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that men may have by virtue
of their employment, social or
economic status, physical power or
ruthlessness. In situations of lowor high-level conflict, international
resources may inadvertently
even place men in these powerful
situations and humanitarian agencies
and donors may look the other
way when this power is used to
the detriment of women. If those
men empowered by virtue of their

position – such as peacekeepers,
camp staff, border control officials
and soldiers – are not sufficiently
professional, they may create and
maintain situations of vulnerability
and exploitation and help sustain
HIV infection.
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Addressing HIV and sex work
Ann Burton, Jennifer Butler, Priya Marwah, Cecile Mazzacurati, Marian Schilperoord and Richard Steen
Sex work is an indisputable reality in humanitarian settings.
UNHCR and UNFPA have demonstrated the importance of
multisectoral interventions to address HIV in sex work.
There is emerging evidence of how
conflicts and disasters may lead
to sex being sold or exchanged
for accommodation, protection,
food, gifts and other items or
services. This can be attributed
to many factors, including high
levels of poverty, lack of livelihood
opportunities, separation of families,
breakdown in community support
mechanisms and an increase in
gender-based violence (GBV). Yet
programmes addressing HIV and
sex work in humanitarian settings
are often poorly developed. HIV
programmes typically follow
generalised approaches, with
insufficient attention being paid
to those individuals and groups
who are most vulnerable and
at highest risk of acquiring and
transmitting HIV and other sexuallytransmitted infections (STIs).

Sex work is an important driver of
HIV transmission. Unprotected sex
between clients and sex workers
and between clients and their
intimate partners contributes to
increased risk of HIV transmission.
Thus, sex workers and their clients
are critical to an effective HIV
response. Frequently, though, sex
workers are marginalised and
face widespread discrimination,
reducing their participation in
HIV prevention and their ability
to access health, legal and social
services. There is evidence that if
sex workers are involved in the
provision of services, both uptake
and access usually improve. A
growing number of countries
that have scaled up interventions
with sex workers have reported
stabilisation, and even reversal,
of their HIV epidemics.

Initial steps have been taken to
address HIV and sex work in some
refugee programmes in the East
and Horn of Africa, Latin America
and parts of Asia. Based on these
experiences, and under the overall
framework of the UNAIDS Guidance
Note on HIV and Sex Work1, UNHCR
and UNFPA have developed a
Technical Note as guidance for field
staff and programme managers
on addressing HIV and sex work
in humanitarian situations. The
primary objective is to inform
humanitarian actors of steps that
can be taken to reduce risk and
vulnerability related to sex work.2

Recognising these opportunities
and challenges, UNAIDS promotes
a human rights-based, evidencedinformed approach to HIV and
sex work based on three ‘pillars’
which have been adapted to meet
needs in humanitarian settings:
Pillar 1: assuring universal access
to comprehensive HIV prevention,
treatment, care and support through
planning and preparing to maintain
services, implementing basic
services in the emergency phase
and building more comprehensive
services as conditions stabilise.

Pillar 2: strengthening partnerships
and expanding choices through
working with sex workers to
ensure supportive environments
in which all sex workers can
access the services they need.
Pillar 3: reducing vulnerability
and addressing structural issues
by ensuring protection, access to
food, shelter and other basic needs
together with related measures
to prevent GBV and minimise
pressure to enter sex work.
These pillars form the foundation
for a comprehensive response to
HIV and sex work and inform the
recommendations presented in
the Technical Note on HIV and Sex
Work in Humanitarian Settings.

