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 Executive Summary  
 

The HIV epidemic in Myanmar is characterised as concentrated, with high prevalence of HIV 

among key affected populations – sex workers, men who have sex with men, and people who 

inject drugs – including young people aged 15 to 24 years within the key affected populations. 

Consequently, it is prudent to include key affected populations in the analysis of gender in the 

national HIV response. Approximately 37 per cent of people living with HIV in Myanmar are women. 

The 2012 HIV Sentinel Sero-surveillance survey (HSS) indicated that HIV prevalence among 

female sex workers was as high as 15 per cent in Pathein, compared to the national prevalence of 

0.47 per cent among the general population.i 

The Gender Assessment of the National HIV Response in Myanmar was commissioned by 

UNAIDS Myanmar to inform the mid-term review of the National Strategic Plan on HIV and AIDS 

2011–2015. The assessment was conducted in November and December 2013 with the following 

process: 

1. Identification of a Gender Assessment Core Team, ensuring representation of diverse 

constituencies  

2. Desk review and pre-populating UNAIDS Gender Assessment Tool, with a focus on key 

epidemiological data 

3. Meeting of Gender Assessment Core Team to conduct a first level analysis (28 November 

2013) 

4. A national Gender Assessment Workshop in Yangon (4–5 December 2013), ensuring 

representation of women, key affected populations, government, civil society and 

development partners 

5. Finalisation of the Gender Assessment Report and development of key 

recommendations for inclusion in the National Strategic Plan. 

 

The gender assessment brought together a wide range of partners, including representation of 

government sectors, development partners including donors, and civil society (National AIDS 

Programme, Department of Social Welfare, CCDAC, Myanmar Positive Women’s Group; networks 

of men who have sex with men, female sex workers, transgender people; United Nations and other 

gender and HIV experts).  

Using the UNAIDS Gender Assessment Tool, key gaps in the HIV response were identified. The 

What Works for Women and Girls: Evidence for HIV/AIDS Interventions resource was then used 

to propose gender-responsive interventions. The outputs were validated by national stakeholders 

at the Gender Assessment Workshop, which also identified gaps, built consensus on priorities and 

made recommendations for Myanmar.  

The Gender Assessment Workshop was a consultative process and used group discussions that 

were guided by the gap analysis summary, derived from examination of data in the pre-populated 

Gender Assessment Tool. The tool incorporated national epidemiological data, and information on 

the social, cultural, economic and political context, and current HIV policy and programme 

response in Myanmar.  
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The gender assessment revealed that gender norms and constructs of masculinity and femininity 

in Myanmar impede effective HIV prevention, treatment, care and support interventions. The 

assessment findings came at an opportune time for consideration in the revision of the National 

Strategic Plan on HIV and AIDS. For Myanmar, this will be the first time that gender sensitive 

programmes and interventions are prioritised in the National Strategic Plan on HIV and AIDS, 

including:  

 Creating multi-sectoral programmes to prevent and respond to gender-based violence; 

 Creating specific approaches for women who inject drugs where there is high burden of 

injecting drug use among men and women; and  

 Developing legislation to prohibit discrimination against people living with HIV including 

women and transgender persons.  

This report presents the findings and recommendations that emerged from the gender 

assessment. Through the implementation of these recommendations, more effective, gender 

responsive HIV programmes can be achieved. Recommendations marked with an asterisk are 

based on What Works for Women and Girls (www.whatworksforwomen.org). 

  

http://www.whatworksforwomen.org/
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အဓိက ကိစၥရပ္မ်ားႏွင့္ ဦးစားေပး အၾကံျပဳခ်က္မ်ား အက်ဥ္းခ်ဳပ္  

 

ျမန္မာနုိင္ငံတြင္ အိပ္ခ်္အိုင္ဗြီကူးစက္ျပန္႔ပြားမႈသည္ လိင္လုပ္သားမ်ား၊ ေယာက္်ားခ်င္းလိင္ဆက္ဆံသူမ်ား၊ 

မူးယစ္ေဆးထိုးသြင္းသူမ်ား စသည့္လူအုပ္စုမ်ားတြင္ အဓိကျဖစ္ေပၚေနၿပီး အဆိုပါအုပ္စုမ်ားထတဲြင္ အသက္ ၁၅ နွစ္မွ 

၂၄ နွစ္အၾကား လူငယ္မ်ားလည္း အပါအ၀င္ျဖစ္သည္။ ထို႔ေၾကာင့္အမ်ိဳးသားအဆင့္ အိပ္ခ်္အိုင္ဗြီ/ 

ေအအိုင္ဒီအက္စ္ေရာဂါ ကာကြယ္ကုသေရးလုပ္ငန္းမ်ားတြင္ က်ား-မ လူမႈေရးရာ ဆန္းစစ္ခ်က္ ျပဳလုပ္ရာ၌  

အဆိုပါလအူုပ္စုမ်ားကို ထည့္သြင္းစဥ္းစားသင့္ပါသည္။ ျမန္မာနုိင္ငံတြင္ အိပ္ခ်္အိုင္ဗြီျဖစ္ပြားေနသူ ၃၇ ရာခုိင္ႏႈန္းခန္႔မွာ 

အမ်ိဳးသမီးမ်ားျဖစ္ပါသည္။ ၂၀၁၂ HIV Sentinel Sero-surveillance Survey (HSS)  ၌ ပုသိမ္ရွိ 

အမ်ိဳးသမီးလိင္လုပ္သားမ်ားတြင္ အိပ္ခ်္အိုင္ဗြီပုိးရိွသူ ၁၅ ရာခ္ုိင္နုွန္း ရိွေနေၾကာင္း ေတြ႔ရပါသည္။ ၄င္းသည္ 

တစ္နုိင္ငံလံုးရိွ အိပ္ခ်္အိုင္ဗြ ီျဖစ္ပြားႏႈန္းျဖစ္သည့္ ၀.၄၇ ရာခုိင္ႏႈန္းနွင့္ ႏိႈင္းယွဥ္ေသာ္၊ အခ်ိဳးအစားအရ မ်ားျပားသည္ကို 

ေတြ႕ျမင္နုိင္ပါသည္။  

 

UNAIDS ျမန္မာသည္ က်န္းမာေရးဦးစီးဌာန၊ အမ်ုိးသား ခုခံက်/ကာလသားေရာဂါတိုက္ဖ်က္ေရး စီမံခ်က္၏ ၂၀၁၁-

၂၀၁၅ အမ်ိဳးသား မဟာဗ်ဴဟာစီမံကိန္း ကာလအလယ္ ျပန္လည္သံုးသပ္မႈတြင္ အသံုးျပဳရန္ အဆိုပါ က်ား-မ 

လူမႈေရးရာဆန္းစစ္ခ်က္ကုိ ေအာက္ပါအတိုင္း အဆင့္ဆင့္ျပဳလုပ္ခဲ့ပါသည္။  

၁။ အုပ္စုအသီးသီးမွ ကိုယ္စားျပဳသူမ်ား ပါ၀င္ေစလ်က္ က်ား-မလူမႈေရးရာအခန္းက႑ ဆန္းစစ္ခ်က္ 

အေျခခံအစုအဖြဲ႔ကိ ုဖြဲ႕စည္းျခင္း၊ 

၂။ သက္ဆိုင္ရာ စာအုပ္စာတမ္းမ်ားကို သံုးသပ္ျခင္းနွင့္ ဆန္းစစ္ရာတြင္ အသံုးျပဳမည့္ နည္းစနစ္မ်ားတြင္ အေရးပါေသာ 

ကူးစက္ေရာဂါဆိုင္ရာ အေျခခံအခ်က္အလက္မ်ားကို ႀကိဳတင္ ထည့္သြင္းျခင္း၊ 

၃။ ပထမအဆင့္ ဆန္းစစ္ေလ့လာခ်က္ျပဳလုပ္ရန္ အေျခခံအစုအဖြဲ႕အစည္းအေ၀းကို ၂၈-၁၁-၂၀၁၃ တြင္ ျပဳလုပ္ျခင္း၊ 

၄။ အမ်ိဳးသမီးမ်ား၊ အဓိကထိခုိက္ခံစားရေသာ လူအုပ္စုမ်ား၊ နုိင္ငံေတာ္အစုိးရ၊ အရပ္ဘက္ လူမႈအဖြ႕ဲအစည္း မ်ားနွင့္ 

ဖြ႕ံၿဖိဳးေရးမိတ္ဖက္အဖြဲ႕အစည္းမ်ား ကိုယ္စားျပဳပါ၀င္လ်က္ အမ်ိဳးသားအဆင့္ က်ား-မ လူမႈေရးရာ အခန္းက႑ 

ဆန္းစစ္ခ်က္ အလုပ္႐ုံေဆြးေႏြးပြဲကို ရန္ကုန္ၿမိဳ႕တြင္ (၄-၁၂-၂၀၁၃ မွ ၅-၁၂-၂၀၁၃ အထ)ိ က်င္းပျပဳလုပ္ျခင္း၊ 

၅။ က်ား-မ အခန္းက႑ အကျဲဖတ္ခ်က္ အစီရင္ခံစာကို အၿပီးသတ္ျပဳစုျခင္းနွင့္ အမ်ိဳးသား မဟာဗ်ဴဟာစီမံကိန္း တြင္ 

ထည့္သြင္းရန္ အဓိကအႀကံျပဳခ်က္မ်ား ေရးဆြဲျခင္း၊ 

 

က်ား-မအခန္းက႑ အကျဲဖတ္ခ်က္ျပဳလုပ္ရာတြင္ မိတ္ဖက္အဖြဲ႕အစည္းအမ်ားအျပား ပါ၀င္ခဲ့ပါသည္။ ၄င္းတို႔မွာ 

အစုိးရဌာနမ်ား (ခုခံက်/ကာလသားေရာဂါတိုက္ဖ်က္ေရးစီမံခ်က္၊ လူမႈ၀န္ထမ္းဦးစီးဌာန၊ မူးယစ္ေဆး၀ါးနွင့္ 

စိတ္ကုိေျပာင္းလေဲစေသာ ေဆး၀ါးမ်ားအႏၱရာယ္ တားဆီးကာကြယ္ေရးဗဟိုအဖြဲ႕)၊ အလွဴရွင္ အဖြ႕ဲအစည္းမ်ား၊ 

ကုလသမဂၢအဖြ႕ဲအစည္းမ်ား၊ ဖြ႕ံၿဖိဳးေရးမိတ္ဖက္မ်ား၊ အရပ္ဘက္လူမႈအဖြဲ႕အစည္းမ်ား (အိပ္ခ်္အိုင္ဗြီပုိးျဖင့္ 

အသက္ရွင္ေနထိုင္သူ အမ်ိဳးသမီးမ်ားကြန္ရက္၊ ေယာက်္ားခ်င္းလိင္ဆက္ဆံသူမ်ားကြန္ရက္၊ အမ်ိဳးသမီး 

လိင္လုပ္သားမ်ားကြန္ရက္၊ ဆန္႔က်င္ဘက္လိင္ကဲ့သို႔ ေျပာင္းလဲခံယူေနထိုင္သူမ်ားကြန္ရက္) နွင့္ အျခားက်ား-မ 

လူမႈေရးရာအခန္းက႑ နွင့္ အိပ္ခ်္အိုင္ဗြီ ကၽြမ္းက်င္သူမ်ား ကိုယ္စားျပဳပါ၀င္ခ့ဲၾကပါသည္။ 

 

UNAIDS ၏ က်ား-မ လူမုွေရးရာအခန္းက႑ ဆန္းစစ္ခ်က္နည္းစနစ္ကို အသံုးျပဳလ်က္ အိပ္ခ်္အိုင္ဗြီ/ 

ေအအိုင္ဒီအက္စ္ေရာဂါ ကာကြယ္ကုသေရးလုပ္ငန္းမ်ားတြင္ အဓိကအေရးပါေသာ လိုအပ္ခ်က္မ်ားကို ေဖာ္ထုတ္ခ့ဲ 
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ပါသည္။ ထို႔ေနာက္ က်ား-မ လူမႈေရးရာ အခန္းက႑အလိုက္ လိုအပ္ေသာ လုပ္ေဆာင္မႈမ်ားကို အဆိုျပဳနုိင္ရန္ 

အတြက္ What Works for Women and Girls: Evidence for HIV/AIDS Interventions ဟူေသာ 

စာအုပ္စာတမ္းမ်ားကို ရည္ၫႊန္းအသံုးျပဳခ့ဲပါသည္။ နုိင္ငံရိွ က႑စုံမွပုဂၢိဳလ္မ်ားက ထြက္ေပၚလာေသာ ရလဒ္မ်ားကို 

က်ား-မလူမႈေရးရာ အခန္းက႑ ဆန္းစစ္ခ်က္ အလပ္ု႐ုံေဆြးေႏြးပြတဲြင္ စိစစ္အတည္ျပဳခ့ဲပါသည္။ အလုပ္႐ုံေဆြးေႏြးပြ၌ဲ 

လိုအပ္ခ်က္မ်ား ေဖာ္ထုတ္ျခင္း၊ ဦးစားေပးမ်ားကိုေဆာင္ရြက္ရန္ အားလံုးသေဘာတူ အတည္ျပဳျခင္း၊ 

ျမန္မာနုိင္ငံအတြက္ အႀကံျပဳခ်က္မ်ား ျပဳလုပ္ျခင္း တို႔ကိုလည္း ေဆာင္ရြက္ခ့ဲၾကပါသည္။ 

 

က်ား-မလူမႈေရးရာ အခန္းက႑ဆန္းစစ္ခ်က္ အလုပ္ရုံေဆြးေႏြးပြဲသည္ တိုင္ပင္ေဆြးေႏြးေသာ လုပ္ငန္းစဥ္ 

တစ္ရပ္ျဖစ္ၿပီး အုပ္စုလိုက ္ ေဆြးေႏြးျခင္းနည္းလမ္းကို အသံုးျပဳခ့ဲပါသည္။ ထိုေဆြးေႏြးပြတဲြင္ က်ား-မ လူမႈေရးရာ 

အခန္းက႑အကျဲဖတ္ခ်က္ နည္းစနစ္ရိွ အခ်က္အလက္မ်ားကို စစ္ေဆးရာမွ ရရိွလာေသာ လိုအပ္ခ်က္ 

ဆန္းစစ္ေလ့လာမႈ အက်ဥ္းခ်ဳပ္ကို လမ္းၫႊန္အျဖစ္ အသံုးျပဳခ့ဲသည္။ အဆုိပါ အကျဲဖတ္နည္းစနစ္တြင္ 

အမ်ိဳးသားအဆင့္ေရာဂါဆိုင္ရာ အခ်က္အလက္မ်ား၊ လူမႈေရးနွင့္ ယဥ္ေက်းမႈ၊ စီးပြားေရး နွင့္ နုိင္ငံေရးဆက္စပ္ 

အေျခအေနမ်ား၊ ျမန္မာနုိင္ငံ၏ လက္ရိွ အိပ္ခ်္အိုင္ဗြီမူ၀ါဒနွင့္ လုပ္ငန္းအစီအစဥ္ ေဆာင္ရြက္မႈတို႔ကိ ု ထည့္သြင္း 

စဥ္းစားခ့ဲပါသည္။ 

 

ျမန္မာနုိင္ငံတြင္ က်ား-မ အခန္းက႑ စံႏႈန္းမ်ား၊ ေယာက္်ားပီသမႈနွင့္ မိန္းမပီသမႈ အယူအဆ သေဘာထား မ်ားသည္ 

အိပ္ခ်္အိုင္ဗြီ တားဆီးကာကြယ္ေရး၊ ကုသေရး၊ ျပဳစုေစာင့္ေရွာင့္ေရးနွင့္ ပ့ံပုိးမုွေပးေရး ထိေရာက္စြာ ေဆာင္ရြက္မႈမ်ားကို 

အဟန္႔အတားျပဳေနေၾကာင္း ဆန္းစစ္ခ်က္အရ ေတြ႕ရိွရပါသည္။ ယင္းဆန္းစစ္မုွမွ ေတြ႕ရိွခ်က္မ်ားသည္ 

အိပ္ခ်္အိုင္ဗြ/ီေအအိုင္ဒီအက္စ္ေရာဂါ အမ်ိဳးသားအဆင့္ မဟာဗ်ဴဟာ စီမံကိန္းကိ ု ျပန္လည္ ျပင္ဆင္ရာ၌ 

ထည့္သြင္းစဥ္းစားနုိင္ရန္ အခ်ိန္မီ ထြက္ေပၚလာခ့ဲပါသည္။  

 

ခုခံအားက်ဆင္းမႈ ကူးစက္ေရာဂါဆိုင္ရာ အမ်ိဳးသားမဟာဗ်ဴဟာစီမံကိန္းတြင္ ေအာက္ပါအခ်က္အလက္မ်ားအပါအ၀င္ 

က်ား-မလူမႈေရးရာ အခန္းက႑ ကို ထည့္သြင္းစဥ္းစားေသာ လုပ္ငန္းအစီအစဥ္မ်ားနွင့္ ေဆာင္ရြက္မႈမ်ားအား 

ဦးစားေပးအလိုက္ သတ္မွတ္ျခင္း သည္ ျမန္မာနုိင္ငံအဖုိ႔ ပထမဆံုးအႀကိမ္ျဖစ္ပါသည္။ ၄င္းတို႔မွာ က်ား-မလူမႈေရးရာ 

အခန္းက႑အေျချပဳ အၾကမ္းဖက္မႈကို တားဆီးကာကြယ္ရန္နွင့္ တုန္႔ျပန္ေဆာင္ရြက္ရန္ အခန္းက႑စုံ ပါ၀င္သည့္ 

လုပ္ငန္းအစီအစဥ္ မ်ားကိုေရးဆြဲျခင္း၊ အမ်ဳိးသားနွင့္ အမ်ိဳးသမီးမ်ားအၾကား မူးယစ္ေဆး၀ါးထိုးသြင္း အသံုးျပဳမႈ 

ျမင့္မားေသာေနရာ မ်ားတြင္မူူးယစ္ေဆး၀ါးထုိးသြင္းသည့္ အမ်ိဳးသမီးမ်ားအတြက္ သီးသန္႔ကာကြယ္ေရးလုပ္ငန္းမ်ား 

လုပ္ေဆာင္ ေပးျခင္း၊အမ်ိဳးသမီးမ်ားနွင့္ လိင္ေျပာင္းထားသူမ်ားအပါအ၀င္ အိပ္ခ်္အိုင္ဗြီပုိးျဖင့္ ေနထိုင္သူမ်ားကို ခြျဲခား 

ဆက္ဆံျခင္းအား တားျမစ္ပိတ္ပင္သည့္ ဥပေဒမ်ားကိ ုေရးဆြဲျခင္း၊ က်ား-မ လူမႈေရးရာ အခန္းက႑ အကျဲဖတ္ခ်က္မွ 

ထြက္ေပၚလာေသာ ေတြ႕ရိွခ်က္မ်ားနွင့္ အႀကံျပဳခ်က္မ်ားကို ဤအစီရင္ခံစာတြင္ တင္ျပထား ပါသည္။ 

ဤအႀကံျပဳခ်က္မ်ားကို အေကာင္အထည္ေဖာ္ျခင္းျဖင့္ ပုိမုိထိေရာက္ၿပီး က်ား-မလူမႈေရးရာ အခန္းက႑ကို 

ထည့္သြင္းစဥ္းစားေသာ အိပ္ခ်္အိုင္ဗြီ လုပ္ငန္းေဆာင္ရြက္မႈအစီအစဥ္မ်ား ျဖစ္ေပၚလာပါမည္။ (ၾကယ္ပြင့္ျပထားေသာ 

အႀကံျပဳခ်က္မ်ားမွာ What Works for Women and Girls (www.whatworksforwomen.org အေပၚ 

အေျခခံထားပါသည္။) 

  

http://www.whatworksforwomen.org/
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၁။ အမ်ိဳးသမီးမ်ား၊ မိန္းကေလးငယ္မ်ားႏွင့္  အိတ္ခ်္အုိင္ဗြီ ပုိး႐ိွေသာ အမ်ိဳးသမီးမ်ား  

အမ်ိဳးသမီးမ်ားအေနျဖင့္ ကာကြယ္ေစာင့္ေ႐ွာက္မႈ ခံယူရ႐ိွၿပီး က်န္းမာေရးအတြက္ ေကာင္းမြန္ေသာ အျပဳအမူမ်ား 

လုပ္ေဆာင္ႏုိင္ရန္ လုိအပ္ေသာအသိပညာႏွင့္ ကၽြမ္းက်င္မႈမ်ားကို ေယာက်ာ္းမ်ားႏွင့္ တန္းတူ ရယူအသံုးျပဳႏုိင္မႈ 

မ႐ိွျခင္းမွာ တစ္စိတ္တစ္ေဒသ အားျဖင့္ က်ား-မလူမႈေရးရာ ႏွင့္ ယဥ္ေက်းမႈ စံႏႈန္းမ်ားေၾကာင့္ ျဖစ္ပါသည္။ 

လွ်ိဳ႕၀ွက္လက္ထပ္ထားျခင္း၊ လိင္အေပ်ာ္အပါးလိုက္စားျခင္း၊ အရက္ေသာက္ျခင္းႏွင့္ မူးယစ္ေဆး၀ါး သံုးစြဲျခင္း 

ကဲ့သိ႕ုေသာ အႏၲရာယ္မ်ားျပားသည့္ အျပဳအမူမ်ားကို အမ်ိဳးသားမ်ားက ျပဳလုပ္လ်င္ လက္သင့္ခံေသာ္လည္း 

လိင္မႈကိစၥဆုိင္ရာ က်န္းမာေရးႏွင့္ အခြင့္အေရးမ်ားကို သိ႐ိွရန္ လုပ္ေဆာင္ေသာ အမ်ိဳးသမီးမ်ားႏွင့္ 

မိန္းကေလးမ်ားကိုမူ လိင္ကိစၥ ႐ႈပ္ေပြသည္၊ ေလာ္လီသည္၊ မိန္းမေကာင္းမဟုတ္ဟု ႐ႈျမင္ျခင္းမ်ား ႐ိွပါသည္။  

