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Abstract

The proportion of women infected with HIV worldwide has grown in recent years. From a transmission
pattern that was once predominantly homosexual men and through intravenous use of drugs, the
current pattern has become, to a large extent, heterosexual. Women are more vulnerable to be infected
with HIV due to anatomical and psychosocial differences. In spite of this changing gender trend in the
HIV pandemic, biological, psychosocial, therapeutic, and quality of life aspects have not been examined
in detail in women. Moreover, this lack of investigation has relevance in terms of vertical transmission
of the infection to newborns. Herein, we review gender differences in HIV, identifying from a gender
perspective the biological and social factors with a greater influence on vulnerability to infection, and,
on the other hand, examining gender differences with respect to the use of services, treatment,
survival, and quality of life. (AIDS Rev. 2010;12:113-20)
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|ntroduction

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 women'.

Changes in the ways in which the virus is transmitted
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From a transmission pattern that was once predomi-
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pattern has become, to a large extent, heterosexual®“. 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 men®.

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-

ts and.policies for tagkling this problem. Healthcare
tion of men and women
similar regarding organization and decision making in
gatfrient. However, clear and signifi-
cant biological "differences (genetic, hormonal, and
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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 HIV25. 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 inadequately®. 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 methods'™®. This is especially harmful for
women, who tend to have less casual sexual partners
than men’ before having a &BIeﬂﬂMquFi ﬁ']

One of the most important factors that increase the

risk of HIV infection is gender violp@@r@@%ﬁmoﬁ)r

of women throughout the world admit having been
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towards promiscuity, and therefore a greater chance
of contracting STD'?, 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 advice'. 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 HIV!"'3,
Furthermore, when women admit being HIV-positive
they also face the risk of violence and abandonment
by their partners, families, and friends™.

In the population at large, women display lower lev-
els of self-esteem than men, and double the level of
psychological morbidity™. 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 population®1%: in a
study, Turner, et al.?% 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
life'®. 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
lymphocytes?'. These mechanisms lead to an increase
in the viral load and acceleration of the infection. If

.add to these biological mechanisms the link be-
%&aﬁd @r@hd’rﬂ&y hological morbidity and an

inadequate adherence to antiretroviral drugs', we can

Fﬁq@q\@t@i@@ww@i to a faster development of the

disease and, consequently, to an increase in mortality.

subjected on some occas Q\ i ”.'me Mi (ﬁésqn IRGHAHS d nt to implement programs
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to HIV can be observed from many perspecti\fﬂiré/cs- Lﬁjf Eem to manage factors that affect their mental
ical abuse is often accompanied by seXLQI viol ep Ih$ L%F] as stress, which subsequently impact their

with forced intercourse®, which can cause cuts in the

physical health'®. Moreover, women living with HIV
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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
e Increase of vaginal mucus
e Increase in secretions (blood, etc).

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

support and help in decision making are more inclined
to begin antiretroviral treatment'®,

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 lifestyle??. Among HIV patients, benefiting
from social support diminishes the effects of stress,
improves quality of life, and boosts survival’®, On the
other hand, lack of such su

ort or sociagapligvn has
negative repercussions o hé @(@Jrgs n |/§|Ij§u

and on death rates’®.
The results concerning gendét
of social support are inconclusive. Some studies confirm
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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
men?8. 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
ﬁr.tioles in semen oomiglred to vaginal discharge and

f%&é@@tmyw Exual mucosal barrier in men

and women?’. The urethra is lined with pseudostratified

pﬁp@ﬁ@@@mﬁm hile the vagina and ectocervix

are covered by strafified, squamous, non-keratinized

that women have less swltﬁ@:@fjh@?ﬂ@p V\?F)’Y{‘\Fé’ﬁc Iér?oﬁrlg)gfbﬁe vagina has a greater

find no differences between gende owev
support protects sufferers from psychological
especially social support perceived by pa
pendent of gender. Social support is very beneficial to

r, social

exposure afrea to the virus than the penis?’.

rhidity® Y] men are especially vulnerable because of
tiﬁ%epuh}ﬁgﬁ% s their bodies undergo during adoles-

cence?. According to the literature available, a woman
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or from other STD. Sexually transmitted diseases have
also an immunosuppressive effect and increase levels
of vaginal mucus, making transmission of the virus
easier®. 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 HIVZ8,

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 disease®. 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 incubate?.