Sex work in humanitarian settings
The characteristics that define
humanitarian emergencies, including
conflict, social instability, poverty
and powerlessness, can also facilitate
the transmission of HIV. Power
imbalances that make girls and
women disproportionately vulnerable
to HIV infection become even
more pronounced during conflict
and displacement. There may be
increased pressure to engage in sex
work. HIV risk for sex workers and
clients may be increased due to lower
condom use and increased violence.
The vulnerability of children to
sexual exploitation and abuse is also
heightened during humanitarian
crises. While conditions, contributing
factors and programmatic responses
may overlap with those for adults,
there are fundamental and important
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differences. The UNAIDS Guidance
Note “affirms that all forms of
involvement of children (defined
as people under the age of 18) in
sex work and other forms of sexual
exploitation or abuse contravene
United Nations conventions and
international human rights law”.
While improving conditions related
to sex work is part of the response for
adults, the programmatic response
to sexual exploitation is protection
and removal of the child from
the conditions of exploitation.
Humanitarian settings present
important opportunities for
preventing HIV transmission. Forced
displacement and humanitarian
crises – whether associated with
conflicts or natural disasters –
usually involve armed groups,
uniformed services and other
men from within or outside the
community whose presence
often leads to an increase in sex
work. In these settings, some sex
workers openly sell sex whereas
other sex workers prefer not to
identify themselves as such, often
working on a more part-time basis.
As in non-humanitarian contexts,
some sex workers will choose
to continue in sex work while
others would prefer economic

empowerment opportunities to
reduce their reliance on sex work.
An important area of intervention
is to educate law enforcement
officials such as police personnel
to be agents of change within their
own communities, to respect the
rights of sex workers and sensitise
their peers on HIV prevention.

Key strategies for response
It is important to work on multiple
levels and across sectors to
reduce risk and vulnerability
related to HIV while protecting
the safety and human rights of
affected populations. By being
aware of conditions that heighten
vulnerability and risk, humanitarian
actors can take steps to ensure
services and support are in place
to protect the human rights of sex
workers and their clients, minimise
risks of HIV transmission and meet
the broader health and social needs
of sex workers. The Technical Note
outlines steps to protect populations
and prevent unwanted entry into sex
work. Its recommendations reflect
experience from many different
settings and are adaptable to local
conditions and cultural contexts.
The starting point for all these
interventions is engagement with
sex workers and communities.

The steps set out in the box below
illustrate how sex work can be
addressed in humanitarian settings.
Most activities are extensions of
health or protection services that
should be implemented as part
of the humanitarian response.
Additional attention to sex work
may involve very little extra effort
but can yield important results
in terms of protecting the rights
of the population and averting
HIV morbidity and mortality.
In Kenya and Uganda, UNHCR
and implementing partners have
worked closely on developing
programmes with sex workers,
based on sustainable and improved
comprehensive services including
HIV and reproductive health,
community social services and
livelihood interventions. In both
cases there is evidence that much
can be achieved within a six-month
period: sex worker-led organisations
and peer groups were established,
confidential and respectful healthcare services were provided and
protection systems strengthened.
These examples illustrate how the
active engagement and involvement
of sex workers is not only possible
but also leads to improved quality
of HIV prevention measures.

Key activities per phase
Preparedness

Stabilised phase

1. Integrate HIV and sex work into contingency planning
• Identify existing sex worker networks and programmes
• Map services and develop contingency plans for rapid
restoration if disrupted

6. Build supportive environments and partnerships
• Establish peer groups and support sex worker-led
approaches
• Strengthen existing women’s groups to reach non selfidentified sex workers
• Conduct rapid assessments and plan interventions
7. Reinforce protection
• Strengthen prevention of GBV and sexual exploitation
• Find ways to involve men
8. Expand to comprehensive HIV and SRH services including
STI services
9. Expand targeted services
• Support transition of peer activities to broader community
mobilisation
• Strengthen venue-based and special clinics for identified sex
workers
• Work with clients to reduce demand for unprotected paid sex
10. Provide social/economic/legal services
• Strengthen legal protection
• Establish self-regulatory boards
• Increase livelihood and educational opportunities for the
most vulnerable
• Prepare for appropriate durable solutions, especially for
most vulnerable

Emergency phase
2. Expedite registration, risk identification and protection
• Identify those most at risk: single-parent, female-headed
and child-headed households, unaccompanied minors
• Ensure protection and establish GBV services
• Promote codes of conduct
3. Ensure safe shelter and access to food and basic necessities
4. Provide basic SRH (sexual and reproductive health) and HIV
services
• Implement MISP (Minimal Initial Service Package)3
• Establish basic STI services within SRH and outpatient
clinics
• Implement basic HIV services
5. Start outreach
• Use contacts to begin mapping and engagement with
sex workers
• Identify sex-work venues, distribute condoms and
information
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In Sierra Leone, the Women in
Crisis Movement (WICM), an
NGO supported by UNFPA, is
devoted to empowering waraffected adolescents and young
girls through a combination of
vocational training and creation of
cooperative employment. WICM has
developed a two-year vocational
training programme helping girls
and young women at two sites who
actively chose to leave sex work.
Combining vocational training with
income-generating activities and the
inclusion of sexual and reproductive
health as an integrated component
in the training programmes allowed

them to have access to education,
acquire skills and to increase
their economic independence.