အမ်ိဳးသမီးမ်ားအေနျဖင့္ ယံုၾကည္စိတ္ခ်မႈကို ခ်ိဳးေဖာက္သည့္ ျဖစ္ရပ္မ်ားတြင္လည္း ကုစားမႈ ရ႐ိွႏုိင္သည့္ 

အႏၲရာယ္ကင္း႐ွင္းေသာ လမ္းေၾကာင္း မ႐ိွၾကပါ။ သမီးရည္းစားဘ၀၊ အေဆြခင္ပြန္းဘ၀ အျဖစ္္ လိင္မႈကိစၥ 

ဆက္ဆံေရးမ်ားတြင္ အၾကမ္းဖက္ခံရမႈမွ ဥပေဒအရ အကာအကြယ္ေပးမႈ မရရိွပါ။ ျပဳစုေစာင့္ေရွာက္မႈႏွင့္ 

ပ့ံပိုးမႈ၀န္ေဆာင္မႈမ်ားတြင္ ေယဘုယ်အားျဖင့္ လူ႕အခြင့္အေရး ႐ႈေထာင့္မွ ရႈျမင္ျခင္းမပါ၀င္ပါ။ 

 
အၾကံျပဳခ်က္မ်ား 

၁။ အိတ္ခ်္အိုင္ဗြီ ပိုးရိွေသာ အမ်ိဳးသမီးမ်ားႏွင့္ အိတ္ခ်္အိုင္ဗြီ ပိုးကူးစက္ခံရႏုိင္သည့္ အႏၲရာယ္ ရိွေသာ 

အမ်ိဳးသမီးမ်ားထံ ေရာဂါကာကြယ္ေရးလုပ္ငန္းမ်ား လက္လွမ္းမီ ေရာက္႐ိွေရးအတြက္ ရပ္႐ြာထအဲထိ 

လုပ္ငန္းမ်ားတိုးခ်ဲ႕ရန္ႏွင့္ အခ်င္းခ်င္း ပညာေပးေရးတို႕ျဖင့္ ဘက္စုံ တားဆီးကာကြယ္ေရးကို တိုးခ်ဲ႕ 

ေဆာင္ရြက္ရန္။ 

၂။ အိတ္ခ်္အိုင္ဗြီ တားဆီးကာကြယ္ေရး၊ ကုသေရး၊ ျပဳစုေစာင့္ေ႐ွာက္ေရး တို႔ႏွင့္ စပ္လ်ဥ္း၍ က်ား-မ လူမႈေရးရာ 

အခန္းက႑ႏွင့္ ပတ္သက္သည့္ အႏၱရာယ္ရိွေသာ စံႏႈန္းမ်ားကို ေလွ်ာ့ခ်ရန္အတြက္ ရပ္႐ြာျပည္သူလူထုအား 

က်ား-မ လူမႈေရးရာ သာတူညီမွ်မႈစံႏႈန္းမ်ားအေၾကာင္းကို သင္တန္းေပးရန္။ 

၃။ အကာအကြယ္ မပါ႐ိွဘ ဲလိင္ဆက္ဆံျခင္းကို ေလွ်ာ့ခ်ရန္အတြက္လိုအပ္ေသာ  သတင္းအခ်က္အလက္ မ်ားႏွင့္ 

ကၽြမ္းက်င္မႈမ်ားတည္ေဆာက္ေရးအတြက္ ပ့ံပုိးေပး ရန္။ 
 

၂။ မိခင္မွသေႏၶသားသို႔ေရာဂါကူးစက္မႈကာကြယ္ေရးလုပ္ငန္းႏွင့္ အိပ္ခ်္အုိင္ဗီြ၊ ေအ့ဒ္စ္ေရာဂါဒဏ္ကို တနည္းနည္း 

ျဖင့္ခံစားေနရေသာကေလးသူငယ္မ်ား၊မိဘမ့ဲကေလးမ်ား (PMTCT ႏွင့္ OVC) 

အိတ္ခ်္အိုင္ဗြီ ကူးစက္ေနေသာ ကိုယ္၀န္ေဆာင္ အမ်ိဳးသမီးမ်ားအား ေအအာဗြီ ေဆး၀ါးမ်ား တိုက္ေကၽြျပီး   

ရင္ေသြးငယ္မ်ားသုိ႔ေရာဂါကူးစက္မႈႀကိဳတင္ကာကြယ္ေရးလုပ္ငန္းမ်ားသည္ လ်ာထားခ်က္ ျပည့္မီခ့ဲေသာ္လည္း1  

ကိုယ္၀န္ေဆာင္ အမ်ိဳးသမီး မ်ားအၾကား အိတ္ခ်္အိုင္ဗြီပုိး ေသြးစစ္ျခင္းကို လက္ခံမႈမွာ နိမ့္က်ေနဆဲ ျဖစ္ပါသည္။ 

မေမြးဖြားမီႏွင့္ ေမြးဖြားၿပီး ေဆးခန္းသုိ႔လာေရာက္ျပသရန္ပ်က္ကြက္မႈ ႏႈန္းထားမွာလည္း ျမင့္မားေနဆဲ ျဖစ္ပါသည္။ 

ေရာဂါကာကြယ္ေရး  ၀န္ေဆာင္မႈ ရယူအသုံးျပဳရန္ လိုအပ္ေနေသာ အမ်ိဳးသမီး အခ်ိဳ႕ထံသို႔လည္း လက္လွမ္းမီ 

ေရာက႐ိွ္ျခင္းမ႐ိွပါ။ ဥပမာ ၿမိဳ႕႐ြာ ေအးခ်မ္းမႈမရွိ  ေသာ နယ္ေျမေဒသမ်ား၊ မိမိေနရပ္ကုိစြန္႔ခြာၿပီး 

ဒုကၡသည္စခန္းမ်ားတြင္ ေနထိုင္ရေသာ အမ်ိဳးသမီးမ်ား၊ ဆင္းရဲႏြမ္းပါးေသာ အမ်ိဳးသမီးမ်ား၊ လမ္းေပၚတြင္ 

                                                             

 

1တုိးတက္မႈ အစီရင္ခံစာ ၂၀၁၂ခုႏွစ္ 
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ေနထိုင္ရေသာ အမ်ိဳးသမီးမ်ားႏွင့္ က်န္းမာေရး၀န္ေဆာင္မႈေပးရာသို႕ သြားေရာက္ရန္ လမ္းစရိတ္ မတတ္ႏုိင္သူမ်ား 

ပါ၀င္ပါသည္။ 

ကိုယ္၀န္ေဆာင္ျခင္းကို "အမ်ိဳးသမီးကိစၥ"ဟု ႐ႈျမင္ၾကပါသည္။ အမ်ိဳးသမီးတစ္ဦးသည္ ကိုယ္၀န္ေဆာင္စဥ္ မိမိမွာ 

အိတ္ခ်္အိုင္ဗြီပိုးရိွေနေၾကာင္း ေတြ႕႐ိွရပါက စြန္႔ပစ္ခံရျခင္း၊ အၾကမ္းဖက္ခံရျခင္းႏွင့္  ဆင္းရဲႏြမ္းပါးျခင္း ကဲ့သိ႕ုေသာ 

ဆုိးက်ိဳးမ်ားကုိျဖစ္ေပၚေစႏုိင္ပါသည္။ အခ်ိဳ႕အမ်ိဳးသမီးမ်ားသည္ ေဆး႐ုံတြင္  ခြျဲခားႏိွမ္ခ်ဆက္ဆံ ျခင္း ခံရမည္ကို 

စုိးရိမ္ျခင္းေၾကာင့္လည္း ေဆးမစစ္ၾကပါ။ ယင္းသို႕ေသာ စုိးရိမ္စိတ္ေၾကာင့္ပင္ အိတ္ခ်္အိုင္ဗြီပိုးရိွ ေနေသာ 

အမ်ိဳးသမီးမ်ားသည္ မေမြးဖြားမီကိုယ္၀န္ ျပဳစုေစာင့္ေ႐ွာက္မႈ ၀န္ေဆာင္မႈမ်ားကို ရယူျခင္း မျပဳၾကပါ။ 

အၾကံျပဳခ်က္မ်ား 
၁။ အိတ္ခ်္အိုင္ဗြီပုိးရိွေနေသာေ ေသာ အမ်ိဳးသမီးမ်ားကို ျပဳစုေစာင့္ေ႐ွာက္ေရးအား အထူးသျဖင့္ အဓိကထားလ်က္ 

လံုၿခံဳစိတ္ခ်ရေသာ မိခင္ဘ၀စီမံကိန္းလုပ္ငန္းမ်ားတြင္ အမ်ိဳးသားမ်ားပါ၀င္လာေရး အားေပး ျမွင့္တင္သည့္ 

အစီအစဥ္မ်ားကို ထည့္သြင္းေဆာင္ရြက္ရန္။ 

၂။ လင္မယားႏွစ္ေယာက္အနက္ တစ္ေယာက္တြင္ အိပ္ခ်္အိုင္ဗီြပိုးရိွၿပီး က်န္တစ္ေယာက္တြင္ ေရာဂါပိုးမရိွ သည့္ 

စုံတြဲမ်ားအတြက္ ကုိယ္၀န္မေဆာင္မီ ေ႐ြးခ်ယ္ႏုိင္မည့္ နည္းလမ္းမ်ားကို ျဖည့္ဆည္း  အၾကံေပးရန္၊ 

နည္းလမ္းမ်ားတြင္ အခ်ိန္ကာလသတ္မွတ္၍ အကာအကြယ္မပါ႐ိွဘ ဲ လိင္ဆက္ဆံျခင္း၊ အိတ္ခ်္အိုင္ဗြီပိုး 

ရိွေနသူသည္ ကုသမႈခံယူၿပီး လအတန္ၾကာ ေဆးမွန္မွန္ေသာက္ၿပီးသည္အထိ ကုိယ္၀န္ေဆာင္ျခင္းကို 

ေ႐ႊ႕ဆုိင္းထားျခင္းတို႔ ပါ၀င္ပါသည္။ အိတ္ခ်္အိုင္ဗြီပိုးရိွေနေသာ အမ်ိဳးသမီးအေနျဖင့္ အိတ္ခ်္အိုင္ဗြီပုိး မ႐ိွ ေသာ 

အမ်ိဳးသားလက္တြေဲဖာ္ ႏွင့္ ကေလးငယ္တုိ႔ကို ေရာဂါကူးစက္မည့္ အႏၲရာယ္အနည္းပါးဆံုး ျဖစ္ေစ ရန္ 

သုက္ရည္ကို ကိုယ္တုိင္ထည့္သြင္းႏုိင္ပါသည္။* 

၃။ အမ်ိဳးသမီးမ်ား၊ မိန္းကေလးမ်ားႏွင့္ လိင္ေျပာင္း ထားသူမ်ားအတြက္စီမံကိန္းလုပ္ငန္းမ်ားတြင္ (အတြင္းေရး 

လွ်ိဳ႕၀ွက္ထား႐ိွေပးျခင္း အပါအ၀င္) က်ား-မလူမႈေရးရာအခန္းက႑မ်ားကို ထည့္သြင္းစဥ္းစားျခင္း 

ဆိုင္ရာသင္တန္းမ်ားကို က်န္းမာေရး၀န္ထမ္းမ်ား အားေပးရန္။ 
 

၃။ အမ်ိဳးသားမ်ားႏွင့္ ေယာက် ၤားသဘာ၀ 

ေယဘုယ်အားျဖင္အမ်ိဳးသားမ်ားသည္ အမ်ိဳးသမီးမ်ားႏွင့္ ႏိႈင္းယွဥ္ပါက အိတ္ခ်္အိုင္ဗြီအေၾကာင္း အသိပညာႏွင့္ 

သိျမင္နားလည္မႈ  ပုိမုိျမင့္မားပါသည္။ သို႕ေသာ္ ထိုသုိ႕ ပုိမုိ ျမင့္မားျခင္းေၾကာင့္ ေရာဂါမကူးစက္ေအာင္ 

အကာအကြယ္ရယူေသာ အျပဳအမူမ်ား ျပဳမူမည္ဟု ယတိျပတ္ မဆိုႏုိင္ပါ။ အိတ္ခ်္အိုင္ဗြီ ပိုးရိွေနေသာ 

အမ်ိဳးသားမ်ားသည္ မိမိတို႔မွာ အိတ္ခ်္အိုင္ဗြီပိုးရိွေနၿပီဟု မသကၤာေသာ အခ်ိန္ႏွင့္ ေသြးစစ္မႈခံယူေသာ 

အခ်ိန္အၾကားတြင္လည္းေကာင္း၊ ေသြးစစ္ရလဒ္ သိ႐ိွရေသာ အခ်ိန္ႏွင့္ အိတ္ခ်္အိုင္ဗြီပိုးရိွေနေၾကာင္း မိမိဇနီးကို 

ထုတ္ေဖာ္အသိေပးေသာ အခ်ိန္ အၾကားတြင္လည္းေကာင္း၊ အခ်ိန္ကာလတစ္ခု ၾကန္႔ၾကာမႈရိွေၾကာင္း 

ထုတ္ေဖာ္ေျပာၾကားၾကပါသည္။ က်ား-မ လူမႈေရးရာအခန္းက႑ စံႏႈန္းမ်ားေၾကာင့္ အမ်ိဳးသားမ်ားသည္ အမ်ိဳးသမီး 

လက္တြဲေဖာ္မ်ားႏွင့္ ကိုယ္ေရးကိုယ္တာ ရင္းႏီွးမႈ ကိစၥရပ္မ်ား၊ မိသားစု အစီအစဥ္ေရးဆြ ဲ (သားဆက္ျခား)ေရး 

ကိစၥရပ္မ်ားႏွင့္ လိင္ဆက္ဆံမႈ ကိစၥရပ္မ်ားကို ေဆြးေႏြးရာတြင္လံုေလာက္ေသာကၽြမ္းက်င္မႈမ်ား မရိွၾကပါ။ 
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အၾကံျပဳခ်က္မ်ား 

၁။ စုံတြဲမ်ားအားအခ်င္းခ်င္း ေဆြးေႏြးေစရန္ႏွင့္ ႏွစ္သိမ့္ေဆြးေႏြးအၾကံ ေပးမႈကို ခံယူလာေစရန္ တိုက္တြန္း 

အားေပးေရးအတြက္ ၀န္ေဆာင္မႈ ေပးသူမ်ားကို ေလ့က်င့္သင္တန္းေပးရန္၊ အဆိုပါသင္တန္း မ်ားတြင္ က်ား-မ 

အေျချပဳ အၾကမ္းဖက္မႈကို ေ႐ွာင္႐ွားႏုိင္ရန္၊ အိတ္ခ်္အိုင္ဗြီပုိး ေသြးစစ္ေဆးမႈ ခံယူျခင္းႏွင့္ ေသြးအေျဖကုိ 

ကိုယ့္လင္မယားခ်င္းထုတ္ေဖာ္ေျပာသည့္စုံတြဲ အေရအတြက္ တိုးျမင့္လာေစရန္ နည္းလမ္းမ်ား အပါအ၀င္ 

ေလ့က်င့္သင္တန္းေပးရန္ ျဖစ္ပါသည္။* 

၂။  ကုိယ္၀န္ေစာင့္ေရွာက္စဥ္ကာလႏွစ္သိမ့္ေဆြးေႏြး အႀကံေပးျခင္းကုိ ကူညီပ့ံပိုးေပးရန္၊ ထိုသုိ႔ေဆာင္ရြက္ျခင္း ျဖင့္ 

အိမ္ေထာင္ဖက္မ်ားအၾကား ေဆြးေႏြးတိုင္ပင္မႈ ျမင့္မားလာေစရန္ႏွင့္ ကြန္ဒုံးသံုးစြျဲခင္းအပါအ၀င္ ေရာဂါ 

ကာကြယ္ေရး အျပဳအမႈမ်ား တိုးျမွင့္လာေစရန္။ * 
 

၄။ လိင္လုပ္သားမ်ား( ျပည့္တန္ဆာမ်ား) 

ကြန္ဒုံးအသံုးျပဳမႈႏွင့္ လိင္အေပ်ာ္အပါးလိုက္စားျခင္းတို႔အၾကား ဆက္စပ္မႈမွာ ျမင့္မားပါသည္။ ထို႕ေၾကာင့္ ကြန္ဒုံး 

အသံုးျပဳသူမ်ားကုိ ခြျဲခားဆက္ဆံ ျခင္း သို႕မဟုတ္ အေပ်ာ္အပါးလိုက္စားသူမ်ားအျဖစ္ ရႈျမင္ခံရပါသည္။ 

ျပည့္တန္ဆာအိမ္မ်ားႏွင့္ ေဖ်ာ္ေျဖေရးေနရာဌာန(ဥပမာ-ေကတီဗီြ) ပုိင္႐ွင္မ်ားသည္ လိင္လုပ္သား (ျပည့္တန္ဆာ) 

မ်ားထံမွ ကြန္ဒုံးမ်ားကို သိမ္းယူေလ့ ႐ိွပါသည္။ ရဲကလည္း ကြန္ဒုံးလက္၀ယ္ ႐ိွျခင္းကို လိင္(ျပည့္တန္ဆာ)လုပ္ငန္း 

လုပ္ကိုင္သည့္ သက္ေသအေထာက္အထားအျဖစ္ ယူဆေနဆ ဲ ျဖစ္ပါသည္။ ဌာနတြင္းညႊန္ၾကားခ်က္အရ 

တားျမစ္ထားေသာ္လည္း ကြန္ဒုံးလက္၀ယ္ ႐ိွျခင္းေၾကာင့္ ဖမ္းဆီးမႈမ်ား ျပဳလုပ္ေနဆ ဲ ျဖစ္ပါသည္။ ရပ္ရြာထဲတြင္ 

တာ၀န္ထမ္းေဆာင္လ်က္ရိွေသာ၀န္ထမ္းမ်ားသည္ လိင္မႈကိစၥ လုပ္ငန္း လုပ္ကိုင္ေနသည့္ အခ်ိဳ႕ေသာေနရာမ်ားတြင္ 

ကြန္ဒုံးမ်ား ျဖန္႔ေ၀ခြင့္ မရၾကပါ။ အိတ္ခ်္အိုင္ဗြီပိုးရိွေသာ လိင္လုပ္သားမ်ားကို အလုပ္႐ွင္မ်ားက အလုပ္မွ 

ျဖဳတ္ပစ္ပါသည္။ ရလဒ္အားျဖင့္ ၎တို႔သည္ ဆင္းရဲႏြမ္းပါးၾကၿပီး မတရား ျပဳမူခံရျခင္း၊ အာဟာရ ခ်ိဳ႕တဲ့ျခင္း ႏွင့္ 

အခြင့္အေရးယူ ၀င္ေရာက္လာေသာ ကူးစက္ေရာဂါမ်ား ျဖစ္ပြားျခင္းတုိ႕ကုိ ၾကံဳေတြ႕ရမည့္ အႏၲရာယ္ ပိုမ်ားလာပါသည္။ 

ခြျဲခားႏိွမ္ခ်ဆက္ဆံျခင္းေၾကာင့္ လိင္လုပ္သားမ်ားအေနျဖင့္ ေအအာဗြီ ေဆး၀ါးမ်ားႏွင့္  လိင္မႈကိစၥ ႏွင့္ 

မ်ိဳးပြားက်န္းမာေရးဆိုင္ရာ ၀န္ေဆာင္မႈမ်ား ရယူအသုံးျပဳႏုိင္မႈကို လည္းအဟန္႔အတား ျဖစ္ေစပါသည္။ 

အိတ္ခ်္အိုင္ဗြီပိုးရိွေသာ  လိင္လုပ္သားမ်ား ဖမ္းဆီးခံရေသာအခါ ရမန္ယူထားစဥ္ သို႕မဟုတ္ ေထာင္ဒဏ္က်ခံေနရစဥ္ 

ေအအာတီ ေဆး၀ါးမ်ားကို ဆက္လက္၍ မရယူႏုိင္ျခင္း သို႕မဟုတ္ မေသာက္သံုးႏုိင္ျခင္းမ်ား ျဖစ္ႏုိင္ပါသည္။ ထိုအခါ 

ေဆးယဥ္ပါးျခင္း ျဖစ္လာႏုိင္သည့္ အႏၲရာယ္ ေပၚေပါက္လာပါသည္။ 

အၾကံျပဳခ်က္မ်ား 

၁။ သက္တူ႐ြယ္တူခ်င္း ပညာေပးသူမ်ားအတြက္ သင္တန္းေပးျခင္းဆိုင္ရာ သင္႐ုိးၫႊန္းတမ္းမ်ားကို 

ျပန္လည္သံုးသပ္ျခင္းႏွင့္   စံအျဖစ္သတ္မွတ္ထားေသာ သင္႐ုိးၫႊန္းတမ္းျပဳစုရန၊ အဆိုပါ သင္႐ုိးၫႊန္းတမ္း 

မ်ားတြင္ ရပ္ရြာျပည္သူလူထုကို ႏိႈးေဆာ္စည္းရုံးျခင္း၊ လိင္မႈကိစၥ ႏွင့္ မ်ိဳးဆက္ပြားက်န္းမာေရး 

၀န္ေဆာင္မႈမ်ား၊ ဥပေဒပုိင္း ပ့ံပိုးမႈေပးျခင္းႏွင့္ က်ား-မ လူမႈေရးအခန္းက႑ အေျချပဳ အၾကမ္းဖက္မႈမ်ား 

အေၾကာင္း ပါ၀င္ေစရန္။ 

၂။ လူ႕အခြင့္အေရးဆိုင္ရာကိစၥမ်ားႏွင့္ မတရားျပဳ ျခင္း မခံရေအာင္ လိင္လုပ္သားမ်ားကို ေလ့က်င့္ 

