lima A, del Castillo L, Bano J, Ruz M, del Arco 
Jimenez A. No differences in quality of life between men and women 
undergoing HIV antiretroviral treatment. Impact of demographic, clinical 
and psychosocial factors. AIDS Care. 2009;21:943-52.

	 66.	 Cowdery J, Pesa J. Assessing quality of life in women living with HIV 
infection. AIDS Care. 2002;14:235-45.

	 67.	 Holzemer W, Gygax J, Skodol H, Kemppainen J, Coleman C. Validation 
of the quality of life scale: living with HIV. J Adv Nurs. 1998;28:622-30.

	 68.	 Wu A, Revicki D, Jacobson D, Malitz F. Evidence for reliability, validity 
and usefulness of the Medical Outcomes Study HIV Health Survey 
(MOS-HIV). Qual Life Res. 1997;6:481-93. 

	 69.	 Berg K, Demas P, Howard A, Schoenbaum E, Gourevitch M, Arnsten J. 
Gender differences in factors associated with adherence to antiretroviral 
therapy. J Gen Intern Med. 2004;19:1111-17.

No part of this publication may be 

reproduced or photocopying 

�without the prior written permission 

�of the publisher

© Permanyer Publications 2010