Conclusion
Interventions to respond to HIV
and sex work in humanitarian
settings are both necessary and
feasible, even during an emergency.
In situations where comprehensive
HIV programmes have already been
established but where sex workers
have not yet been reached, a basic set
of sustainable multisectoral activities
can be established within six months.
The integration of HIV into the
humanitarian clusters remains a

major challenge. Although HIV is
recognised as a cross-cutting issue, it
is, unfortunately, all too often seen as
the domain of the health sector only.
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The price of liberation:
migration and HIV/AIDS in China
Shao Jing
Sale of blood became an attractive alternative to the ruralurban migration induced by economic and social hardships
but has been the cause of an HIV/AIDS epidemic in China.
Early in the 1990s, large numbers
of commercial blood donors in
rural central China, most notably
in Henan Province, were infected
with HIV. According to conservative
estimates released by the provincial
government, more than 30,000
people in this province alone were
infected. This ‘separate epidemic’,
as it is often referred to in the HIV
epidemiological reports in China,
defied the well-recognised patterns
of progression in this epidemic,
particularly in terms of the maleto-female ratio of the infected; from
the start, it claimed both men and
women as victims in equal numbers
but by a transmission route that was
far more efficient than sex. Infection
occurred when contaminated blood
cells were returned to the donor
after the harvesting of plasma
from their blood, allowing the
epidemic rapidly to establish itself
over several central provinces.

Labour, blood and HIV/AIDS
The term ‘rural resident’ is a
bureaucratic category that ensures
that rural migrants who provide
a vast source of cheap labour are
excluded from basic social services
in urban areas. In the context of
economic liberalisation, technological

developments have only facilitated
the transformation of traditional
labour-intensive agricultural systems
into capital-intensive enterprises.
The value of agricultural labour
had thus become increasingly
insecure, a surplus with no profit.
Under these conditions, ‘rural
residents’ in China’s agricultural
heartland were compelled to convert
their labour surplus into cash by
migrating to urban and coastal
industrial centres to look for work.
When blood plasma collection began,
it was perceived as an attractive
alternative way of generating
revenue without migration, as it
seemed to only take the insubstantial
part of their blood, the part not
essential to their vitality, physical
strength and force.
Many HIV-infected women
had returned from working in
manufacturing in the cities where
they had worked for several years to
build dowries. They returned, got
married and raised their children
in their home villages. Selling
plasma gave them an opportunity to
continue supporting their families
by bringing in cash that could no
longer be obtained through out-

migration. Plasma in a cash-starved
agricultural economy becomes cash
by virtue of the demand for the
albumin it renders up to a health
industry hungry for expansion.
The market for blood products,
principally albumin, was created
by economic reform in China’s
health sector. Public hospitals and
other health-care facilities, which
previously had been supported by
state subsidies, now had to compete
in the market and generate revenue
through the services they provided
and the drugs they sold. This
arrangement encouraged serious
conflicts of interest in health care.
More expensive treatments were
promoted to patients, and the prices
of the drugs became a bogus proxy
for their efficacy. In this context,
albumin quickly became a favourite
drug at hospitals, prescribed often in
the absence of any specific indications
to patients who were convinced of
its restorative efficacy and could
afford to pay for this luxury.
The fledgling plasma fractionation
industry in China was boosted by
a ban in 1985 on all imported blood
products which was aimed at keeping
HIV and AIDS outside China’s
borders. The industry grew quickly
in the following decade as did the
demand for source plasma (i.e.
plasma for further manufacturing).
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