သင္တန္းေပးရန္။  
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၃။ ျပည္ထဲေရး၀န္ႀကီးဌာနမွ ဥပေဒအရာ႐ိွမ်ားႏွင့္ မူ၀ါဒခ်မွတ္သူမ်ားအား သက္ဆိုင္ရာကိစၥမ်ားအေၾကာင္း 

ေလ့က်င့္သင္တန္းေပးရန္  (ဥပမာ ေရာဂါပိုးကူးစက္မႈအႏၱရာယ္အဓိကရိွေသာ လူအုပ္စုမ်ားပါ၀င္ လ်က္  

အလုပ္႐ံုေဆြးေႏြးပြဲမ်ား၊ ေလ့လာေရးခရီးစဥ္မ်ား၊ စကား၀ုိင္းမ်ားျပဳလုပ္ျခင္း)၊ 
 

၅။ အမ်ိဳးသားခ်င္း လိင္ဆက္ဆံသူ (MSM) မ်ားႏွင့္ လိင္ေျပာင္းထားသူမ်ား  

အမ်ိဳးသားခ်င္း လိင္ဆက္ဆံျခင္းကို ျပစ္မႈဆုိင္ရာ ဥပေဒ (ရာဇသတ္ႀကီး) ပုဒ္မ ၃၇၇ အရ လက္ေတြ႕တြင္ ျပစ္မႈအျဖစ္ 

သတ္မွတ္ထားပါသည္။ အမ်ိဳးသားခ်င္း လိင္ဆက္ဆံသူ (MSM) မ်ားႏွင့္ လိင္ေျပာင္းထားသူမ်ား ကလည္း မိမိတို႔ကို 

ရဲက အျခား ျပ႒ာန္းဥပေဒမ်ားကို အသံုးျပဳ၍ အေႏွာင့္အယွက္ေပးသည္ဟု ဆိုၾကပါသည္။ လိင္တူဆက္ဆံသည့္ 

အျပဳအမူကို ျပစ္မႈအျဖစ္ သတ္မွတ္ျခင္းမွာအ႐ုိးစြေဲနေသာ က်ား-မလူမႈေရးရာ အခန္းက႑ႏွင့္ ေယာက်ာ္း 

တစ္ေယာက္အျဖစ္သတ္မွတ္သည့္ စံႏႈန္းမ်ားေၾကာင့္ ပုိမုိဆိုး၀ါးလာၿပီး MSM မ်ားအတြက္ အႏၲရာယ္ က်ေရာက္ႏုိင္မႈႏွင့္ 

အိတ္ခ်္အိုင္ဗီြပိုးကူးစက္ခံရႏုိင္မႈကုိ  ပုိမုိမ်ားျပားေစပါသည္။  MSM မ်ား(အပုန္းမ်ား)သည္အမ်ား အားျဖင့္ 

အိမ္ေထာင္႐ိွၾကၿပီး ကြန္ဒုံးကုိ ၀ယ္ယူအသံုးျပဳရန္လည္းေကာင္း၊ မိမိတို႔တြင္  အိတ္ခ်္အိုင္ဗြီပိုး ႐ိွမ႐ိွကို စစ္ေဆး 

ေဖာ္ထုတ္ရန္လည္းေကာင္း တြန္႔ဆုတ္သည္ဟု ယူဆၾကပါသည္။ MSM မ်ားတြင္ လိင္ဆက္ဆံဘက္ ေယာက်ာ္းေရာ 

မိန္းမပါအမ်ား အျပား႐ိွႏုိင္ပါသည္။ အသက္ႀကီးေသာ MSM မ်ားသည္ အသက္ငယ္ေသာ MSM မ်ားထက္ 

လိင္ဆက္ဆံမႈကို ပုိမုိ၍ မၾကာခဏ လိုက္စားေလ့ ႐ိွသည္ဟု ယူဆၾကပါသည္။ လိင္ေျပာင္းထားသူမ်ား 

အၾကားတြင္လည္း အလားတူပင္ ျဖစ္ပါသည္။ လိင္ေျပာင္းထားသူမ်ားမွာ ႐ုပ္သြင္အားျဖင့္ ပုိမုိ၍ သိလြယ္ျခင္းေၾကာင့္ 

ခြျဲခားဆက္ဆံမႈ ကုိ ပုိမုိၾကံဳေတြ႕ရပါသည္။ 

အၾကံျပဳခ်က္မ်ား 

၁။ MSM ႏွင့္ လိင္ေျပာင္းထားသူမ်ားဆိုင္ရာ အခ်က္အလက္မ်ားကို ခြျဲခားေဖာ္ျပရန္၊ MSMမ်ားကို အဓိကထားေသာ 

၀န္ေဆာင္မႈမ်ားအျပင္ လိင္ေျပာင္းထားသူမ်ားကို ဦးတည္ရည္႐ြယ္သည့္ ၀န္ေဆာင္မႈမ်ား ကုိလည္း ျဖည့္ဆည္း 

ေပးရန္၊ တစ္ေနရာမွတစ္ေနရာသုိ႔  ေ႐ႊ႕ေျပာင္းသြားလာေနထိုင္လာေသာ MSM မ်ားႏွင့္ လိင္ေျပာင္းထားသူမ်ား 

အပါအ၀င္  MSM(အပုန္းမ်ား) မ်ားႏွင့္ လိင္ေျပာင္းထားသူမ်ားထံ ေရာက္႐ိွႏုိင္မည့္ ဆန္းသစ္ တီထြင္ေသာ 

ေရာဂါတားဆီးကာကြယ္ေရး အစီအစဥ္မ်ား ေရးဆြဲရန္ (အျပဳအမူေျပာင္းလေဲရးဆိုင္ရာ ဆက္သြယ္ေျပာဆိုျခင္း 

(BCC)၊ သတင္းအခ်က္အလက္ ပညာေပးျခင္းႏွင့္ ဆက္သြယ္ေျပာဆိုျခင္း (IEC)၊ အင္တာနက္ အေျချပဳ 

ပညာေပးေရးလုပ္ငန္းမ်ား အပါအ၀င္ စံသတ္မွတ္ထားေသာ ၀န္ေဆာင္မႈမ်ား  ေဖာ္ထုတ္ရန္။ 

၂။ ျပစ္မႈဆုိင္ရာဥပေဒ (ရာဇသတ္ႀကီး) ပုဒ္မ ၃၇၇ ကို ျပန္လည္သံုးသပ္ျခင္းႏွင့္ အိတ္ခ်္အိုင္ဗြီ ပိုးရိွေနသူမ်ား ႏွင့္ 

ေရာဂါကူးစက္ခံရႏုိင္မႈ အႏၱရာယ္အဓိကရိွေသာ လူအုပ္စုမ်ားကို အကာအကြယ္ေပးေသာ ဥပေဒသစ္မ်ားကို 

ေရးဆြဖိုဲ႔  စဥ္းစားရန္။ 
 

၆။ မူးယစ္ေဆး၀ါးကိုထုိးသြင္းသူမ်ား (People Who Inject Drugs -  PWID) 

အသက္၊ က်ား-မ ႏွင့္ သံုးစြေဲသာ မူးယစ္ေဆး၀ါး အမ်ိဳးအစား (ထိုးသြင္းသံုးစြျဲခင္း ႏွင့္ အျခားနည္းျဖင့္ သံုးစြျဲခင္း) 

အလိုက္ ခြျဲခားသတ္မွတ္ၿပီး မူးယစ္ေဆး၀ါးသံုးစြသဲူအေရအတြက္ စုစုေပါင္း ခန္႔မွန္းခ်က္မ်ား ျပဳလုပ္ရန္ 

အခ်က္အလက္မ်ား ကုိ စုေဆာင္းရယူရာတြင္ လစ္ဟာခ်က္မ်ား ႐ိွပါသည္။ မူးယစ္ေဆး၀ါးကုိ  ထိုးသြင္းေသာ 

အမ်ိဳးသမီးမ်ားႏွင့္ မိန္းကေလးမ်ားအေၾကာင္း အခ်က္အလက္မ်ားမွာ  မရိွသေလာက္ နည္းပါးပါသည္။ 

မူးယစ္ေဆး၀ါးကုိ ထိုးသြင္းသံုးစြဲေသာ အမ်ိဳးသမီးမ်ားသည္ လူသိ႐ွင္ၾကားျဖစ္ၿပီး ခြျဲခားဆက္ဆံခံရျခင္း ျဖစ္ပြားမည္ကို 
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 စုိး႐ံြ႕ျခင္း၊ ကိုယ္တိုင္ ခြျဲခားသတ္မွတ္ေနထိုင္ျခင္း၊ မိမိကိုယ္ကို လြန္စြာ ႐ွက္စဖြယ္ဟု ယူဆျခင္း၊ မိသားစုကို 

ျပဳစုေစာင့္ေ႐ွာက္ရသည့္  သူမ်ားျဖစ္ေနျခင္းတို႔ေၾကာင့္  ၀န္ေဆာင္မႈမ်ားကို မရယူဘဲ ေနတတ္ၾက ေလရာ ၎တို႔ထံ 

လက္လွမ္းမီ ေရာက္႐ိွေရးမွာ စိန္ေခၚမႈ အခက္အခဲ တစ္ရပ္ ျဖစ္ပါသည္။ ရလဒ္အားျဖင့္ မူးယစ္ေဆး၀ါး ထိုးသြင္းေသာ 

အမ်ိဳးသမီးမ်ားသည္ လိင္မႈကိစၥ ႏွင့္ မ်ိဳးဆက္ပြားက်န္းမာေရး၊ ေရာဂါကူးစက္ခံရႏုိင္မႈအႏၱရာယ္ ေလွ်ာ့ခ်ေရးႏွင့္ 

အိတ္ခ်္အိုင္ဗြီကုသမႈ၀န္ေဆာင္မႈမ်ားကို ရယူျခင္း မ႐ိွၾကပါ။ ယခုအခါ မက္သဒုံးျဖင့္ အစားထိုးကုသမႈ methadone 

maintenance therapy (MMT) ခံယူသူ ၁.၄%သာလွ်င္ အမ်ိဳးသမီးမ်ား ျဖစ္ပါသည္။ လိင္လုပ္ငန္း လုပ္ကိုင္ျခင္း 

(အမ်ိဳးသမီးမ်ားႏွင့္ လိင္ေျပာင္းထားသူမ်ား) ႏွင့္ မူးယစ္ ေဆး၀ါး ထိုးသြင္းအသံုးျပဳျခင္း အပါအ၀င္ အိတ္ခ်္အိုင္ဗြီ 

ကူးစက္ျဖစ္ပြားႏုိင္သည့္ အေၾကာင္းအခ်က္အမ်ား ဆက္စပ္ေနပုံကို ေလ့လာခ်က္မ်ား မျပဳလုပ္ ရေသးပါ။ 

အၾကံျပဳခ်က္မ်ား 

၁။ ေရာဂါကူးစက္ခံရႏုိင္မႈ အႏၲရာယ္ရိွေသာ အျပဳအမူမ်ားကုိ ျပဳလုပ္သူမ်ား (မူးယစ္ေဆး၀ါးမ်ားထိုးသြင္းသူမ်ား၊ 

လိင္လုပ္သားမ်ား၊ MSM မ်ား၊ လိင္ေျပာင္းထားသူမ်ား)၏ လိင္ဆက္ဆံဖက္မ်ားကို ႏွစ္သိမ့္ေဆြးေႏြးအႀကံေပးမႈ 

ခံယူေစၿပီး အိတ္ခ်္အုိင္ဗြီပုိး စစ္ေဆးရန္ အားေပးျခင္း၊ (ေရာဂါကူးစက္ခံရႏုိင္မႈအႏၱရာယ္ေလွ်ာ့ခ်ရန္္) ရပ္ထရဲြာထဲ 

အထိအမ်ိဳးသမီး၀န္ထမ္းမ်ား   ေရာက္ရိွေရးအတြက္ အစီအစဥ္မ်ား ထည့္သြင္းျခင္းႏွင့္ အိတ္ခ်္အိုင္ဗြီ ကုသမႈ 

အေၾကာင္း အသိပညာႏွင့္ နားလည္မႈ ျမွင့္တင္ေပးရန္။ 

၂။ အသက္ႏွင့္ က်ား-မ အလိုက္ ခြျဲခားေဖာ္ျပထားေသာ PWID ဆုိင္ရာ အခ်က္အလက္မ်ားႏွင့္ ၎တို႔၏ 

လိင္ဆက္ဆံဖက္မ်ားဆုိင္ရာ အခ်က္အလက္မ်ား ရ႐ိွႏုိင္ေရးလုပ္ေဆာင္ရန္။ 

၃။ မူးယစ္ေဆး၀ါးကုိ ထိုးသြင္းသူ အေရအတြက္မ်ားျပားေသာ နယ္ေျမေဒသမ်ား (ဖားကန္႔၊ လား႐ိႈး၊ မူဆယ္၊ 

ျမစ္ႀကီးနားႏွင့္ ပင္လယ္ဘူး) တြင္ အမ်ိဳးသမီးမ်ားႏွင့္သင့္ေတာ္ေသာရာဂါကူးစက္ခံရႏုိင္မႈ ေလ်ာ့နည္းက်ဆင္းေရး 

အစီအစဥ္မ်ားကုိ ေရးဆြဲေဆာင္႐ြက္ရန္။ 
 

က႑ေပါင္းစုံႏွင့္ သက္ဆုိင္ေသာ အၾကံျပဳခ်က္မ်ား 

၁။ က်ား-မလူမႈေရးရာက႑အလိုက္ အိတ္ခ်္အိုင္ဗြီ ကပ္ေရာဂါ ျဖစ္ပြားမႈ အေျခအေနကိုသိရိွ နားလည္ႏုိင္ရန္ႏွင့္ က်ား-

မ အခန္းက႑ကို  ထည့္သြင္းစဥ္းစားေသာမူ၀ါဒ ႏွင့္ လုပ္ငန္းအစီအစဥ္ ေရးဆြ ဲအေကာင္အထည္ ေဖာ္ရန္အတြက္ 

လိုအပ္ေသာ သုေတသန လုပ္ငန္းမ်ားကို လုပ္ေဆာင္ဖို႔ အားေပး ျမွင့္တင္ရန္၊ 

၂။ သတင္းအခ်က္အလက္လုိအပ္ခ်က္ ႐ိွေနသည့္ ေအာက္ပါနယ္ပယ္မ်ားတြင္ လုပ္ငန္းပုိင္းဆိုင္ရာ  သုေတသန 

လုပ္ငန္းမ်ား လုပ္ေဆာင္ရန္၊ 

(က) လိင္လုပ္သားမ်ား၊ အိတ္ခ်္အိုင္ဗြီပိုးရိွေနေသာ အမ်ိဳးသမီးမ်ား၊ MSM မ်ား၊ လိင္ေျပာင္းထားသူမ်ား (ႏွင့္ 

လိင္တူဆက္ဆံသူ အမ်ိဳးသမီးမ်ား) အၾကားတြင္ က်ား-မလူမႈေရးရာ အခန္းက႑ အေျချပဳ 

အၾကမ္းဖက္မႈ ျဖစ္ပြားႏႈန္း၊ ထုိသို႔ အၾကမ္းဖက္မႈေတြ႕ၾကံဳခံစားရသူမ်ားသည္ အိတ္ခ်္အုိင္ဗြီပိုး  

ကူးစက္ခံရမည့္ အႏၲရာယ္ ပုိမုိ ၾကံဳေတြ႕ရပါသလား။ 

(ခ) MSM ႏွင့္ လိင္ေျပာင္းထားသူ လိင္လုပ္သားမ်ား၏ လူမႈေရး ကြန္ရက္မ်ားကို ေလ့လာရန္။ 

(ဂ) မူးယစ္ေဆး၀ါးကုိ ထိုးသြင္းသူမ်ားအနက္ အမ်ိဳးသမီးအေရအတြက္ မည္မွ်ရိွပါသလဲ။ ၎တို႔သည္ 

လူမႈအသိုင္းအ၀န္းထသဲုိ႔ ၀င္ဆန္႔ရန္ ခက္ခဲသူမ်ားျဖစ္ပါသလား။ 
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(ဃ) ျမန္မာႏုိင္ငံတြင္ ေရာဂါပိုးကူးစက္ခံရႏုိင္မႈ  "အႏၲရာယ္ နည္းပါးေသာ" အမ်ိဳးသမီးမ်ား အိတ္ခ်္အိုင္ဗြီပိုး 

မည္သုိ႔ကူးစက္ခံရပါသလဲ။ 

(င) မူးယစ္ေဆး၀ါးကုိ  ထုိးသြင္းသူ အမ်ိဳးသားမ်ားႏွင့္ MSM မ်ား၏ အမ်ိဳးသမီး လိင္ဆက္ဆံဖက္ မ်ားထံ 

လက္လွမ္းမီ ေရာက္႐ိွႏိုင္မည့္ နည္းလမ္းမ်ား။ 
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Summary of key issues and prioritised recommendations 
 
I. Women, girls and women living with HIV 

 
Gender and cultural norms contribute towards women having inequitable access to knowledge and 
skills that would protect them and reinforce good health-seeking behaviours. While it is tolerated 
that men can engage in high risk behaviours such as polygamous secret marriages, buying sex, 
and alcohol and drug abuse, women and girls are viewed as promiscuous, indecent or immoral if 
they seek information on sexual and reproductive health and rights. Women have no safe avenue 
of redress when trust is breached, including no legal protection against violence within intimate 
partner relationships. Care and support services in general lack a human rights perspective.  

Recommendations 

1. Expand comprehensive prevention through community outreach and peer education to reach 
HIV-positive women and women vulnerable to HIV. 

2. Provide community training on gender equitable norms to reduce gender harmful norms,* in 
relation to HIV prevention, treatment and care. 

3. Provide information and skills-building support to reduce unprotected sex.* 

 

II. PMTCT and OVC 

Although the target of providing ARV prophylaxis to HIV-positive pregnant women was reached 
(Progress Report 2012), the uptake of HIV testing among pregnant women is still low and loss to 
follow-up before and after birth is high. Some women who need access to services are not being 
reached, such as those in areas of civil unrest; camps for internally displaced people; and other 
poor or street-based women, including those who cannot afford transportation to the service sites. 

Pregnancy is seen as a “woman’s issue”. If a woman finds out that she is HIV-positive during 
pregnancy it could lead to detrimental outcomes for her, such as abandonment, violence and 
poverty. Fear of stigma and discrimination in hospital settings deters women from getting tested, 
and deters women living with HIV from seeking antenatal care services.  

Recommendations  

1. Integrate programmes to promote male involvement in the safe motherhood programme, with 
a particular focus on the care of women living with HIV.  

2. Provide pre-conception options for serodiscordant couples. Options include timed 
unprotected intercourse, and delayed conception until the HIV-positive partner is on 
treatment and adherent for a number of months. Self-insemination can minimize the risk of 
HIV transmission from an HIV-positive woman to her seronegative male partner and infant.* 

3. Train health care workers to adopt gender sensitive approaches for women, girls and 
transgender persons (including ensuring confidentiality). 

 

III. Men and masculinities  
 

Men generally have greater knowledge and awareness of HIV compared to women, but this 
knowledge does not necessarily translate into protective behaviour. Men living with HIV report a 
lapse of time between suspecting they are HIV-positive and getting tested, and between testing 
HIV-positive and disclosing their positive serostatus to their wives. Gender norms contribute 
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towards shortcomings in the communication and interpersonal skills of males to discuss issues 
relating to intimacy, family planning and sexuality with their female partners.  

Recommendations 

1. Train providers to encourage couple dialogue and counselling, including techniques to avert 
gender-based violence, to increase the number of couples who receive and disclose their 
HIV test results.* 
 

2. Facilitate informed and appropriate counselling during antenatal care to increase discussion 
between partners and increase protective behaviours, including increased condom use.* 
 

IV. Sex workers 
 

The link between condom use and illicit sex is high and therefore condom use may be seen as 
stigmatised, or confirmation of the illicitness of the activity. Brothel and entertainment venue 
owners confiscate condoms from sex workers and police still consider condom possession as 
evidence of sex work and to justify arrest despite the law prohibiting this. Outreach workers are 
not allowed to distribute condoms in some places where sex work occurs. HIV-positive sex workers 
are fired by their employers and as a result become susceptible to poverty, further increasing their 
vulnerability to abuse, malnutrition and opportunistic infections. Stigma and discrimination hinder 
sex workers’ access to antiretroviral therapy (ART) and sexual and reproductive health services. 
HIV-positive sex workers who are arrested may not be able to access or continue ART while in 
remand or serving a prison sentence, which is a risk for the development of drug resistance. 

Recommendations 

1. Review training curriculums and develop a standardised training curriculum for peer 
educators to include community mobilization, sexual and reproductive health services, legal 
support and gender-based violence. 

2. Train sex workers on human rights and redress. 

3. Sensitization and training of law enforcement officials and policy makers of Ministry of Home 
Affairs (such as workshops, study tours, and dialogue involving key populations, officials and 
policy makers).  

  

V. Men who have Sex with Men (MSM) and Transgender People  
 

Sex between males is de facto criminalised under Section 377 of the country’s penal code, and 
MSM and transgender people also report being harassed by the police under other statutes. 
Criminalisation of homosexual behaviour, exacerbated by strong gender and masculinity norms, 
further increases the risk and exposure to HIV for MSM. ‘Hidden’ MSM are often married and are 
thought to be reluctant to buy and use condoms, or to find out or disclose their HIV status. MSM 
may have multiple partners, both male and female. Older MSM are thought to buy sex more often 
than younger MSM. The same applies to older transgender persons. Transgender people are more 
easily identifiable by their physical appearance and are therefore subject to high levels of 
discrimination.   

Recommendations 

1. Disaggregate data for MSM and transgender persons; provide services targeted to 
transgender persons in addition to services focusing on MSM. Develop innovative prevention 
programmes to reach hidden MSM and transgender persons, including mobile MSM and 
transgender persons (defining a standard package of services, including BCC, IEC, web-
based strategies).ii 
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2. Review Penal Code Section 377 and consider creating new (anti-discrimination) laws that 
are protective of people living with HIV and key affected populations. 
 