Concerning the progression of the disease, hor-
mones play a vital role. Increased levels of estrogen
produce a rise in the replication of HIV®. 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)®. 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 persistent3°,

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 b&f@c@@cﬂo@%n
and distribution of the male condom, which has bene-
fited from important support angdi
an insufficiency can be observed in terms of investigat-

ing methods of protecti m t/tj e Jr@e

being scarce and Iackir3g\/sfgfiC|e%ﬁ{tf)un i?gp n the

one hand, the female condom continues to fe Ti ex-
u

pensive, not widespread option, and as aQ
women do not know about it'. On the other hand, in
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results®’, 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
males®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 measure®. 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 results®, 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 partner®. 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 couples®’-%,

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-
ject®. 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,
béjp to now, the prevajling campaigns, based on an

(Cstrhlégy) (A TooAbsiiténce, B for Be Faithful, and
C for Condoms) have shown controversial results; This
¢[play an important role in reducing
the prevalence of HIV in countries like Uganda*!. The

m@iﬁ%rﬁ@@?m%@ Tﬁ reducing HIV incidence,

emphasis placed on individual elements

Lmj:lds}tj) vary according to the target population*?43,

r@zﬂns a considerable distance between what
is being advertised in the prevention campaigns in
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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
women'2%, 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 HAART#4, and in others carried out af-
terwards”#®. 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 attention?®.

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 HIV4748, 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 frequently*64°. 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 ) @&E?& @r%siij]

HAART*, and on the other, as a result of the care

required during pregnancy, oﬁ’@pip@@g,@@dﬂ@r p'h

associated symptomatology?2.

A third group of publis rg}cu: sgﬁ
of healthcare services by%ntij] vvo-rq;tml h 5@516
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is no difference between genders in terms of access
to healthcare services®'. 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 tests®. 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 embarrassment?. Since that time, it appears
that it is women who take the tests more frequently,
both in Europe and in the USA34%2, However, the rates
of infection for women in these countries continue to
be significantly lower than the infection rates for men®.
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 HAART'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 depth®. 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 difference®%9.53, Never-
theless, some other studies suggest that it is men,
E}jﬁ)eoially homosexualbmen, who begin treatment

r(ea@‘Ofﬂ tmsaMe r@e, different studies indicate

a lower prescription for women*. Women can experi-

é)arouy gyri;p‘m tions when it comes to starting
treatment, suchas a’Tow level of social support, or the

@aﬁﬁ?g ii?o;[apjunotion with the low in-

come otﬁwjgwen in ce§a|n contexts. Moreover, begin-

Women, in spite of having specific needs, werg quite_ ning treatment can lead many women to find their
e Ul ariy

slow to join care plans provided by differenQﬁ a
systems. It would seem that today, in the most devel-
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ower reduced, as well as their quality of life,
which endangers much of the responsibility that they
can cause
actors can
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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.

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
pregnancy®®.

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 CD4?3%6.57 and a lower
plasma viral load®6%8. 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 disease®®%-60, Although this mechanism has not
been fully proven, it is considered that it may be due

to the dynamic variations mHIV betvvﬁen feﬁgers or
to harmonal differences, s Qapag urAor d&)spu

factor, the aforementioned hormonal mechanism. In

any case, this should be a key r@pq’©de{jt@@dir®r

account in guides to treatment, which usually recom-

pla  BweyRy

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 medications®?, and rejection of the negative
side effects of the medication, such as lipodystrophy
and hypotrophy, changes which affect women'’s bod-
ies?!57.8% |n addition to this, psychological morbidity,
which is more frequent in women, is associated with
inadequate adherence®. 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 monitoring®?.

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

mplications, but should also include patient wellbe-
61| @Qomia%hﬁearch into HIV, health-relat-
ed quality of life (HRQoL) has become a lot more rel-
”ﬂ@ majority of the many studies
carried out in the last few years have focused on pop-

mend beginning treatmewnjﬁmq%? |ﬂe\@v\8memaf V\yl’f' ﬁogé Iﬁmrilg§m1’apsed of men, with a low

CD4 lymphocytes (< 350 ce and a h evel
of viral load®'. However, what has been de
in women is an increased likelihood to inter

due to higher toxicity®*57.

female representation. In addition to this, very few of

e focused on analyzing gender differences.
tnﬁﬁ%:ii)dmfﬂzérudies reviewed, the majority of these are

consistent in indicating a better quality of life for HIV-
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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 younger®. 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-
esteem®8364 On the other hand, men enjoy greater
levels of wellbeing and social support, although they
show lower levels of general health83%4 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 HIV/65:6,

Only two studies did not find a lower quality of life
among women®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 tooal,
considered the most accurate instrument for measuring
the quality of life%® 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 hav ot been C|OS% tudied,
even when their serological t@@evé 8
in newborn children. Although it was d|scovered in the
early years of the disease that[i
fected, the scientific commumty has been very slow to
recognize women as a SRRS dt @P
ly, in spite of a greater awareness and’increas d effort
and for all that a significant number of new s of
HIV are recorded among women in hetero fth
tionships, the stereotype still eX|sts that it is Iargely a
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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.
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