VI. People who inject drugs 
 

There are gaps in data collection on people who use drugs: population size estimates 
disaggregated by age, gender and type of drug use (injecting, non-injecting). Little is known about 
women and girls who inject drugs. Reaching out to women who inject drugs is a challenge, as 
they may not access services due to fear of public stigma and discrimination, alongside self-
stigmatisation; a deep sense of personal shame; and also because they are caregivers to the 
family. As a result, women who inject drugs are not accessing sexual and reproductive health, 
harm reduction and HIV treatment services. At present, only 1.4 per cent of methadone 
maintenance therapy (MMT) patients are women. The interaction of multiple risk factors for HIV 
transmission, including sex work (female and transgender) and injecting drug use, has not been 
studied. 

Recommendations 

1. Outreach to encourage HIV counselling and testing for partners of people who engage in 
high risk behaviour (PWID, sex workers, MSM, transgender persons); include designing 
programmes that use female outreach workers (for harm reduction) and increasing HIV 
treatment literacy and awareness. 

2. Ensure availability of age and gender disaggregated data on PWID and data on their sexual 
partners. 

3. Develop women-friendly harm reduction programmes* in areas where there are high 
numbers of people who inject drugs (Hpakant, Lashio, Muse, Myitkyina and Pinlebu). 
 
 

Cross-cutting recommendations  
1. Promote age, sex-disaggregated data and gender sensitive research for a better 

understanding of the gender and HIV epidemiological situation and gender sensitive policy 
and programme formulation and implementation. 

2. Initiate operational research in areas where there are gaps in information, such as: 

a. What is the incidence of gender-based violence among sex workers, women living 
with HIV, MSM, transgender (and women who have sex with women) of those who 
experience gender-based violence, are they at increased risk of HIV infection? 

b. Map social networks of MSM and transgender sex workers. 

c. How many injecting drug users are women? Are they a “hidden population”? 

d. How do “low risk” women in Myanmar acquire HIV?  

e. How can we reach female partners of men who inject drugs and MSM? 
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 Background 
 

Gender equality is defined in the Myanmar National Strategic Plan on HIV and AIDS 2011–2015 

as “the equal enjoyment by females and males (of all ages and sexual orientations) of rights, 

socially valued goods, opportunities, resources and rewards”. The World Health Organization 

defines gender as “socially constructed roles, behaviours, activities, and attributes that a given 

society considers appropriate for men and women”.iii  

Understanding gender equality is key to understanding what makes men, women and transgender 

persons at risk to HIV. Gender equality has an important influence on the health knowledge and 

health behaviours of individuals. Gender norms – perpetuated by individuals, society, cultural 

and/or religious practices and reinforced by legislation and policy – contribute to disparities in the 

burden of ill health on all individuals.  

In order to increase coverage of HIV interventions in Myanmar, it is important to understand the 

dimensions in which gender inequality hinders the effectiveness of existing programmes. Many 

questions remain unanswered. Why are women who were previously categorised as “low risk 

women” increasingly at risk to HIV infection? Are the needs of female and transgender persons 

who inject drugs adequately met in harm reduction programmes, including MMT? What do we 

know of young key affected populations?  

The key to successful HIV interventions is to map out ways in which the National Strategic Plan 

can become sufficiently gender sensitive to target and promote HIV prevention, testing and ensure 

equal and non-discriminatory access to antiretroviral therapy (ART).  
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Source: HIV Estimates and Projections Asian Epidemiological Model Myanmar 2010-2015 
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 The HIV epidemic in Myanmar 

The HIV epidemic in Myanmar is concentrated among 
key populations at higher risk. There has been a 
downward trend in HIV prevalence in the general 
population, from a peak of 0.75 per cent in 2000–2001 
to an estimated 0.47 per cent in 2012–2013. 
Approximately 37 per cent (n=76,664) of people living 
with HIV in Myanmar are women. The number of “low-
risk” women newly infected with HIV has increased 
over the years iv. 

 
Myanmar has been carrying out an annual HIV 
Sentinel Sero-surveillance Survey (HSS) since 1992. 
The 2012 survey (HSS 2012) included eight sentinel 
groups: pregnant women attending antenatal care 
clinics (ANC), new military recruits, blood donors, 
newly diagnosed tuberculosis (TB) patients, people 
who inject drugs (PWID), men who have sex with men 
(MSM), female sex workers (FSW) and male patients 
attending sexually transmitted infection (STI) clinics. 
In 2012, HIV prevalence was 0.7 per cent in women 
tested at antenatal clinics and above five per cent 
across key affected populations. HIV prevalence 
remains highest among PWID, followed by new TB 
patients, MSM and FSW. The median HIV prevalence 
among PWID was 17 per cent, ranging from 6.7 to 29 
per cent depending on the survey site.v Although the 
report shows that HIV prevalence among PWID is 
declining, use of contaminated injecting equipment 
remains a significant route of HIV transmission in the 
country.  

 

The National AIDS Programme recognises the threat of sexual transmission of HIV to “low risk 
women”, i.e. wives and female sexual partners of men who inject drugs, men who are clients of 
sex workers and men who have sex with both men and women.vi  

 

HIV prevalence is higher in urban areas (e.g. Yangon and Mandalay) and in the northern part of 
the country, which has a higher concentration of people who inject drugs. HSS 2012 indicated that 
HIV prevalence varied significantly across sentinel sites, reaching 29 per cent among PWID in 
Myitkyina, and 21.3 per cent in men who have sex with men and 15 per cent in female sex workers 
in Pathein.   

Getting to Zero in Myanmar 

 Maintain the focus on interventions 
for key populations at higher 
risk 
 

 Scale up harm reduction for 

people who inject drugs – avert 
more new infections than any other 
interventions 

 
 Provide prevention services to 

7,000 high risk men who have 
sex with men (MSM) – cut 50% 
new infections among this group 

 
 Put 106,000 PLHIV on ARV 

treatment by 2016 – cut 50% AIDS 
related deaths by 2020  

 
Maximum impact will be achieved by 

prioritising interventions targeting: 

1. People Who Inject Drugs (PWID) 

2. Men who have sex with men (MSM) 

3. Female Sex Workers (FSW) 

4. Young FSW and MSM 

 

Source: Myanmar Investment Case 
Report (2013)
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 Gender assessment of the national HIV response 

 
The gender assessment of the national HIV response was commissioned by UNAIDS Myanmar 
Country Office. The assessment was undertaken concurrently with other evaluation activities for 
the mid-term review of the Myanmar National Strategic Plan on HIV and AIDS 2011–2015, which 
was carried out in January 2014.   

The goal of the gender assessment is to ensure that gender equality principles and gender 
transformative interventions (where feasible) are incorporated into the national response to HIV at 
the mid-term review of National Strategic Plan on HIV and AIDS 2011–2015. The assessment was 
conducted with the following objectives: 

1. To understand the HIV epidemic and country context from a gender perspective 

2. To formulate key strategic recommendations for the country response to HIV from a gender 
perspective 

3. To analyse and use the findings of the gender assessment to strengthen the existing HIV 
response, guided by international best practices. 
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 Methodology  

 

 

 

Figure 1: Process Flowchart of the Gender Assessment in Myanmar 

Figure 1 illustrates the process of the gender assessment in a flowchart. The Gender Assessment 
Core Team met on 28 November 2013 to examine the data in the pre-populated tool and conduct 
first-level analysis. Aside from validating the data that had been pre-populated in the Gender 
Assessment Tool, the core team also provided valuable additional input to further enhance 
understanding of the gender perspective in HIV programming. This process eliminated the 
necessity to repeat the analysis of the Gender Assessment Tool during the multi-stakeholder 
workshop. It also afforded time for the internal support team and consultants to prepare key 
documents for the consultation, including summaries of key issues for each key affected population 
and a draft list of proposed recommendations drawn from regional best practices and the What 
Works for Women and Girls evidence base.  

The Gender Assessment Workshop was held on 4–5 December 2013 in Yangon. Approximately 
50 participants attended, representing government agencies, non-governmental organisations  
(both national and international) and civil society, as well as development partners including 
donors. Participants were divided into workgroups on: 1) women, girls, and women living with HIV, 
2) PMTCT and OVC, 3) men and masculinities, 4) sex workers, 5) MSM and transgender persons, 
and 6) people who inject drugs. 
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 Key issues identified in a gap analysis 

A gap analysis using the Gender Assessment Tool identified a substantial number of issues, which 
were then summarized and consolidated in a single document for further analysis at the workshop. 
Recognising that it would be impractical to address all issues identified by the Gender Assessment 
Tool, groups representing all key populations were asked to focus on delineating issues using the 
following criteria: 

1. Most critical issues faced by their constituents 
2. Issues requiring urgent gender-sensitive interventions  
3. Practical recommendations for the mid-term review of the National Strategic Plan on HIV 

and AIDS 2011-2015. 

The following sections highlight prioritised issues identified by groups representing:  
1. Women, girls, and women living with HIV 
2. PMTCT and OVC 
3. Men and masculinities 
4. Sex workers 
5. Men who have sex with men, and transgender persons 
6. People who inject drugs. 

 

I. Women, girls, and women living with HIV 
The male to female ratio for new HIV cases is decreasing as the course of the epidemic progresses 
in Myanmar. In 1994, there were eight new cases of HIV in men for every one new case in women, 
but by 2008, the ratio had reduced to 2.1:1.vii Various factors determine a woman’s risk to HIV. 
Exposure to HIV may begin at a young age. According to a Behavioural Surveillance Study 
conducted in 2008 among out-of-school youth (n=6,954), the median age of sexual debut was 
reported as 19 years for males and 18 years for females. This does not take into account child 
marriages, which are more commonly practised in some communities. The assessment found that 
while there are laws to protect children against early and forced marriage, marriage of minors is 
permissible with parental authority (e.g. Muslim girls may be married with parental consent as early 
as 14 years of age). In those cases, girls are often married to men who are significantly older, with 
a longer history of sexual encounters. 

Evidence shows that violence against women can also contribute to a higher risk of HIV infection 
for women.viii Gender norms and constructs of femininity dictate that women are expected to be 
faithful, and they have no safe avenue of redress when trust is breached—including no legal 
protection against intimate partner violence. These norms also hinder women from having 
knowledge about sex and sexual health. Marital rape is not a criminal offence under the penal 
code, but at time of conducting the assessment it was noted that a bill is being drafted to protect 
women from domestic violence and to impose penalty on domestic violence. There are no anti-
discrimination laws to protect the rights of citizens to fully exercise their rights to health, protection 
against violence, access to information and employment opportunities, particularly for people living 
with HIV and key affected populations. 

According to available literature about gender-based violence, sexual violence and intimate partner 
violence in Myanmar, there are very few actual cases of survivors reporting to authorities in 
Myanmar, due in large part to the shortage of services available, and fears of further risks they 
may face by reporting what happened to them.  According to reports from Women’s League of 
Burma in January 2014, 100 cases of sexual violence have been documented in Kachin State 
between 2011 and 2014, but which “represent only a fraction” of the actual number. ix 

At present, the linkage between gender-based violence and HIV is weak and the availability of 
gender-based violence related services at both government and non-government service delivery 
points is very limited. Gender norms discourage men and women (married and unmarried) from 
discussing sex, and women have less power to insist on safe sex.  

It was also found that there is limited synergy between the National Strategic Plan on HIV and 
AIDS and the National Strategic Plan for the Advancement of Women (NSPAW). The latter has 
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only recently been launched (2013). The NSPAW follows the Beijing Platform for Action and 
addresses HIV under health, and women and decision-making. There is scope for the NSPAW to 
also address gender equality in intimate relationships; gender equality in household decision-
making; transforming concepts of masculinity that encourage sexual risk-taking and discourage 
health-seeking behaviours; access to economic empowerment opportunities, including through 
microcredit or cash transfer; gender-based stigma and discrimination against people living with 
HIV; and access to social services.   

Recommendations 

1. Expand comprehensive prevention through community outreach and peer education to 
reach HIV-positive women and women vulnerable to HIV. 

2. Promote establishment of women- and youth-friendly health services that are conveniently 
located, affordable, confidential and non-judgmental.* 

3. Sensitize male partners, families, and communities on sexual and reproductive health. 
4. Provide continued counselling (either group or individual) and related training for those who 

are HIV-positive and those affected by HIV to relieve psychological distress.* 
5. Train and empower women to negotiate condom use (including female condoms) and dual 

protection contraception.* 
6. Provide community training on gender equitable norms to reduce gender harmful norms, 

in relation to HIV prevention, treatment, and care.* 
7. Provide information and skills-building support to reduce unprotected sex.* 
8. Provide health facility based peer support systems to assist newly diagnosed HIV-positive 

women (psychosocial, partner notification, treatment adherence, referrals to shelters). 
9. Ensure access to women-friendly HIV prevention, ART, reproductive health services, HIV 

counselling and testing, post-exposure prophylaxis, and psychosocial support services for 
women who are displaced (man-made and natural disasters). 

10. Ensure linkages between the National Strategic Plan on HIV and AIDS and the National 
Strategic Plan for the Advancement of Women (NSPAW). 
 

II. PMTCT and OVC  

HIV prevalence among pregnant women attending ANC clinics is at its lowest since 1992, 
according to HSS 2012, at 0.7 per cent (range 0–2 per cent across 35 sentinel sites). However, it 
is important to note patterns of geographical distribution in the data and investigate why the 
prevalence is higher in some areas than others. For example, the prevalence was highest in 
Yangon, which showed an increasing trend, followed by Myawaddy and Taunggyi. On the other 
hand, Muse showed a decline from three per cent in 2007 to 0.8 per cent in 2012.x  HSS 2009 
reported that 13 per cent of infants born to HIV-positive mothers were infected with HIV.xi  

Although the target of providing ARV prophylaxis to HIV-positive pregnant women was reached 
(Progress Report 2012), the uptake of HIV testing among pregnant women is still low and loss to 
follow-up before and after birth is high.  

Some women who need access to services are not being reached such as those in areas of civil 
unrest; camps for internally displaced people; and other poor or street-based women, including 
those who cannot afford transportation to the service sites or fees associated with health care. 

Pregnancy is seen as a “woman’s issue”, a common gender and cultural norm in Asia. Male 
involvement during antenatal and postpartum care is not expected by both men and women and 
is therefore low. If a woman finds out that she is HIV-positive during pregnancy it could lead to 
detrimental outcomes for her, such as abandonment, violence and poverty. Social stigma attached 
to having HIV deters women from getting tested and fear of discrimination deters women living 
with HIV from seeking ANC services.  

There is a prevalent belief in society that women who are HIV-positive should not have children, 

and one of the key concerns raised during the assessment was limited counselling support for 

reproductive health of HIV positive women which can result in possible pressure by health care 

staff for HIV-positive women to undergo sterilisation. There were few accounts of HIV-positive 
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women being asked to sign consent forms for sterilisation without proper counselling, before 

advent of PMTCT, hence depriving them from having complete information and understanding of 

the consequences of that decision. There were also reports of HIV-positive mothers who were 

prevented from breastfeeding. Representatives from the networks of people living with HIV also 

reported instances of severe discrimination towards HIV-positive pregnant women in hospitals, 

such as being placed in separate wards, or near public toilets and other public areas, even during 

delivery.  

Recommendations - PMTCT 

1. Integrate programmes to promote male involvement in the safe motherhood programme, 
with a particular focus on the care of women living with HIV.  

2. Improve maternal health systems by strengthening components of the safe motherhood 
programme (or mother-baby package) to improve prevention of vertical transmission, 
including access for adolescent girls. 

3. Strengthen peer support groups for women living with HIV. 
4. Institute prevention and response for gender-based violence, giving priority to the safety and 

well-being of women prior to any adoption of male-friendly procedures.* 
5. Promoting family planning counselling and voluntary contraceptive use as part of routine HIV 

services (and vice versa) to increase contraceptive use, including dual protection (i.e. 
condoms plus another contraceptive method).* 

6. Provide pre-conception options for serodiscordant couples. Depending on feasibility in 
Myanmar, options include pre-exposure prophylaxis combined with timed unprotected 
intercourse, and delayed conception until the HIV-positive partner is on treatment and 
adherent for a number of months. Self-insemination can minimize the risk of HIV 
transmission from an HIV-positive woman to her seronegative male partner and infant.*   

7. Facilitate informed and appropriate counselling during ANC to increase discussion between 
partners and increase protective behaviours, including condom use.* 

8. Test for and treat syphilis in conjunction with HIV testing for pregnant women* 
9. Initiate antiretroviral triple therapy as early in pregnancy as possible – or better yet, prior to 

pregnancy – for those women living with HIV who are ready to be adherent.* 
10. Create community outreach for women living with HIV for early postpartum visits, to provide 

contraceptive counselling and services.* 
11. Train health care workers to employ gender sensitive approaches for women, girls and 

transgender persons (including ensuring confidentiality). 
 

Issues around orphans and vulnerable children were also extensively discussed during the 
consultation. Limited ARV treatment literacy, in particular for adults caring for children living with 
HIV, and the limited availability of paediatric ARV formulations were two key issues raised. 
Furthermore, for a child to be on ART, it is required that one of the parents is not HIV-positive; if 
both are HIV-positive, health service providers can require that a different caretaker is assigned 
for the child. This practice is currently being reviewed.  

Recommendations – Orphans and Vulnerable Children  

1. Accelerate ART access for HIV-positive parents to reduce the number of orphans.* 
2. Create educational support for orphaned children to reduce risk of acquiring HIV.* 
3. Create programmes to promote the importance of supporting and caring for OVC within a 

family environment, and offer family-centred integrated economic, health and social support 
to enable this.* 

4. Provide community development projects, rather than a narrowly defined HIV/AIDS 
programme, to reduce the stigma against OVC.* 

5. Provide age-appropriate sexual and reproductive health services for OVC, along with 
information, condom negotiation skills and condom supplies. 

6. Create programmes that provide community-wide cash transfers, microenterprise 
opportunities, old age pensions or other targeted financial and livelihood assistance to 
support OVC.* 
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III. Men and masculinities 

“Treat your sons like lords, Treat your husbands like God” – Myanmar proverb 

This proverb takes effect the moment a woman enters into marriage. It elevates the status of men 
and boys; the culture of masculinity thrives throughout the lifetime of a Myanmar man. Gender 
inequality extends to the domain of education and economic empowerment, whereas within the 
context of risk and exposure to HIV, gender inequality justifies male dominance in sexual relations.  

Gender norms and constructs of masculinity encourage men to have multiple unsafe sexual 
encounters and condone (transactional) sex-seeking behaviour by men. HSS 2012 reported a 
median HIV prevalence of 3.3 per cent in male STI patients, (range 0–14.2 per cent across sites), 
indicating high levels of exposure to HIV for sexually active men. It is assumed that MSM and 
transgender persons are also included in the male STI patient cohort.  

Men generally have greater knowledge and awareness of HIV compared to women, but this 
knowledge does not necessarily translate into protective behaviour. Men living with HIV report a 
lapse of time between suspecting they are HIV-positive and getting tested, and between testing 
HIV-positive and disclosing their positive serostatus to their wives.xii   

Male involvement in reproductive health interventions is lacking. Gender norms contribute towards 
shortcomings in the communication and interpersonal skills of males to discuss issues relating to 
intimacy, family planning and sexuality with their female partners. For example, men may not 
understand that they have a shared responsibility to reduce unwanted pregnancy. Current services 
such as counselling, treatment and positive prevention are not gender sensitive.  

Recommendations 

1. Develop a communication strategy (short and long term) to sensitise the male population 
at five levels – individual, family, society, organisation and state. 

2. Develop strategies to encourage and institute male involvement in targeted programmes. 
3. Train providers to encourage couple dialogue and counselling, including techniques to 

avert gender-based violence, to increase the number of couples who receive and mutually 
disclose their HIV test results. 

4. Facilitate informed and appropriate counselling during ANC to increase discussion 
between partners and increase protective behaviours, including increased condom use.*  

5. Teach men and young people to provide voluntary home care assistance to ease the 
burden of home care for women. 

 

IV. Sex workers 
HSS 2012 reported a median HIV prevalence among sex workers of 6.4 per cent. Across the 
sentinel sites, HIV prevalence was highest in Pathein (15%) followed by Myitkyina (12.4%), and 
lowest in Pyay (3%). HIV prevalence was found to be significantly higher among direct sex workers 
than indirect sex workers, at nine and 3.9 per cent respectively (with a p value of less than 0.0001). 

The correlation between sex worker mobility and HIV is high. More than 50 per cent of FSW 
reported working in multiple townships in the 12-month period. Exposure to HIV is high within the 
first year of becoming a sex worker.  

The link between condom use and illicit sex is high and therefore condom use may be seen as 
stigmatised, or confirmation of the illicitness of the activity. Brothel and entertainment venue 
owners confiscate condoms from sex workers and despite contrary instructions police still use 
condom possession as evidence of sex work and to justify arrest. Outreach workers are not allowed 
to distribute condoms in places where sex work occurs. HIV-positive sex workers are fired by their 
employers and as a result become susceptible to poverty, further increasing their vulnerability to 
abuse, malnutrition and opportunistic infections.  

Stigma and discrimination hinder sex workers’ access to ART and sexual and reproductive health 
services. HIV-positive sex workers who are arrested may not be able to access or continue ART 
while in remand or serving a prison sentence, which is a risk for the development of drug 
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resistance. Since abortion is illegal in Myanmar, pregnant sex workers also resort to unsafe 
abortions and when faced with complications they may be refused post-abortion care by service 
providers. Young sex workers are often refused by shopkeepers when they want to purchase 
condoms, and need parental permission to access healthcare services (including reproductive 
health and ART). There were accounts of HIV-positive young sex workers becoming homeless 
and dying on the streets due to malnutrition.  

 
Recommendations 

1. Provide mobile clinic services to sex workers in hard to reach areas. 
2. Provide reproductive health services, PMTCT services including easy, no- or low-cost 

access to dual protection contraception methods (condoms plus) and counselling for sex 
workers.*  

3. Establish programmes to reduce violence against sex workers and respond to the needs 
of survivors of violence (www.endvawnow.org).* 

4. Create socio-economic and educational support for vulnerable children (i.e. children of 
female sex workers) to reduce the risk of HIV. 

5. Create referral systems between sex worker CBOs, NGOs (local/international) and 
government services. 

6. Review training curriculums and develop a standardised training curriculum for peer 
educators to include community mobilization, sexual and reproductive health services, 
legal support and support for those who experienced gender-based violence. 

7. Train sex workers on human rights and redress, (promote IEC materials that include useful 
information such as the Police Instruction not to use condoms as evidence for arrest of sex 
workers and phone numbers for legal aid, shelters, etc.).  

8. Strengthening of sex-worker led community based organisations for organisational 
development, financial management, project management, volunteer recruitment and 
retention. 

9. Sensitization and training of law enforcement officials and policy makers of Ministry of 
Home Affairs (such as workshops, study tours, dialogue involving key populations, officials 
and policy makers).  

10. Advocate and campaign for greater involvement of men (encouraging greater responsibility 
of male clients to use condoms). [Creative data collection processes to track commodities 
to clients and sex workers via peer educators] 

11. Pilot training, messaging and targeted distribution of female condoms using networks of 
sex workers and disseminate the results of the pilot widely.  
 

V. Men who have sex with men, and transgender persons 
In many settings there is no sign of a decrease in new HIV infections among men who have sex 
with men, unlike for other key affected populations. The Commission on AIDS in Asia reports that 
if HIV prevention services do not improve their effectiveness and reach, MSM and transgender 

people will represent half of all new infections in the region by 2020.xiii The median prevalence of 
HIV among MSM in HSS 2012 was 6.8 per cent, with a large variation of 3–21.3 per cent across 
the four sentinel sites. 

One of the key issues raised during the gender assessment consultation was that there is a need 
for separate data on transgender persons, as currently transgender persons are included in the 
overall MSM population in terms of surveillance and programme data. According to a study 
conducted by PSI in 2008, the HIV prevalence in transgender people was around three times 
higher than for other MSM.xiv   

Sex between males is de facto criminalised under Section 377 of the country’s penal code, and 
MSM and transgender people also report being harassed by the police under other statutes. 
Criminalisation of homosexual behaviour, exacerbated by strong gender and masculinity norms, 
further increases the risk of exposure to HIV for MSM. Within the wider MSM population there is a 
sub-population referred to as ‘hidden’ MSM, because they are harder to reach using HIV 
prevention approaches that target MSM who are more open about their sexuality. However, hidden 
MSM may be reachable through their peers. Hidden MSM may appear to be heterosexual and 
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may be married or also have sex with women. It may be important to include messages about the 
risk of HIV transmission to themselves and their wives and children in prevention programmes. 
However, there are limited opportunities to highlight sexual minority issues in mass media. Hidden 
MSM are thought to be reluctant to buy and use condoms, or to find out or disclose their HIV status. 

Older MSM are thought to buy sex more often than younger MSM. The same applies to older 
transgender persons. Since they are more easily identifiable because of their appearance, 
transgender people are subject to high levels of discrimination. Some are concerned that if they 
try to negotiate condom use, their sexual partner might think them promiscuous, unclean, 
untrusting, or not submissive enough – which could be inconsistent with a feminised role. Men who 
sell sex to men may not identify as gay. Some may want to conform by having a girlfriend, so they 
have paid sex with other men so they can afford the relationship with their girlfriend.  

There are accounts of MSM and transgender persons being subjected to gender-based violence 
in prison and rehabilitation centres and like other PLHIV who face detention they also have difficulty 
accessing ART.  

  
Recommendations 

1. Disaggregate data for MSM and transgender persons.  
2. Provide services targeted to transgender persons in addition to services focusing on MSM. 
3. Develop innovative prevention programmes to reach hidden MSM and transgender 

persons, including mobile MSM and transgender persons (defining a standard package of 
services, including BCC, IEC, web-based strategies). 

4. Provide access to clinical and psychosocial programmes that address violence against 
effeminate men and transgender persons in incarceration settings (including access to 
condoms and other commodities). 

5. Create gender-based violence prevention and response programmes that consider the 
needs of MSM and transgender persons including HIV prevention programmes for MSM 
in prisons/ closed settings.  

6. Train MSM and transgender persons on human rights and redress (promote IEC materials 
that include useful information such as the Police Instruction refraining from arrests using 
condoms as evidence and phone numbers for legal aid, shelters, etc.). 

7. Review Penal Code Section 377 and consider creating new (anti-discrimination) laws that 
are protective of people living with HIV and key affected populations. 

 

VI. People who inject drugs 
HSS 2012 reported 17 per cent HIV prevalence among people who inject drugs, with a wide range 
across the seven survey sites from 6.7 per cent (Taunggyi) to 29 per cent (Myitkyina). The overall 
trend of HIV prevalence among drug users is decreasing but it remains high. Thirty per cent of all 
new HIV infections in 2012 were among male injecting drug users. Exposure to HIV is high within 
the first year of starting to inject drugs. Harm reduction efforts need to be expanded, targeting 
areas with the most concentrated HIV epidemic.  

Drug treatment and HIV prevention programmes are typically gender-biased towards men and 
poorly address the needs of women and girls who inject drugs and the female partners of men who 
inject drugs. In general, HIV prevention that targets women puts the responsibility on women to 
insist on safer sex, increasing their risk to physical and sexual abuse. Evidence shows that female 
injecting drug users often depend on their male partners not only to procure drugs but also to inject 
them, which places them “second on the needle”, thus increasing their risk of exposure to HIV and 
other blood-borne pathogens.xv  

Little is known about the number of women who inject drugs. Anecdotally, numbers of women who 
inject drugs are low. There are gaps in data collection on people who inject drugs, including 
population size estimates disaggregated by age, gender and type of drug use (injecting, non-
injecting). Reaching out to women who inject drugs is a challenge as they may not access services 
due to self-stigmatisation, a deep sense of personal shame, and also because they are caregivers 
to the family. Due to stigma and discrimination, women who inject drugs are not accessing sexual 
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and reproductive health, harm reduction and HIV treatment services. At present, only 1.4 per cent 
of MMT patients are women.xvi  

There is no clear strategy on how to provide services and ensure access for female partners of 
men who inject drugs. Furthermore, the interaction of multiple risk factors for HIV transmission – 
including sex work (female and transgender) and injecting drug use – has not been studied. 

Recommendations  

1. Outreach to encourage HIV counselling and testing for partners of people who engage in 
high risk behaviour (PWID, sex workers, MSM, transgender persons).  

2. Ensure availability of age and gender disaggregated data on PWID and data on their 
sexual partners. 

3. Where there are large numbers of women who inject drugs, design programmes that use 
female outreach workers (for harm reduction) and increase treatment literacy and 
awareness for women who inject drugs. Train women who inject drugs to serve as peers 
to reach other women with information on prevention, harm reduction, and sexual and 
reproductive health. 

4. Review MMT guidelines and provide MMT in appropriate dosages that reduce the 
likelihood of PWID continuing to inject drugs.  

5. Ensure that harm reduction programmes address the needs of women (where relevant), 
including sessions for couples to increase condom use and safe injection practices. 

6. Create an incentive system for peer support for access to clean needles, adherence to 
MMT and adherence to ART (particularly considering the needs of women and 
transgender persons). 

7. Strengthen linkages between ART and MMT programmes. 

 

Cross-cutting interventions for all key affected populations 
The assessment also identified cross-cutting issues, which are applicable to all key affected 
populations (and in particular to young people in the key affected populations) and in some 
instances to the general population. For example, the issue of sex, sexuality and gender education 
in both formal and non-formal learning settings remains a sensitive subject matter. From a legal 
perspective, there are no age restrictions on accessing HIV and sexual and reproductive health 
and rights (SRHR) services and commodities. However, in practice there are barriers that impede 
young women, men, and key affected populations from accessing such services and commodities 
to the same extent (and under the same conditions) as adults. A recurring issue that emerged from 
the assessment is the lack of awareness and support from law enforcement agencies for HIV 
programmes targeting key affected populations, which hinders the effectiveness of outreach 
programmes implemented by non-governmental organisations.    

Recommendations 

1. Develop a gender-sensitive sex education curriculum that adheres to UNESCO standards 
(UNESCO, 2009a and b).* 

2. Promote establishment of key affected population friendly (non-judgemental) STI clinics, 
where needed.* 

3. Increase employment opportunities, microfinance, or small-scale income-generating 
activities to reduce risk behaviours.* 

4. Ensure youth-friendly condom distribution. 
5. Train teachers to conduct age-appropriate sexuality education.* 
6. Provide clinical services that are youth-friendly, conveniently located, affordable, 

confidential and non-judgmental for young people.*  
7. Sensitization and training of law enforcement officials and policy makers of the Ministry of 

Home Affairs (workshops, study tours, and dialogue involving key populations, officials and 
policy makers).   
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Strategic information, monitoring & evaluation and research 
The most noticeable gap found in the review of the HIV epidemiological data was the absence of 
data disaggregation by age and gender. Disaggregated data will facilitate a better understanding 
of gender in the HIV epidemiological situation. Another key issue raised was the need for data on 
transgender persons, as this is currently included under MSM data (as mentioned in the MSM and 
transgender section, above). 

Recommendations 

1. Ensure availability of age and gender disaggregated data for prevention, treatment, OVC. 
Disaggregate data by age categories 0–10, 11–17, 18–24, 25-45. Separate data on 
transgender persons from the MSM data category.  

 

Additional research 
To enhance future planning of gender sensitive HIV interventions, additional research is 
recommended to better understand gaps and needs in the response to HIV, in particular for hidden 
and mobile populations. The following research questions and issues were discussed and agreed 
by workshop participants as critical areas for additional research:  

Recommendations  

1. What is the incidence of gender-based violence among sex workers, women living with 
HIV, MSM, transgender persons (and women who have sex with women)? Are those who 
experience gender-based violence at increased risk of HIV infection? 

2. Map social networks of MSM and transgender sex workers. 
3. Assess effectiveness and gender sensitivity of drug treatment programmes in Myanmar. 
4. How many injecting drug users are women? Are they a “hidden population”? 
5. How do “low risk women” in Myanmar acquire HIV?  
6. How to reach female partners of men who inject drugs and MSM? 
7. Map the risk behaviours of men in conflict environments. 
8. Men, mobility and risk behaviours. 
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Annex 1 

Participant List of Gender and HIV Assessment Workshop 

4 – 5, December 2013 

Summit Parkview Hotel 

1. Dr Myo Thant (National AIDS Programme) 

2. Dr Tin Tin Mar (National AIDS Programme) 

3. Police Major Win Ko Ko (CCDAC) 

4. Ms Khin Than Win (DEPT) 

5. Mr Kyaw Zay Yar (National Drug User Network Myanmar) 

6. Mr Myo Myint Naung (National Drug User Network Myanmar) 

7. Dr Yu Yu Aung (UNESCO) 

8. Ms Hnin Hnin Yu (Sex Workers in Myanmar Network) 

9. Dr Kyaw Htin Soe (UNHCR) 

10. Saw San Oo (aka) Sammy (Alliance Myanmar) 

11. Ms Jean D’Cunha (UN Women) 

12. Mr Chit Ko Ko (Lotus) 

13. Dr Myo Win Tin (Merlin) 

14. Mr Kyaw Sit Naing (CRB) 

15. Ms Khin Khin Mon (Myanmar Positive Women Network)  

16. Ms Hnin Si Wai (National NGOs Network on HIV/AIDS) 

17. Mr Aung Myo Min (MDM) 

18. Ms Sandar Moe (Sex Workers in Myanmar Network) 

19. Ms Htwe Htwe Myint (Myanmar Positive Women Network) 

20. Dr Htin Kyaw (MANA) 

21. Ms Zin Win Mar (Sex Workers in Myanmar Network) 

22. Mr Ikuma Nozaki (JICA) 

23. Mr Nay Lin (Myanmar MSM Network) 

24. Ms Tha Zin (Myanmar MSM Network) 

25. Ms Khin Khin Win (Myanmar Interfaith Network on HIV/AIDS)  

26. Mr Myo Kyaw Lynn (Myanmar Positive Group)  

27. Mr Swe San Oo (National NGOs Network on HIV/AIDS) 

28. Dr May Thu Ne Win (UNOPS) 

29. Ms Zar Chi Htwe (MSI) 

30. Ms Mary Aung (MDM) 

31. Mr Win Min (National Drug User Network Myanmar) 

32. Dr Nwe Ni Myint (Alliance Myanmar) 

33. Dr Kyi Zaw Win (Pyi Gyi Khin) 

34. Mr Kyaw Min Tun (Myanmar MSM Network) 

35. Mr Wai Phyo (Myanmar Positive Group)  

36. Ms Khin Mar Kyway (PSI) 

37. Ms The Chit Su (MCUM) 

38. Benjamin (MCUM) 

39. Ms April Snow (Myanmar MSM Network) 
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40. Dr Sanda Thant (UNDP) 

41. Mr Maung Maung (FAO) 

42. Ms Nang Si Phong (Ratana Metta) 

43. Ms Nan Cherry (Myanmar Interfaith Network on HIV/AIDS)   

44. Dr Win Mar (UNDP) 

45. Ms Hnin Thandar Win (Myanmar Positive Women Network) 

46. Dr Maung Maung Sein (UNODC) 

47. Mr Si Thu Aung (National Drug User Network Myanmar) 

48. Ms Wynt Yi Khaing (Myanmar Positive Group) 

49. Mr Kyaw Thu (National Drug User Network Myanmar) 

50. Mr Htoo Wint Kyaw (Myanmar Positive Group) 

51. Ms Pansy Tun Thein (Local Resource Center)  

52. Mr Nay Oo Lwin (PSI) 

53. Mr Tun Aung Kyaw (Myanmar Positive Group)  

54. Soe San (Kings and Queens) 

55. Aw Zar Moe (Kings and Queens) 

56. Dr Nay Win Ko Ko (Burnet Institute)  

57. Dr Kyaw Myint Tun (IOM) 

58. Dr Peter Wilson (Merlin) 

59. Ms Hnin Kalayar Kyaw (Burnet Institute) 

60. Ms Dominique Chambless (UNAIDS) 

61. Ms Jacquie Cheung (UNAIDS)  
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 Annex 2 
Extracted from Gender Assessment Tool for National HIV Responses 

STAGE 2 
Knowing the HIV epidemic and context in the country 
Step 1 • HIV Prevalence, Incidence and Behavioural Information 

Question 1. What is the latest prevalence rate of HIV, disaggregated by sex and age, in the general population? 

HIV Prevalence rate [2012] 

 Total population Male Female Trans 

Overall 206,873 130,209 76,664 - 
0–14 
15 and above 
(no other age desegregated 
data is available) 

9,839 
 
197,034 

4,993 
 
125,216 

4,846 
 
71,818 

- 

1.1 Please specify the trend over time in prevalence data (disaggregated by sex and   age).  

Obs.: Consider presenting the trend in a graph as Annex, if available 

 

Description 
There is a downward trend in HIV prevalence among the general population, from a peak in 2000-2001 of 0.75 
to the 2012-2013 esti 
mate of 0.47. HIV prevalence has fallen concurrently with incidence. As well, the difference in prevalence based 
on gender has started to level off; approximately 37% of people living with HIV (PLHIV) in Myanmar are women. 
Refer to the graph in Appendix 1.  
 
HIV prevalence is estimated to be below 1% among women tested at antenatal clinics and above 5% among one 
or more of the Key Affected Populations (KAPs). Myanmar has been carrying out the annual HIV Sentinel Sero‐
surveillance Survey (HSS) since 1992. The survey include 8 targeted sentinel groups: Pregnant Women attending 
the antenatal clinics (ANC), New Military Recruits, Blood Donors, newly diagnosed TB patients, People who inject 
drugs (PWID), Men who have Sex with Men (MSM), Female Sex Workers (FSW) and Male patients attending 
sexually transmitted infection (STI) clinic.  
 
HIV prevalence remain highest among PWIDs followed by new TB patients, MSM and FSW. The mean prevalence 
amongst people who inject drugs is 17%, ranging from 6.7% to 29%. Although the report shows that IDU 
prevalence is declining, this percentage is still alarming and represents a major threat to the health system in 
Myanmar. The use of non-sterile needles and syringes and other injecting drug equipment remains a critical factor 
exacerbating the HIV epidemic among PWID and transmission to their  
 
sexual partners. The National AIDS Programme recognises the threat of sexual HIV transmission to “low risk 
women”, ie. wives and sexual partners of men who inject drugs, men who are clients of sex workers and men 
who have sex with men and women.  
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Question 2. What is the latest national HIV incidence rate, disaggregated by sex and age, in the general 
population? 
Incidence [2012] Total Female Male 

0–14 
 
15 and above 

(no other age 

desegregated data is 

available) 

400* 
 
7,696 

No data 
 
2,986 

 No data 
 
4,710 

*Data from PMTCT programme, 2012 
 
Question 3:  Have population size estimations for key populations been performed?1 
Key Population Size estimation performed 

(yes/no) 
If yes, when was the
latest estimation
performed? (year) 

If yes, what was the 
size estimation? 

a)Men who have sex with 
men 

No* 2008 IBBS 224,000 

b)People who inject drugs No* 2008 BBS 75,000
c)Sex workers No* 2008 BBS 60,000 
d) Comments * The population size estimates reported above are based on Behavioural 

Surveillance Surveys (BSS) and the Integrated Biological and Behavioural 
Surveillance (IBBS) conducted in 2008. Transgendered persons are included 
within MSM population size estimates. Other population groups surveyed include 
out-of-school youth (15-24 years) and truckers. 
 
BSS are conducted every 3-4 years to monitor risk and preventive behaviour, 
knowledge of HIV transmission and prevention, and service exposure and 
coverage. IBBS combines HIV sero-surveillance with behavioural surveillance.  
The National AID Programme with the assistance of UNAIDS will conduct a 
national population size estimate of key population (MSM, PWID, FSW) in 
2013/2014. 

 

Question 4: What is the prevalence rate of HIV in key populations? Disaggregated by sex and age, if available. 

 
A Separate data on transgender and transsexual people are not available as they are included in MSM data  
                                                           
1 See Appendix 3. Special 2013 GARPR questionnaire, available at 

http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf 
 

HIV Prevalence rate [2012] 

 Overall  Female Male <25yrs ≥25yrs 

   F M F M 
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B Limited data available on female injecting drug users 
C Limited data available on male sex workers 

Figure 1: HIV prevalence among sentinel populations, HSS 2012 

4.1 Please specify the trend over time in prevalence data in key populations (disaggregated by sex and age).  

There is a downward trend in prevalence among key affected populations. Refer to the graph in Appendix 1. 

While all groups show declining or stable trends, the absolute values remain high, with HIV prevalence highest 

among PWID. 

 
Question 5. If a modes of transmission study2 has been undertaken, what are the modes of HIV transmission for 
women, girls, men, boys, and transgender persons?  
 
                                                           
2 A modes of transmission study determines the way a given population acquired HIV (sexual transmission, vertical transmission, 
infected needle, or infected blood transfusion.) For more information, see  
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2012/guidelines/JC2427_ModelingNewHIVInfec
tionsbyModesofTransmission_en.pdf 
 

 

IDU 

18.0% - B 18.0% - 13.7% - 18.7

% 

- 

Sex workers  7.1 7.1% - C 6.9% - 6.6%  

Transgender A - - - - - - - 

MSM 8.9 - 8.9% - 6.4 - 16.3 

Male STI patients 4.1%       

New Military Recruits 1%       

New TB patients 9.6%       
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Question 6. Are there any locations of higher incidence (e.g. rural, urban, or specific geographic locations)?Provide 
information by general population and key population if available.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2: HIV prevalence in different sentinel groups by residence, HSS 2012 

Question 7.  What is the percentage of young people aged 15–24 who both correctly identify ways of preventing 
the sexual transmission of HIV and who reject major misconceptions about HIV transmission?3 
 
Disaggregated by sex (female, male), age, and key populations, if available. 
Young people: knowledge about HIV and prevention  Key populations 

Age Total  Female Male 

15–19 45.32% 46.34% 44.34% N/A 

20–24 49.67 48.71 50.67 N/A 

 
 
 
                                                           
3 See GARPR 1.1., http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf 
 

No formal study has been undertaken at time of assessment. However, the most common modes of HIV 

transmission are via: sex work; discordant couples (husband to wife and vice versa); casual heterosexual sex 

(non-commercial); sex between men (including transgender and male sex workers); needle sharing; and 

mother-to-child transmission. 

Myanmar has a concentrated HIV epidemic, with prevalence higher in urban areas (e.g. Yangon and 

Mandalay) and in the northern part of the country, which has a high concentration of people who inject 

drugs. The 2012 HIV Sentinel Sero-Surveillance (HSS) survey indicated that prevalence rates vary significantly 

across sentinel sites, from as high as 29% among PWID in Myitkyina (northern Myanmar) and 21.3% in MSM 

and 15% in FSW in Pathein (southern Myanmar). 
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[GARPR 2012] – no data for young key affected populations 
 
7.1 What is the percentage of young women, men and transgender that have knowledge of whether a person 
can reduce the risk of getting HIV by using a condom every time they have sex? 

 
 [GARPR 2012] – no data for young key affected popultions  
7.2 If available, what is the trend in knowledge and access over the past 5 to 10 years? (disaggregated by sex 

and age).  

 
Question 8: What is the percentage of women and men aged 15-49 wh more than one partner in the 12  

[GARPR 2012] 
8.1. What is the percentage of women and men aged 15-49 who had more than one partner in the past 12 months 
who used a condom during their last sexual intercourse?4 

 

[GARPR 2012] 
8.2. If available, what is the trend in knowledge and access over the past 5 to 10 years? (Disaggregated by sex 
and age).  
Data not available.    

Question 9. Does the country have data on unwanted pregnancy among unmarried adolescents? If so, please 
record here.  

Data not available.    
                                                           
4 See GARPR 1.4. 
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf 
 

Young people: knowledge about HIV and prevention 
Age Total  Male Female 
15–19 82.49% 81.00% 83.92% 
20–24 84.83 85.99 83.71 

Data not available.    

Multiple sexual partnerships 
Age group Total  Female Male 
15–19 
20–24 
25-49 

0.61% 
5.57 
8.58 

0.00% 
0.42 
0.33 

1.22% 
10.83 
17.15 

Condom use at last sex among people with multiple sexual partnerships 
 Total Female Male 
15–19 
20–24 
25-49 

66.67 
67.92 
39.07 

- 
- 
- 

66.67% 
70.59 
39.86 
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9.1. Do the country policies and programmes link prevention of unwanted pregnancies and HIV prevention? 

No - there is no formal link between the prevention of unwanted pregnancies and HIV in the national policies 
and programmes of Myanmar. 

 
Question 10. Is there data available on intimate partner violence (IPV), including sexual violence? If yes, please 
describe and if possible, include age-disaggregated data. 

Lack of data available – studies conducted have been limited in scale and scope. UNDP and UNFPA have 
recently conducted a study on Sex Work and Violence. This study has not yet been published.  

 
Questions 11. Has the country collected data on stigma and discrimination toward people living with HIV e.g. 
through the stigma index5  Please include data disaggregated by sex and age, where available. 

Myanmar participated in the 2011 roll-out of the PLHIV Stigma Index in Asia and the Pacific region (alongside 
eight other countries). Myanmar Positive Group (MPG) carried out the field work to collect data to develop 
the PLHIV Stigma Index in Myanmar. Refer to Appendix 2 for data highlights. 

 

Summary of Key Issues 

 age and gender disaggregated data is required for better understanding of gender and HIV 
epidemiological situation 

 separate transgendered persons from MSM data – 2008 PSI study shows that HIV prevalence amongst 
transgendered persons are 3 times higher than MSM  

 need to capture data on young key affected populations. ie. PWID, SW, MSM and TG < 24 years 
 more information needed on women who inject drugs – population size estimates, mapping of multiple 

risk factors and other determinants of health  
 growing number of sero-conversion amongst wives and partners of men who inject drugs, clients of 

sex workers who are otherwise low risk women 
 population size estimates for all key affected populations are needed (note: PSI is of the opinion that 

current  population size estimates of MSM and SW are low -  MSM could be as high as 400,000 and 
SW up to 80,000) 

 data required on male sex workers and migration (or mobility), as well as regional disparities and 
data trends over time 

 due to the illegality of abortion in Myanmar, there is limited data on unwanted pregnancy. It is 
reported that almost 5% of pregnancies end in abortion6, unsafe abortion is an issue of unmet needs 
for reproductive health and family planning 

Add data from 2013 journal articles and if available, preliminary findings from UNDP and UNFPA report on 
SW and violence. 

                                                           
5 The People Living with HIV Stigma Index provides a tool that measures and detects changing trends in relation to stigma and 
discrimination experienced by people living with HIV. More information at www.stigmaindex.org  
6 Report on Situation Analysis of Population and Development, Reproductive Health and Gender in Myanmar, UNFPA, July 2010 
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Step 2  
Social, Cultural, and Economic Factors 
 
Please refer to women, men, and transgender people, disaggregated by age, if possible, when answering 
questions below.  

Question 1. What socio-cultural norms and practices may contribute to increasing the risk of HIV transmission 
among women and girls, men and boys, and transgender persons? 
1.1 In which way do they contribute to higher risk of HIV transmission? Be specific, based on evidence.  

Socio-cultural norms and practices in Myanmar that may contribute to increasing the risk of HIV transmission 
among the general population include the following (but are not limited to): 

 HIV related stigma that remains widespread and plays a major role in fuelling HIV infection (by hindering 
openness and seeking HIV testing) and in putting people with HIV into unnecessary hostile situations. 

 Within marriage, the husband and wife usually do not use a condom when engaging in sexual intercourse, 
even if the wife suspects that there is risk of HIV transmission. The use of a condom would signify mistrust 
or unfaithfulness and is usually associated with sex work. 

 Although it is not commonly practiced and may be socially frowned upon in certain areas, polygamy (for 
men) is permitted under Myanmar customary law; the reverse (i.e. a woman having more than one 
husband) is not socially acceptable or practised. “Secret marriages” are common among older men and 
younger women. Age disparate relationships are also common among transgendered persons and their 
regular intimate partners, whom are often much younger. 

 Sex and sexuality are taboo subjects; these are considered private matters and are not discussed. Women 
and girls are viewed as promiscuous/indecent or immoral if they seek information (i.e. from family 
members, friends, health facilities, or other external parties) on these matters and other related subjects 
including HIV prevention. The lack of knowledge on sexual health contributes to risk of HIV transmission. 

 Myanmar society places high value on the virginity (purity) of females. This discourages women from 
seeking sexual and reproductive health information and services, including STI treatment and VCCT, 
contributing to the higher risk of HIV transmission. 

 Myanmar society also places high value on masculinity. Men are expected, to a certain degree, to 
demonstrate their masculinity through male-associated behaviours such as the high consumption of 
alcohol, drug use, and engaging in sexual acts (including sex with sex workers). These actions may result 
in the higher risk of HIV transmission. 

 Sexual debut among boys (as young as aged 13ys) in Myanmar with sex workers are common practice.  

 Pregnant women who are HIV positive are viewed as a dishonour to their family and are subject to stigma 
and discrimination by the general community. As such, pregnant women who test positive or who suspect 
they may be HIV positive will avoid seeking treatment. This results in a higher risk of mother-to-child 
transmission of HIV. 
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1.2 Does the country have any data on age disparate sexual relationships between older men and younger 
women? If available, also add any data on age disparate and, sexual relationships between older men and younger 
men. 
 Age disparate 
Women 
15–19 
20–24 

 
No data available. 

 
Question 2. Are there socio-cultural norms and practices that contribute to the risk of HIV transmission among 
other key populations? If yes, what are these norms and practices? 

2.1 In which way do they contribute to higher risk of HIV transmission? Be specific, based on evidence.  

Socio-cultural norms and practices in Myanmar that may contribute to increasing the risk of HIV transmission 
among key populations include the following (but are not limited to): 

 Stigma, discrimination, and violence against sex workers – in particular female sex workers – are highly 
prevalent in Myanmar. General society condones the maltreatment of sex workers because commercial 
sex work is illegal and viewed as immoral. As a result, FSW may decide not to obtain HIV prevention and 
treatment services to avoid being subject to abuse.  

 Condom use in sex is generally associated with sex work. However, sex workers, in particular FSW, may 
not be able to negotiate condom use with their clients due to the economic power imbalance. This results 
in the lack of control by the FSW over decision-making; FSW may feel the pressure to engage in sex 
without a condom in order to earn an income. 

 Police harassment of FSW is common and generally accepted by society since sex work is illegal. Although 
the policy of condom possession as a liability of sex work was abolished, FSW are still threatened with 
arrest and subject to bribery. As a result, FSW may opt to not carry condoms in order to avoid police 
harassment, which leads to increased risk of HIV transmission. 

 Within MSM culture and practice, some older MSM prefer to not use condoms when having sex with 
younger MSM (for increased pleasure etc.), resulting in higher transmission risk. Generally, age disparate 
intimate relationships amongst MSM are uncommon. However, male sex workers seek older male clientele 
for economic benefits.  

 The value placed on masculinity results in low tolerance towards men who engage in male to male sex. 
MSM in these institutions remain hidden and are highly vulnerable to sexual violence and unsafe sexual 
behaviours.  

 Transgendered persons are subject to stigma and discrimination more so than MSM, based on their 
appearance.    This may result in transgender people avoiding seeking HIV prevention and treatment 
services for fear of mistreatment by service providers or other patients.  

 It is common for transgendered persons to engage in long term intimate partnerships with younger men. 
Unlike women who are in secret marriages with older men, these young men gain economic benefits from 
their relationships with older transgendered persons.  

 For people who inject drugs, women who inject drugs are more marginalised than male IDUs, and are 
subject to greater stigma and discrimination. Service providers are not sensitised to providing clinical and 
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Question 3. What socio-cultural norms and practices may contribute to gender differences in any of the issues 
described above (knowledge, condom use, stigma, discrimination, early or unwanted pregnancy)? 

3.1 In which way do they contribute to higher risk of HIV transmission? Be specific, based on evidence.  

 Gender norms and masculinity, combined with low levels of knowledge are key factors to HIV risk. Sex 
education is not available in schools. Among the general population, the inequality of gender relations 
between men and women are age old values and vary from rural and urban settings, ethnic groups 
and religious beliefs. By default, women are expected to have low knowledge of sex and sexual health. 

 For married women, condom negotiation is difficult and leads to perceived infidelity, sex work and 
violence. Furthermore, married women are unable to negotiate for family planning with their spouses 
which leads to unwanted pregnancies with no option for safe abortion. Rape in the context marriage 
is not protected by law.   

 Men are generally better informed due to wider social networks, social acceptance and expectation 
that men will seek knowledge due to their roles as leaders in the community (i.e. knowledge is power). 
Correspondingly, men will have greater access than women to HIV prevention and treatment services. 

 Similarly within key affected population groups, MSM and male IDUs are less hidden, stigmatised and 
marginalised than female sex workers and female who inject drugs, transgendered persons. 
Consequently, male key affected populations are less difficult to reach out to and enrolled into HIV 
related services.  

 Transgendered persons in Myanmar have few employment options, hence sex work among these 
population is common.  

 Incarcerated populations, regardless of gender are at high risk of HIV due to harmful practices and 
exposure to violence. Sub populations of these group, like MSM and transgendered persons are at 
higher risk due to their sexual identity.  

 
Question 4. What are the factors or social determinants, such as economic vulnerability, alcohol or chemical 
dependence, multiple sex partners et al, that contribute to maintaining these practices and behaviours, according 
to available data? Please inform it based on a) individual, b) community and c) society levels. 

support services for women who inject drugs. Women injectors self-stigmatise more so than men, which 
becomes a deterrent to health seeking behaviours.  

 Men, women and transgendered persons in prison and rehabilitation centres do not have access to HIV 
and STI prevention health commodities. Incidence of violence, rape (including gang rapes) are common, 
particularly for effeminate men and transgendered persons. People living with HIV and people who inject 
drugs do not have access to ART, harm reduction programmes and MMT. There are also harmful practices 
which increase risk to HIV transmission such as tattooing.  

 There is a cross cutting issue of drugs and alcohol use among sex workers, their clients, young key affected 
populations, transgendered persons and MSM which have not been explored but regional evidence shows 
a strong correlation of increased risk to sexual transmission of HIV with alcohol and drug use.  
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 Men – gender norms and masculinity, leading to acceptable high risk behaviours 
 Women – gender norms and inequality, leading to unequal power relation, low health seeking 

behaviour and increased vulnerability  
 Sex workers – criminalisation, hidden, self-stigma and exposure to violence 
 Men who have sex with men – criminalisation (sodomy act), multiple partners as social norms, 

marginalisation  
 Transgendered persons – socially unaccepted, limited employment opportunities, exposure to violence, 

limited family and social support, severe marginalisation 
 Young key affected populations – lack access to education, sexual health services and prevention 

commodities, economically disadvantaged.  
 Other Cross cutting issues identified include drugs and alcohol, access to sexual reproductive health, 

education, support services including social welfare. 
 

YOU HAVE NOW REACHED THE END OF STEP 2. PLEASE PROCEED TO STEP 3. YOU WILL BE ASKED TO ANALYSE 

STEP 2 JOINTLY WITH STEP 3.  
 

Step 3  
Legal and political factors 
 
Question 1. Is there any legal framework or policy that may impact directly women and girls, men and boys, and 
key populations in relation to HIV?  
 
Please tick box, if yes 

 Criminalization of HIV transmission or exposure, including vertical (mother to child) transmission (as per 
Human rights law database) 

 Criminalization of sexual orientation and/or gender identity (as per Human rights law database)  
 Criminalization of drug use (as per Human rights law database) 
 Criminalization of sex work (as per Human rights law database) 
 Denial of access of young people (below 18 years old) to condoms or sexual and reproductive health 

services 
 Denial of comprehensive sexuality education below 18 years of age 
 Non-recognition of sexual or gender based violence within marriage 
 Denial of inheritance and/or property rights to women 
 HIV-related travel restrictions 
 Early and forced child marriage practices 
 Polygamous marriages  

 
Add others, as relevant.  

Please elaborate. 

 

 According to Section 376 of the Myanmar Penal Code (1860), spousal rape is not considered a criminal 
act (unless the female is under 14 years of age). 
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Question 2. Are there legal frameworks that specifically protect the rights of people living with HIV, women and 
girls, and other key populations in the country in terms of:   
 
Please tick boxes, if yes 

 Family and Property law (marriage, cohabitation, separation, divorce, child custody, property, inheritance, 
etc.) 

 Rights under national law regarding access to healthcare (health services, access to information about 
health, ART, condoms, pre-exposure prophylaxis and post-exposure prophylaxis. etc.) 

 Legal frameworks regarding sexual and reproductive rights 
 Laws ensuring comprehensive sexuality education, non-stigmatizing and non-discriminatory education 
 Labour relations and social security legislation 
 Laws ensuring voluntary-nature and confidentiality of HIV services, such as testing and counselling 
 Criminalisation of intimate partner violence 
 Criminalisation of early and forced marriage 
 Gender Identity laws 
 Migrant rights  

 
Please add others considered, as relevant. 

 
Question 3. Are there indications that these laws are not implemented comprehensively and impartially, e.g. for 
women and men, for transgender, for key populations, for people living with HIV? Please specify. 

 There is no age restriction on the access to condoms or SRH services. However, adolescents (especially 
females) may not have the knowledge/awareness to access contraceptives and SRH services. As well, 
due to socio-cultural pressures, adolescents may be fearful of accessing such services due to the 
associated stigma (shame). 

 Both sex work (prostitution) and sex with a minor are criminal acts under the Myanmar Penal Code 
(1860); however, there exists underage female sex workers. 

 Child laws protect against early and forced child marriage practices, however, marriage of minors is 
permissible with parental authority (e.g. Muslim females may marry with parental consent if 14 years of 
age and older). There is no legal age restriction on marriage for men and boys; as long as a boy is 
considered to have reached maturity (puberty) and has the capacity, he is eligible to marry. 

 The Myanmar Penal Code (1860) does not contain a clause specifically on the criminalisation of intimate 
partner violence (IPV). However, for women, IPV cases could fall under Section 376 Punishment for Rape 
or charges related to assault. 

Despite the existence of protective laws for citizens of Myanmar, there are indications that these laws are not 
implemented comprehensively and legal recourse are denied to marginalised populations and those without 
economic means to litigate for legal redress. 

For example, if a person living with HIV is arrested and placed in detention, he or she will need to receive the 
authorisation from the prison medical officer to take ART. This compromises treatment adherence. 
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Question 4. Are the existing laws and policies translated into equal access to services for women, girls, men, boys 
and key populations, in terms of:  
 
Please tick box, if yes 
 Sexual and Reproductive health and rights services 
 Information about health services available 
 Commodities for HIV prevention (male and female condoms, harm reduction practices) 
 Pre-Exposure Prophylaxis (PrEP) 
 Post-Exposure Prophylaxis (PEP) 
 Psychosocial support for people living with HIV 
 Comprehensive sexuality education 
 Social protection 
 Education 
 Labour 

 
Please add others as relevant  

 
Question 5. Does the government, both executive and legislative branches, work toward implementing the 

international treaties and declarations the country is a signatory of? Please, give examples of laws approved 

and services provided according to the commitments signed in the 2011 Political Declaration on HIV/AIDS, the 

Beijing Declaration, and the Convention on the Elimination of All Forms of Discrimination against Women – 

CEDAW.7 

Myanmar is a signatory to CEDAW (1997) and is committed to international policy initiatives including the 
2011 Political Declaration on HIV/AIDS and the Beijing Declaration. Although the Government has worked 
(and continues to work) toward implementing the international treaties and declarations, the efforts have 
produced mixed results and are in general, are not comprehensive in scope and scale. 

The recently launched National Strategic Plan for the Advancement of Women (2013-2022) (NSPAW) 
demonstrates the Government’s increasing commitment to addressing gender equality in Myanmar. However, 
the NSPAW has no corresponding budget, which limits its effectiveness. 

As noted, Myanmar ratified CEDAW in 1997, but the 2008 Constitution does not quite conform to it. For 
example, Chapter 8 of the Constitution includes a prohibition of discrimination “based on race, birth, religion, 

                                                           
7 Further information regarding these conventions and declarations can be found in the Glossary of the Guide. 

Female sex workers are more exposure to harassment, police arrest and violence in detention compared to 
male sex workers.  Incidence of extortion are reportedly high.  

There are no laws which protects people living with HIV from discrimination against those living with HIV, 
including workplace policies. In addition, confidentiality of one’s HIV status is not well safeguarded in spaces 
where service are provided.   

Note that the above services are legally accessible for women, girls, men, boys, and key populations, but 
may differ in practice (due to socio-cultural norms and practices, stigma and discrimination etc.). 
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and sex” in appointing or assigning duties to civil services personnel, but it also states that “nothing shall 
prevent appointment of men to the positions that are naturally suitable for men only.” 

Also, although the National Strategic Plan on HIV and AIDS (2011-2015) includes Gender as a Guiding 
Principle, the activity area interventions do not explicitly address the gender-related issues, including gender-
based violence, that impact the effectiveness of the national HIV response. 

Question 6. Is there any indication of discriminatory or coercive practices in health care settings that may impact 
access and utilization of HIV-related services by women living with HIV, including those from key and marginalised 
populations?  
Please tick box, if yes 
 Coerced family planning 
 Coerced abortion 
 Forced sterilization 
 Stigma against women living with HIV 
 Discrimination against transgender women 
 Stigma and discrimination against drug users 
 Denial of access to contraception and abortion, where legal* 

 
 Myanmar is signatory to the 1994 International Conference on Population and Development (ICPD) 
 There are ongoing surveys being conducted in townships concerning CEDAW 
 It has been reported that women living with HIV are counselled for sterilisation. There is not enough 

evidence to demonstrate if this is commonly practiced by healthcare providers or the result of 
inadequate quality counselling, as women are not given options. 

 Gender sensitive training including sexuality and violence are not available nor targeted to law 
enforcement officers and healthcare workers.  

 Abortion is illegal in Myanmar 
 

 
Question 7. Are there indications of discriminatory practices by the judiciary and law enforcement personnel 
(including the Police) that may prevent women, girls, or any other key or marginalised population from 
accessing their rights? If so, please describe. 
 

 Limited to no legal rights for sex workers and people who inject drugs since sex work and use of narcotics 
are illegal. As a result, these population groups essentially have no legal recourse and there are very 
few organisations in Myanmar that provide legal support. Equal Project is a local NGO that provides legal 
assistance to key affected populations. 

 Female sex workers, people who inject drugs, men who have sex with men and transgendered persons 
are viewed as “money-making machines”, ie. monetary extortion by police and harassment are common. 

 Under Section 15 of the Narcotic Drugs Law, a drug user is required to register at a medical centre for 
treatment (e.g. MMT) or will be subject to imprisonment. However, there have been cases where police 
will use the medical centre registration list to target PWID for bribery. 
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 For PLHIV who are arrested, they may be refused ART until a medical officer grants permission (which 
may be delayed), which is loss of their rights to health. 

 Transgender people may be subject to arrest based on their appearance (clothing) according to the 
Union Military Police Act, Section 35(d). 

 Men who have sex with men are subject to Penal Code Section 377 which criminalises sodomy. 

 

Question 8. What is the percentage of women in the Parliament or Congress? What is the percentage of women 
in the Cabinet (or Secretariat or Ministerial body)? Will find out from UNFPA 

Women constitute:  

 4.3% of the People’s Assembly 
 4.9% of the National Assembly and  
 3.8% of regional and state representatives  

in the newly elected Parliament of Myanmar that was convened for the first time on the 31st of  January, 
2011. This figure increased by 50% with the addition of 10 new women MPs after the by-elections of 1 April 
2012 to the Pyithu Hluttaw (People’s Assembly).  

 
Analysis of Key Gender Differences – Socio-cultural, Economics and Legal Context    

  Gender and cultural norms contribute towards women having inequitable access to knowledge and 
skills which will enforce and sustain health seeking behaviours 

 Sex education remains a taboo in formal education system 
 Despite existing laws and the government’s commitment to international conventions, there 

is limited evidence that these laws are enforced to protect the rights of citizens in practice. 
Laws pertaining to criminalisation of sex work, men who have sex with men and people 
who inject laws greatly impact on the effectiveness of HIV interventions. Anti-discriminatory 
laws are non-existent  to protect the rights of citizens to fully exercise their rights to health, 
protection against violence, access to information and employment opportunities, 
particularly for people living with HV and key affected populations.  
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STAGE 3  
Knowing the country HIV response 
 
Step 1 • Gender equality in HIV and policies and programmes 
Step 1.1 • THE OVERALL HIV RESPONSE 
 
Question 1. Which populations are addressed in the HIV national response?  
Please disaggregate by age, sex, gender identity or sexual orientation, as appropriate. 

The following populations are addressed in the National Strategic Plan on HIV and AIDS 2011-2015: 

 Injecting drug users (people who inject drugs) 
 Men who have sex with men, including transgender persons 
 Female sex workers and their clients 
 Male and female adult population (15+) 
 Institutionalised population (prison and rehabilitation) 
 Military and uniformed services 
 Migrant and mobile population 
 Young people 

[Situation Analysis, Section 1.4] 

 
1.1 Does the National HIV response include people with disabilities? If yes, are there specific programmes for 
people with disabilities in the response? Is there a difference between the way the needs of men/boys and 
women/girls are addressed by it? 

 
1.2 Does the national HIV response include older people, in particular older women?  If yes, are there 
programmes to address their needs e.g. chronic care package, including cervical cancer screening. 

 
Question 2. Does the HIV response recognize, plan for, and address gender issues related to: 
Please tick box, if yes 

 Rural/urban specificities 
 Socio-economic status 
 Forced and/or voluntary migration  
 Early and forced marriage  
 Race and ethnicity 

No, the national response does not include people with disabilities; there are no references to people with 
disabilities living with HIV in the NSP II. 

No, the national response does not include older populations (women, men, transgenders) which have 
particular vulnerabilities not just to HIV but other chronic illenesses. The NSP II references elderly caregivers 
in the context of psychosocial, nutritional, and economic support for PLHIV, their families and communities. 
[Strategic Priority III, Intervention I] 

Gender Assessment of the National HIV Response in Myanmar 2013             57 
 

No, the NSP II does not recognise, plan for, and address gender issues as related to the above areas. Neither 
does it address gender issues in areas of conflict, displaced populations, migrant and mobile populations. Early 
and forced marriage, race and ethnicity are also not referenced in the NSP II. 

 
Question 3. Have issues of gender identity and sexual orientation been recognized within the HIV policy/strategy?  
Yes  
 
If yes, what is recommended in terms of HIV services regarding stigma, discrimination, and human rights? 

The NSP II includes references to gender identity and sexual orientation in their recognition of MSM and 
transgender people as one of the key priority population groups. 

However, recommended HIV services regarding stigma, discrimination, and human rights are vague (e.g. 
strengthening the enabling environment so that township environments are support of HIV prevention 
programmes and services for MSM, leading to an outcome of less stigma, discrimination, and violence against 
visible groups of MSM). [Strategic Priority 1, Intervention 2] 

 
Question 4. To what extent is the national HIV response funded by domestic sources and to what extent is it from 
external sources? 

Domestic sources ~ 4% 

External sources ~ 96% 

 
4.1. Does the national HIV response already include gender-equality interventions?  
No 
 
Question 5. Is there a formal system of accountability for the HIV response that allows civil society, UN agencies, 
and citizens to monitor the spending on gender equality within the HIV response? If yes, how does it work?  

No, there is no formal system of accountability or monitoring of gender equality HIV response.  

Although individual organisations will monitor spending on gender-related projects, there is no sector-wide 
mechanism to consolidate the expenditure data to provide an overall view of spending on gender equality 
within the HIV response.  

 
Step 1.2 • MEANINGFUL PARTICIPATION 
Question 1. Are networks and organizations of people living with HIV, women’s rights, sexual and reproductive 

health, gender equality, youth, and other key populations’ organizations e.g., gay men and other men who have 

sex with men (MSM), sex workers, injecting drug users (IDU), and transgender people engaged in decision-

making at different stages, levels, and sectors of the country HIV response, including design and implementation 

of the response?  

Please differentiate per constituency in responding. 
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There is increasing engagement of PLHIV networks and organisations, including key affected populations 
(MSM, FSW, PWID), in the design and implementation of HIV policies and programmes. However, involvement 
in decision-making, especially in the final stages of project planning and design, is still on a limited scale.  

INGOs, and NGOS, engagement levels with UN agencies are relatively high and inputs from PLHIV are 
incorporated into all aspects of programme planning, including budgeting. For Government-only managed 
projects, the engagement of PLHIV is lower and primarily at the township level (i.e. with the Township Medical 
Officer).  

With multi-sectoral/stakeholder projects, such as the annual Progress Report and review of the National 
Strategic Plan on HIV and AIDS, inputs from PLHIV are included since PLHIV and key affected population 
representatives are invited to participate in meetings and group-work discussions. However, PLHIV networks 
and organisations do not have a direct link with higher level Government officials.  

1.1 Please document observations that are relevant from a gender perspective in the participation of civil 

society in the HIV response. 

 
Question 2. Are there formal mechanisms (e.g. partnership forums, joint HIV theme groups, National AIDS 
Councils/ Commissions, CCM that ensure the views, needs and rights of these populations are taken into account 
in decision-making processes in the response to HIV? If so, please describe how this is ensured, with a particular 
focus on gender issues, and provide examples, if possible. 

 
Question 3. What legal and policy provisions exist for these populations to access domestic and/or international 

funding to support the national HIV response? 

Women from civil society organisations feel that inputs from men are generally more accepted and welcomed, 
which results in men’s dominating presence in meetings and discussions, making it difficult for women to 
provide their input. The stereotype of Myanmar women being too timid and soft-spoken is reinforced, but also 
perpetuated, by both men and women. It is interesting to note that representatives from sex workers 
organisations and networks are better able to voice their opinions due to the specificities of sex work in the 
context of national epidemic.  

At the program implementation level, programs targeting key affected populations actively involve the 
communities, from recruitment of outreach workers from each target population to training of peer educators. 
However, it was noted that there is a large gap in technical capacities of community based organisations to 
conduct effective outreach and continuum of care for their constituencies.  

The Myanmar-Health Sector Coordinating Committee (M-HSCC) is comprised of a variety of stakeholders in 
the health sector, including representatives of PLHIV and key affected populations. However, the M-HSCC has 
not yet focused specifically on gender issues. 

Similarly, the Technical Strategy Group on HIV/AIDS takes into account the inputs of PLHIV and key affected 
populations in decision-making processes. 
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Domestic funding for key population groups (i.e. NGOs, networks, CBOs, CSOs etc.) is generally not available 
(note: domestic HIV and AIDS spending is at 4%). National NGOs, CBOs and international NGOs are able to 
access international funding by submission of expressions of interests and proposal. At the local level, a 
memorandum of understanding (MOU) with the Ministry of Health is required to implement activities in specified 
areas of the country in order to access permission to operate in those areas. This applies to both national and 
international NGOs.  

 

Question 4. What (legal, political, financial) provisions exist for capacity building and allocation of resources to 
support the participation of women, girls and transgender women in the HIV response? 

 
Question 5. Is there any key population that is excluded – by laws, regulations or policies – from engaging in the 
national HIV response? 

No. Although sex work and drug use are criminalised activities, those persons involved in sex work and drug 
use are included in the national HIV response. 

 
Step 1.3 • COORDINATION OF GENDER EQUALITY WITHIN THE HIV RESPONSE 
 
Question 1. Does the national HIV coordination mechanism include a dedicated focus on gender equality? If yes, 
please describe.  

No. 

 
1.1 Are there additional coordination mechanisms at different government sectors (gender, health, human 
rights, etc.) and levels for joint action on gender equality in the national HIV response? If so, please describe. 

 

No. 

 
Question 2. Is civil society officially included in any of the above coordination mechanisms, in particular networks 
of people living with HIV representatives of identified key populations and groups working on gender equality and 
women’s rights issues?  
CS participation in coordination mechanisms for gender within HIV response 

 National HIV coordination 
mechanism 

Coordination within 
other sectors 

Decentralized coordination 
mechanism 

CS participation    

Financial resources in the form of small grants are available from UN agencies, INGOs, and NGOs for capacity 
building to support participation in the HIV response. In 2013, the Global Fund approved a Community Systems 
Strengthening and Human Rights grant amounting to approximately USD 2.2 million to Alliance Myanmar and 
Pyi Gyi Khin. This grant will support activities for capacity building and organisational development targeting 
key population organisations and national networks.   
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Representative network of 
people living with HIV 

  

Representative of groups 
working on gender 
equality and women’s 
rights 

  

Add key populations as 
necessary 

   

 
Question 3: Are there civil society coordination mechanisms addressing HIV and gender, and if so, which 
constituencies are involved?  

No civil society mechanisms exist at present that address HIV and gender. 

 

Step 1.4 •  GENDER EQUALITY IN THE CONCEPTUAL FRAMEWORK AND DESIGN 

 

Question 1. What national gender equality policy/guideline provides guidance to the national HIV response?  

None at present; however, an alignment of the NSP II and the National Strategic Plan for the Advancement of 
Women (2013-2022)(NSPAW) is planned. 

One of the key priority areas of the NSPAW is Women and Health. Within that section, references are made to 
the need for: 

 Research and surveys on  

- Women’s participation in decision-making for sexual and reproductive health, including family 
planning; 

- Women’s participation in decision-making for HIV prevention, care and treatment, and women’s 
access to and utilisation of HIV prevention, care and treatment services; 

- Barriers to women’s access and use of basic health, sexual and reproductive health care; 

 Awareness raising of not only women, but also men and teenagers, on basic health, SRH, HIV, and STIs, 
treatment, care and support, and the implementation of community-based initiatives by collaborating with 
women’s organisations 

 Implementation of  

- Rural area oriented activities for basic health, SRH, prevention, treatment, care and support of 
HIV/AIDS and STIs 

- Provision of free contraception for women living poverty 

- Adolescent SRH services to prevent underage pregnancies and the transmission of STIs 

[NSPAW, paragraph 9] 

 
1.1 Is the development of the national HIV response guided by the UNAIDS Accelerated Country Action for 
Women, Girls, Gender Equality and HIV?   
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No.  

 
Question 2. Does the HIV policy reflect a commitment to gender equality? 

References to gender and gender equality/equity include the following (but are not limited to): 

 The NSP II has the vision “to achieve a society that is free of new HIV infections and where all people 
regardless of gender, age or origin have access to treatment and support that enables them to live a 
fulfilling life.” [The National Strategic Plan, Section 2.2 Vision] 

 Target No 2 in the NSP II mentions gender - 80% of PLHIV, who are eligible, to receive ART regardless of 
gender, transmission type, age, ethnicity, and location. [Target 2] 

 The NSP II also describes that “gender cuts across all interventions and implies an understanding of how 
social norms affect vulnerabilities of men and women and people of different sexual orientations differently 
and thus may require differential interventions.” [Annex II, Guiding Principle 11] 

 Gender equality is defined in the NSP II as “the equal enjoyment by females and males (of all ages and 
sexual orientations) of rights, socially valued goods, opportunities, resources and rewards.” [Annex II, 
Guiding Principle 11] 

 As well, the NSP acknowledges that “gender equality is important in relation to HIV. Women and men 
experience different health risks, engage in different health seeking behaviour, and usually receive different 
responses from health services. As power is distributed unequally, women have less access to health 
information, care and services, and resources to protect their health.” [Annex II, Guiding Principle 11] 

 
Question 3. Is this commitment reflected in addressing the following through the HIV response: 

3.1 Inequality between women/girls (including transgender women) and men/boys?   

Yes, there is written commitment but has not been adequately operationalized.  

The NSP II notes that the national response provides support for a gender sensitive approach through the 
“promotion of research on gender analysis (e.g. to describe and analyse different inequalities in access to 
services and experience with health providers, in prevention and treatment options, needs, challenges, gaps, 
and opportunities to reach men and women as well as differential impact).” [Annex II, Guiding Principle 11] 

 
3.2 Stigma and discrimination toward people living with HIV, in particular women and girls living with or 
affected by HIV (including transgender women) in the provision of HIV and other health services as well as the 
social welfare and judiciary system? 
  
3.3 Stigma and discrimination against key populations? 

Yes. Cross-cutting Intervention II also addresses stigma and discrimination against key populations (specifically 
FSW, MSM, PWID). Refer to Appendix 3 for an excerpt of outputs and outcomes related to creating an enabling 
environment for key populations to ensure that HIV interventions are effective. 
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Question 4. Is this commitment matched with a budget to undertake and is this translated into gender sensitive 
and transformative initiatives and services? Please justify with examples. 

No. In the accompanying Operational Plan on HIV and AIDS (2011-2015), the budget line for Strategic Priority 
IV: Cross-Cutting Intervention II (Favourable Legal and Policy Context – Compassion and Understanding) is 
US$ 200,000 per fiscal year, as related to advocacy for leadership. Note that the budget amount is indicative 
only and may not be funded (by domestic or external resources). 

 

Step 1.5 • GENDER EQUALITY AWARENESS AND KNOWLEDGE 

Question 1. Are there indications that those involved in the HIV response, including decision makers and services 
providers, demonstrate awareness and knowledge of the consequences of inequality between men and women 
and/or the marginalization of some populations in the context of HIV? Please provide examples.  

Service providers that are INGO/NGO-based generally demonstrate awareness and knowledge of the impacts 
of gender inequality and marginalisation of key affected populations. For example, in prevention of vertical 
transmission, INGO/NGO service providers have policies and procedures to encourage partner (male) 
involvement. Both the general population and key affected populations have access to HIV services by 
INGO/NGO service providers without being subject to stigma and discrimination.  

However, public (Government) service providers have not adequately been capacitated on issues of gender, 
sexuality and gender based violence. As a result, key affected populations face stigma and discrimination in 
these settings. For example, MSM prefer to seek health services from clinics that are tailored to MSM rather 
than go to a public health facility to avoid stigma and discrimination from public health care workers. 

For Government decision-makers, gender inequality and marginalisation of key affected populations are 
generally not acknowledged and the consensus is that both men and women, including key population groups, 
already have equal health rights and status.  

 
 

 

Yes, but with no specific reference to women and girls living with or affected by HIV (including transgender 
women). 

Strategic Priority IV: Cross-Cutting Intervention II concerns the development of a Favourable Environment for 
Reducing Stigma and Discrimination. Relevant outputs and outcomes include: 

 Advice and legal support available to people living with HIV to ensure security of job, property, housing, 
succession, physical safety and participation to social event. 

 Treatment, care and support services and community activities are more easily able to reach and 
support people living with HIV who might not yet know their HIV status and key populations at higher 
risk. 

[Intervention IV 2. Favourable Environment for Reducing Stigma and Discrimination, Activity Area 1] 

[Intervention IV 2. Favourable Environment for Reducing Stigma and Discrimination, Activity Area 2]
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Question 2. Does the pre-service curriculum of health care workers include sensitivity training in gender, human 
rights, stigma and discrimination? If yes, please tick box for the specific themes addressed? 
 Human rights 
 Gender equity 
 Stigma and discrimination 
 Gender based violence 
 Sexual rights 
 Sexual health 
 Reproductive rights 
 Reproductive health 
 Voluntary counselling and testing, including for couples.  

 
Question 3. Does the in-service curriculum (education syllabus) of health care workers delivering HIV services 
include sensitivity training in gender, human rights, stigma, and discrimination? If yes, what specific themes are 
addressed? 

Overall, the curriculum of health care workers (public and NGO) include training on gender, human rights, and 
stigma and discrimination in the context of delivering HIV services. However, the training is not comprehensive; 
the topics addressed are at the awareness stage (surface level) only (e.g. definition of “gender”, “What are 
stigma and discrimination?” etc.). As well, even though training is provided, the concepts may not be integrated 
in actual practice and no practical training is provided. 

 
3.1. How frequently do the in-service trainings happen and have they been evaluated?  

Frequency of in-service trainings will depend on the organisation (public and NGO); there is no standard national 
requirement. For example, Marie Stopes International (MSI) Myanmar will provide training twice a year for their 
health care workers and there is an internal evaluation that is conducted post-trainings. 

 
1.6 ASSESSING EXPENDITURE ALLOCATION 
 
Question 1. Is there an accessible system of information on expenditures (national and external) on gender and 
on HIV, like the National AIDS Spending Assessment, in the country?  

Yes, but for HIV/AIDS spending only. HIV/AIDS-related expenditures is tracked and reported in the annual 
Progress Report. A National AIDS Spending Assessment (NASA) is planned for 2014.  

No such system of information on gender-related expenditures is currently available. 

 
1.1 What factors influence budgeting decisions on gender and/or HIV (e.g. resources available, current 
priorities financed, religion, socio-cultural factors, and legal environment)?  

Factors influencing budgeting decisions on gender and/or HIV include: 
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- Resource availability, including timing in the of release of funds (e.g. with the Global Fund grant 

awarded of US$161.2 million to Myanmar for the HIV response, the grant will be provided in 

instalments over a four-year period) 

- Competing health priorities in Myanmar that will influence how much funding (both domestic and 

international) is provided on gender and/or HIV issues 

- Legal barriers may impede the scale-up and/or effectiveness of certain HIV interventions (e.g. MMT 

or needle and syringe programming) 

- Surveillance data that will indicate HIV trends and hotspots (e.g. greater focus and funding should 

be placed on PWID to prevent an increase in HIV incidence and prevalence) 

  

 

1.2 What are the challenges to the implementation of the gender and/or HIV budgets (political commitment, 

lack of evidence, capacity gaps, for example)?  

Challenges to the implementation of gender and/or HIV budgets include (but are not limited to): 

- Competing health priorities in Myanmar 

- Bottlenecks in the supply and delivery chains, including insufficient human resource capacity to 

implement policies and programmes 

- Lack of quality data 

- Stigma and discrimination, which impedes outreach 

 

Question 2. Based on the type of epidemic and the affected populations groups, are the specific needs of women, 

girls, men, boys, and transgender women considered in the budget allocated to the national HIV response?  

The Operation Plan on HIV and AIDS has budget amounts by activity/intervention for key affected populations 

(FSW, MSM – including transgender, PWID, prison or rehabilitation facility populations, mobile and migrant 

populations, uniformed services, and out-of-school youth). The general population (of women, girls, men, and 

boys) are covered through mass media outreach, for which there is a budget allocated. 

However, note that the “specific needs” of the populations groups may not coincide with the activities and 

interventions identified within the NSP II.  

 

2.1 Is the amount allocated sufficient to meet the needs of these communities in the context of HIV? Please 
breakdown your response per constituency. 

Insufficient data available to compare the Operational Plan budget amounts with “needed” amounts. By 
constituency (population group), the budget allocations (2011-2015) are as follows: 
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Population Group Budget (USD in 
millions) 

FSW 40.6
MSM 22.0 
PWID 40.5
Prison or Rehabilitation 2.3 
Mobile/Migrant 9.6
Uniformed Services 1.9 
Youth 8.8
General 3.0

 

Question 3. Does the HIV response disaggregate financial data collection and reporting by sex, age and/or key 
populations?  

Yes. Financial data is available by sex, age, and key populations, but primarily in the context of interventions.  

 
Analysis of Gender Equality in HIV Policy  

 Gender Equality in HIV policy is noted in the National Strategic and Operational Plans on HIV and AIDS 
and National Strategic Plan on the Advancement of Women.  

 Need to consolidate key gender components in both documents and add concrete activities in the 
operational plans for both strategies 

 Need to cost equality interventions, allocate and commit resources to the operational plans  

 

Step 2  
A comprehensive HIV response  
 
Step 2.1 • HIV PREVENTION 

Question 1. Are the following HIV prevention and supportive services generally available?  
 
Please tick box, if yes 
 Access to information about HIV  
 Voluntary testing and counselling services; 
 Condoms (male and female); 
 Prevention of vertical transmission (also known as mother to child transmission)  
 Behaviour change communication  
 Male circumcision  
 Drug use harm reduction measures 

 
Please add others services, as relevant. 
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Question 2. Are there gender related factors that impede women, girls, men, boys, and key populations, 
particularly transgender women, access, utilization and adherence to prevention services, and that should be 
considered and addressed? 
Gender-related factors that affect access, utilization and adherence to services may include stigma, discrimination, 
gender-based violence, harmful gender norms in terms of power balances, masculinity and femininity; access to 
resources, discrimination based on gender identity, sexual orientation, age, ethnicity, or marital status. (More 
information found in the gender assessment tool guide.)  
Please refer to which of these factors may affect diverse communities, such as young women, injecting drug 
users, including women who use drugs, gay and men who have sex with men, and their partners; and transgender 
people. 

From a gender perspective, it may be easier for women to access HIV prevention and supportive services than 
men. Men generally prefer to be treated by same-sex health service providers (i.e. other men) and may be 
uncomfortable with receiving HIV services from female health care workers due to socio-cultural norms, 
including power dynamics. 

 

Gender norms between men and women: 

• gender norms and constructs of masculinity that encourage men to have multiple unsafe sexual 
encounters 

• gender norms and constructs of masculinity that condone (transactional) sex seeking behaviour among 
men 

• Gender norms and constructs of femininity that ensure women are expected to be faithful to their 
unfaithful husbands and have no safe avenue of redress when trust is breached 

• Constructs of femininity that inhibit women from having knowledge about sex and sexual health  

• gender norms that discourage married men and women from discussing sex and ensure that women 
have less power if and when these conversations do take place 

• Men living with HIV report a considerable time lapse between when they first suspected they may be 
at risk, when they became they aware that they are HIV-positive and when they finally told their wives.  

• not enough condom use among male clients of sex workers to reduce new infections among sex workers

• economic factors that drive women into high risk work/relationships 

• Power distances  (men high – women low) 

• men who have unsafe sex with both their wives and other men 

• barriers to disclosure in married couples  

• limited positive prevention, related to limited access to treatment for PLHIV 

• limited access to family planning, STI and reproductive health services for PLHIV 
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Question 3. Do prevention services respect, promote, and protect the rights of women, girls, men, boys and key 
populations independent of marital status, profession and age, or are there indications of violation of these, in 
relation to:  
Please tick box, if yes 
 Sexual health and rights? 
 Sexual orientation? 
 Gender identity?  
 Reproductive health and rights? 
 Voluntary testing and counselling?  
 Disclosure and acceptance of their HIV status, free of discrimination?  
 Access to justice and benefit of the law? 
 Protection against gender harmful norms and practices? 
 Addressing violence in all cases (including from partners, family, community or state)? 

 
Question 4. What is the overall coverage of prevention of vertical transmission services? 

The overall coverage of PMCT services is approximately 80% (2012 Progress Report – number of HIV-positive 
women who received ARV prophylaxis for PMCT).  

However, the overall coverage of pregnant women who receive HIV testing and counselling (pre-and post) is 
low at approximately 22% (2012 Progress Report). 

 

Sex Workers 

 SW are reportedly receiving health education and condom messaging, but comprehensive services that 
include skilled behaviour change counselling and empowerment are more limited. 

 The link between condom use and illicit sex is high and therefore condom use may be seen as 
stigmatised, or confirmation of the illicitness of the activity.  

 

Men who have sex with men 

 Older MSM are thought to buy sex more often than younger MSM.  

 Hidden MSM can pass as heterosexual, they are hard for outreach workers to find, but can be reached 
by others like them. They may care about the risk of HIV to themselves, their wives and children and 
it may be possible to exploit their desire to protect the family in prevention messaging. 

 Hidden MSM are often married and are thought to be reluctant to buy and use condoms, or to 
know/disclose their HIV status.  They may have many different partners, both male and female. 

 Transgender MSM are easily identified and subject to high levels of discrimination.  Condom use signals 
they may be promiscuous, unclean, untrusting, not submissive enough – which is inconsistent with their 
feminised role. 

 MSM who sell sex to men may not identify as gay but rather they want to conform by having a girlfriend, 
so they have paid sex with other men so they can afford the relationship with the girl. 
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4.1 What is the estimated number of children born with HIV? 

The percentage of infants born to HIV infected mothers that are HIV infected is 12.3% (2012 Progress Report), 
or approximately 442 infants (based on a denominator of 3,591 infants). 

 
4.2 What is the overall loss to follow-up8 rate up to the end of breastfeeding phase?  

Data not available. 

4.3 At each stage in the process of provision of prevention of vertical transmission services, what is the coverage 
rate? 

 
Coverage rate from services to prevent vertical transmission of HIV 

% of pregnant women coming to antenatal care (at least one visit) 43% 

% of pregnant women accepting HIV test 59% (of those who attended 
antenatal care) 

% of pregnant women receiving test result 85% (of those who accepted an 
HIV test) 

% of pregnant women testing HIV positive (whether tested positive before 

or just tested at prenatal care) 

0.7% 

% of pregnant women living with HIV receiving medication to prevent 

vertical transmission 

80% 

% of pregnant women living with HIV to receive medication to prevent 

post-partum transmission (transmission during breastfeeding) to the 

infant, as per treatment approach indicated above 

Data not available. 

 
 
[2012 Progress Report] 

4.4 Is there any insight on reasons for non-adherence from a gender perspective, and who is affected 
by it? 
 

Prevention of mother-to-child transmission of HIV (PMCT) services have reached a relatively large part of the 
country and the number of women choosing to access the service has risen continually. However, the services 
are constrained by a relatively low attendance to ante-natal care services in rural areas and a considerable loss 
to follow before and after birth.  

Reasons for non-adherence may include: 

                                                           
8 Loss to follow-up is the rate of disconnection between patients and treatment, in the case of vertical transmission it means 
babies treated at birth but that resulted in an infection, and the treatment continuation of mothers and babies. 
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- Social stigma attached with having HIV (i.e. general society believes that women who are HIV+ 
should not have children); 

- Discrimination by health care workers (more so in public health facilities); 
- Health care staff shortages; 
- ART supply shortages; 
- Lack of or undermining of privacy and confidentiality (e.g. in overcrowded health care facilities); 
- Lack of adherence support, which is an important part of psychosocial support services and PMCT 

and HIV clinical care services; 
- Difficulties in accessing access health care services in rural areas (e.g. distance to the clinic, 

transportation costs); 
- Weak social support structure at home and in the community; 
- Gender inequality; 
- Poverty and lack of food; and 
- Incomplete or incorrect information (or lack of access to information), among others. 

 
4.5 Discuss who is not being reached by the national programme on prevention of vertical transmission? Please 

exemplify or quote sources. 

 
4.6 Does the prevention of vertical transmission encourage partner involvement? If yes, what are the results? Are 
there indications that these programmes hinder access for women?  

 
 
 
 
 

Persons who are not being reached with PMCT services may include: 

- Women in rural areas, where it is difficult to access health facilities (e.g. distance and costs for transport 
and treatment); 

- Women in humanitarian settings (conflict areas), including internally displaced and stateless persons; 

- Women living in economic poverty, including female street youth, who are unable to afford transportation 
costs to a health clinic or health care fees for pre/antenatal care; and 

- Adolescent girls whose families may prevent them from seeking appropriate care due to social stigma; 
among others. 

Partner involvement in the provision of PMCT services will depend on the situation. Partner (male) involvement 
is generally high if both parties are HIV positive. Similarly, for a sero-discordant couple, partner involvement is 
high if only the male partner is HIV positive. However, if only the female partner (who is pregnant) is HIV 
positive, partner involvement is generally low due to the associated social stigma (e.g. assumptions that she 
was unfaithful) and/or fear of telling her partner. 
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Step 2.2 • TREATMENT 
 
Question 1. What is the percentage of women and men aged 15-49 who received an HIV test in the past 12 
months and know their results?9 
HIV testing in the general population  

[2012 Progress Report] Total population Female Male

Overall ~ 0.16%*   

15-19 
20-24 
25-49 

81,814**   

* Based on total population size estimate of Myanmar at 52 million (2010) per HIV Estimate and Projections AEM 
Model (2010-2015) (NAP) 
**No disaggregation by age and gender 
 
1.1 What is the percentage of sex workers who received an HIV test in the past 12 months and know their 

results?10 

*Age desegregated data unavailable 
 
1.2 What is the percentage of men who have sex with men who received an HIV test in the past 12 months and 
know their results?11 

 
 
 
 
 
 

*No disaggregation by age 
 
1.3 What is the percentage of people who inject drugs who received an HIV test in the past 12 months and know 
their results? 
HIV testing in people who inject drugs  

                                                           
9 See GARPR 1.5. 
10 See GARPR 1.9 
11 See GARPR 1.13 

HIV testing in sex workers 
[2012 Progress Report] Total population Female Male
Overall   
<25 
25+ 

60,000 * 13,968 No data available 

[2012] Male 

Overall 240,000 

<25 
25+ 

12,694 
(5.3%) 
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[2012 Progress Report] Total population Female Male

Overall 75,000 No data available 4,540 

<25 

25+ 

No disaggregation by age. The majority of PWID are male injecting drug 
users and no official data is available on female IDUs. 

 
Question 2 What is the current treatment coverage in the country (preferably with data disaggregated by age and 
sex, if available)? 

 
Question 3. Are the treatment services equally accessible for women, men, and key populations? If not, what is 
limiting or impeding access related to gender? 

 
Question 4. What is the percentage of adults and children with HIV known to be on treatment 12 months after 
initiation of antiretroviral therapy?12 
Twelve-month retention on antiretroviral therapy

[GARPR 2012] Total population Female Male

Overall * 90.22 84.91 

<15 
15+ 

93.70 
86.74 

  

*No disaggregation by age and gender combined 
 
4.1 Discuss who (age, sex, key population, geographical setting, socio-economic status) is affected by non-
adherence and how this relates to gender?  
 

                                                           
12 See GARPR 4.2 

Treatment coverage 

[2012 Progress Report] Total population Female Male 

Overall    

0-14
 
15–19 
20–24 
25–49

4,033
 
49,676 

1,922
 
22,315 

2,111
 
27,361 

Treatment is available for all citizens, regardless of gender. However, socio-cultural factors, as well as the 
related stigma and discrimination, may deter women, men, and key affected populations from accessing 
treatment services. The lack of support services, community self-help systems and geographical coverage of 
NGO activities contribute towards programme effectiveness and coverage.  
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Insufficient data available.  

However, non-adherence and loss to follow-up is more prevalent in rural areas than urban areas due to the 
limited health care facilities and supply of resources (e.g. health care workers, medical equipment, medication 
etc.).  

 
Question 5. Do treatment services that respect, promote, and protect the rights of women, girls, men, boys and 
key populations independent of marital status, profession and age, or are there indications of violation of these, 
in relation to: 
 
Please tick box if yes 
 Sexual health? 
 Sexual orientation? 
 Gender identity? 
 Reproductive health? 
 Safe abortion? 
 Voluntary testing and counselling?  
 Disclosure and acceptance of their HIV status, free of stigma and discrimination?  
 Access to justice and benefit of the law? 
 Protection against harmful norms and practices? 
 Gender based violence (including from their partners, family, community or state)? 

 
Step 2.3 • CARE AND SUPPORT 
 
Question 1. Are there gender factors for women, girls, men, boys, and key populations that affect utilization and 
adherence of these services, to be considered and addressed?  
 
Please tick box if yes 

 Home based care 
 Palliative care 
 Support for orphans and vulnerable children affected by HIV 
 Psychosocial support for people living with HIV 
 Social protection services 
 Legal support services 
 Sexual and reproductive health counselling  

 
Question 2. Do care and support services respect, promote, and protect the rights of women, girls, men, boys 
and key populations independent of marital status, profession and age, or are there indications of violation of 
these, in relation to: 
 
Please tick box if yes 
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 Sexual health? 
 Sexual orientation? 
 Gender identity? 
 Reproductive health? 
 Safe abortion?  
 Voluntary testing and counselling?  
 Disclosure and acceptance of their HIV status, free of stigma and discrimination?  
 Access to justice and benefit of the law? 
 Protection against harmful norms and practices? 
 Gender based violence (including from their partners, family, community or state.)? 

 

Refer to previous examples provided. 

 
Question 3. Is there gender parity in providers of care and support at the community level?  Please describe. 

 
Question 4. Does the national HIV policy recognise the burden of care and support, and provide for mechanisms 
for compensation for the providers of care and support?  
Yes  

  
4.1. If yes, does it include? 
 

 Reliable access to home-based care supplies? 
 Training and support for palliative care? 
 Clearly defined role and responsibilities for paid caregivers?  
 Financial compensation for primary and secondary caregivers? 
 Comprehensive (social and psychological) care for unpaid caregivers? 
 Recognizing and addressing the burden of care on women and girls and their impacts? 

 
Obs. 1 If possible, provide care giving information by age: women and girls for example young girls pulled out of 
school for care giving, (grandmothers) heading households of grandchildren, female (single) head of household.  

 

Based on the Integrated Household Living Conditions Survey in Myanmar (2009-2010), the percentage of 
female-headed households is around 21%, with more female-headed households in urban areas than rural 
areas, and among the non-poor than poor (i.e. inverse relationship between poverty and female headship).  

 
 
 
 

No. At the community level, the providers of care and support are primarily women in the roles of community 
health workers and midwives/ traditional birth attendants. 
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2.4 GENDER-BASED VIOLENCE (GBV) 
 
Question 1. Does the national HIV and/or gender policy guide the HIV response in recognizing the link between 
gender-based violence and HIV, in terms of violence increasing the risk of HIV transmission, including in conflict 
and post-conflict situations, where relevant?  

The NSP II makes one brief reference to GBV (“address gender-based violence”) in the context of promoting 
meaningful involvement and empowerment of vulnerable groups (FSW). [Strategic Priority 1, Intervention 1] 

 
1.1 If so, how is it addressed within HIV programmes and services?  

N/A – GBV is not addressed within HIV programmes and services. 

 
1.2 Which populations benefit from these initiatives? 

N/A – GBV is not addressed within HIV programmes and services. 

 
1.3 If not, why has it not been addressed? 

Gender, gender equality, GBV, and other related matters are all relatively new considerations in Myanmar, with 
the majority of the population still not acknowledging gender inequality. As such, GBV has not yet been factored 
into the HIV response. 

 
Question 2. Does the national HIV and/or gender policy guide the HIV response in recognizing the link between 
gender-based violence and HIV, in terms of violence being a consequence of HIV status, including among women 
living with HIV?  

No. No explicit links are made between GBV and HIV in both the NSP II and the NSPAW. 

 
2.1 If so, how is it addressed in programmes and services and which populations benefit?  

N/A – The linkage of HIV and GBV is not addressed in programmes and services. 

 
Question 3. Is there a (multi-sectorial) policy on addressing gender-based violence? If yes, does it address HIV in 
sectorial programmes, initiatives, or services on gender-based violence?  

Yes. One example is the Strategy for Multi-Sectoral Prevention and Response to Gender-Based Violence 
developed for the Rakhine humanitarian response by members of the Humanitarian Protection Working Group. 
The strategy and action plan include inputs from key stakeholders engaged in providing GBV services and 
promoting the protection of women and children (e.g. UNFPA, UNICEF, WHO, UNDP, UNHCR, Malteser, MSF, 
Myanmar Women and Children’s Association etc). HIV is primarily addressed in the offering of post-exposure 
prophylaxis as part of post-rape kits. 

 

Gender Assessment of the National HIV Response in Myanmar 2013             75 
 

3.1 If so, what are the actions, and what are the populations addressed? 

From the example above, relevant actions include the distribution of post-rape kits and the provision of training 
for medical personnel on the clinical management of rape. The populations addressed are women and girls 
(although men and boys are also applicable), in particular those at internally displaced persons camps in 
Rakhine state. 

 
3.2 If not, then why isn’t it being addressed? 

 
Question 4. Are there laws in place to reduce and condemn violence against women and gender-based violence? 

Laws concerning sexual and gender-based violence in the Myanmar Penal Code (1860) include provisions for 
crimes against women including rape (Section 375-376), abuse (e.g. Section 313, Section 354, Section 509), 
and seduction (Section 366) and sex with underage women (i.e. less than 14 years of age).  Note that spousal 
rate is specifically cited as an exclusion and is not considered a crime unless the wife is younger than 14 years.  

Trafficking or trading women for prostitution, or enticing for sexual purpose is a crime punishable by 
imprisonment (e.g. Section 372-373). 

No specific laws exist to address domestic violence and intimate partner violence, although there is a drafted 
bill on domestic violence legislation. As well, laws related to psychological aggression are limited in scope and 
scale.  

 
4.1 If so, how are these upheld? If there are limitations, please describe. 

The laws related to sexual and gender-based violence are upheld with fine or imprisonment for the offender, 
if found guilty. For example, in the case of rape, the offender will be subject to a maximum of 10 years 
imprisonment and a fine. However, there are a number of limitations including: 

 Complicated legal action process. Refer to Appendix 4 for illustration of the legal action process to 
report a sexual assault incident. 

 According to Section 154 of the Myanmar Code of Criminal Procedures, a First Information Report (FIR) 
(either written or verbal) needs to be submitted by the survivor themselves to the police in order for 
an investigation to be carried out.  

 Socio-cultural factors, including associated stigma and discrimination, which may dissuade a person 
from reporting an incident. The underreporting of cases is a common occurrence in Myanmar. 

 
Question 5. Does the HIV response address in any way (condoning) attitudes of society about violence against 
women and gender-based violence?  

No.  

N/A 
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Question 6. Does the HIV response address in any way (stigmatizing/condoning) attitudes of public service 
providers (health workers, uniformed services, teachers etc.) about violence against women and gender-based 
violence?  

No. 

 
6.1 If so, how does it address?  
Obs. This could be done, for example, through information, education, and communication – IEC – materials, 
including different kinds of campaigns, training and sensitisation of healthcare workers, teachers, law enforcement 
personnel, media workers etc. 

N/A 

 
6.2 If not, then why? 

Refer to Question 1.3 of this Section on the rationale for why gender – and correspondingly, gender-based 
violence – is not addressed in the national HIV response. 

 
Question 7. Are there partnerships between government and partners, including UN agencies with women’s rights, 
women living with HIV and/or transgender and key population organizations and networks to develop and 
implement programs and initiatives that address VAW and GBV in the HIV response?  

 
7.1 If not, why aren’t there any? 

N/A 

 
8. If the country has a situation of humanitarian setting, is there a specific program to address gender-based 
violence and violence against women and girls, and its relation to HIV? Describe it. 

Yes. Refer to Question 3 of this Section. 

 
8.1 If yes, does it offer sexual and reproductive health services to women and girls, men and boys, and any 
specific key population in the humanitarian setting? Will check with UNFPA 

SRH services offered include clinical treatment of rape survivors, and psychosocial and counselling services. 

 
2.5 SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS 
  
Question 1. Does the country have a SRHR policy (stand-alone or as part of the HIV policy) that recognizes and 
addresses linkages between HIV, maternal health and child health, and women’s health beyond their reproductive 
role, as interlinked concerns? If yes, please describe them?  

Yes. Refer to Question 3 of this Section. 
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Question 2. Which sexual and reproductive health services are available for women and girls, transgender women, 
men and boys, and key populations in the country?  Which are not available? 

SRH services available in the country include: 

- SRH education and counselling 
- Family planning (including birth spacing services and sterilisation)  
- Contraceptives (including condom distribution) 
- Pre- and antenatal care (including management of obstetric and neonatal complications and 

emergencies) 
- Prevention and treatment of STIs, including HIV/AIDS 

 

SRH services that are not available or are available on a limited scale include: 

- Abortion-related services (e.g. prevention of abortion, management of complications resulting from 
unsafe abortion) 

- Prevention and appropriate treatment of sub-fertility and infertility 
- Adolescent sexual and reproductive health 
- Prevention and management of gender-based violence 

 
 
2.1 Are these SRH services integrated with HIV services? 

Yes, but integration of SRH and HIV services is a recent development and is on a limited scale. 

 
2.2 Please indicate if the available services are equally accessible by key populations, particularly transgender 
women, gay men and men who have sex with men. 

Yes, SRH services are equally accessible by key populations, although factors such as stigma and discrimination 
may deter access.  

No sex and age disaggregated data available on access by key populations. 

 
2.3 Is there any indication of coercion, discrimination, and/or violence while accessing commodities or healthcare 
services, particularly suffered by women, girls, transgender women, gay men and boys, or other key population? 

No. Myanmar does not have a national policy which encompasses sexual and reproductive health and rights 
(i.e. either as stand-alone or within the NSP II). 

However, Myanmar does have a National Reproductive Policy (2002) and developed the second Five Year 
Strategic Plan for Reproductive Health (2009-2013). 
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Access to services is free for all citizens. However, there are factors which contribute towards the quality 
of services received by people living with HIV and key affected populations.  

Based on the findings of the Myanmar HIV Stigma Index, over 90% of respondents (both male and female 
almost equally) stated that they had never been refused health services as a result of their HIV positive status. 
For those who had been denied family planning services (35% total) and SRH services (20% total), there was 
no significant difference between male and female respondents as well as between key affected populations 
(FSW and PWID). 

[ http://www.mpgnationalnetwork.org/docs/MPG_StigmaIndex_Eng.pdf ] 

 
Question 3. Are regional and international commitments on sexual and reproductive health and rights of women 
and girls incorporated into the HIV response? If so, how? 

No. 

 
Question 4. What are the most common gender-related barriers and challenges for accessing integrated HIV and 
SRHR services and commodities in the ground?  

 
4.1 How have these been identified? 

Overall, access to integrated HIV and SRHR services and commodities is available to the general population, 
including key affected populations. However, as previously noted, gender-related barriers and challenges 
stemming from stigma and discrimination, and socio-cultural norms and practices may discourage access.  

Examples include: 

 With sero-discordant heterosexual couples where the female is HIV+, but the male is negative – the 
female may decide not to access HIV/SRH services for fear that her male partner will find out. 

 Transgender people, due to their physical appearance and dress, are discriminated against and not 
treated with respect by service providers (in particular by public health service providers) and other 
patients, deterring them from accessing services. 

 Men generally have greater knowledge/awareness of services such as VCCT compared to women 
(excluding pregnant women), resulting in higher access levels. 

These examples (and many others) were identified primarily through informal discussions (e.g. among friends, 
within the communities). 

 
4.2 How have they been addressed in the national strategy? 

Common gender-related barriers and challenges are not explicitly addressed in the HIV response. 

 
Question 5. Are there development partners and civil society organisations providing key services for HIV, sexual 
and reproductive health and rights, and gender-based violence, including violence against women and girls and 
key populations?  
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In Myanmar, development partners and CSOs providing HIV, SRHR, and GBV services include (not exhaustive): 

- Association François-Xavier Bagnoud (AFXB) 
- Alliance (International HIV/AIDS Alliance) 
- Lotus 
- Marie Stopes International (MSI) Myanmar 
- Médecins Du Monde (MdM) 
- Medecins Sans Frontieres- Holland (AZG) 
- Myanmar Anti-Narcotics Association (MANA) 
- Population Services International (PSI) Myanmar 

 
 
Analysis of gender issues related to the HIV epidemic and the contextual factors.  

 
 

Step 3  
Gender considerations per community 
 
Step 3.1 • WOMEN AND GIRLS 
 
Question 1. Is there a national gender policy?  
 

There is no national gender policy (as it relates to all the different types of gender). However, the National 
Strategic Plan for the Advancement of Women (2013-2022) (NSPAW) was recently launched in October 2013 
by the Ministry of Social Welfare, Relief and Resettlement (Department of Social Welfare).  

 

SRH services which are not available or are available on a limited scale include: 

 Abortion-related services (e.g. prevention of abortion, management of complications resulting from unsafe 
abortion) 

 Prevention and appropriate treatment of sub-fertility and infertility 
 Adolescent sexual and reproductive health 
 Prevention and management of gender-based violence 
 With sero-discordant heterosexual couples where the female is HIV+, but the male is negative – the female 

may decide not to access HIV/SRH services for fear that her male partner will reject her 
 Transgender people, due to their physical appearance and dress, are discriminated against and not treated 

with respect by service providers (in particular by public health service providers) and other patients, 
deterring them from accessing services. 

 Men generally have greater knowledge/awareness of services such as VCCT compared to women (excluding 
pregnant women), resulting in higher access levels. 
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NSPAW is based on the 12 Priority Areas of the Beijing Platform for Action and the principles of the Convention 
on the Elimination of All Forms of Discrimination against Women (CEDAW). The objectives of NSPAW are: “All 
women in Myanmar are empowered and able to fully enjoy their rights with the support of the Government of 
the Republic of the Union of Myanmar. Enabling systems, structures and practices are created for the 
advancement of women, gender equality, and the realisation of women’s rights”. [NSPAW, paragraph 5] 

 
1.1 Does the National Gender Policy effectively address the following in relation to increased HIV vulnerability 
and hindering access, utilization and adherence to HIV services? 
 
Please tick box if yes 

 Gender equality in intimate relationships? 
 Gender equality in household decision-making?  
 Access of women and girls to financial resources (economic empowerment)? A 
 Access of women and girls to educational opportunities, including comprehensive sexuality education? B 
 Transforming concepts of masculinity that encourage sexual risk taking and discourage health-seeking 

behaviours? 
 Access to economic empowerment opportunities, including through microcredits or cash transfer  
 Gender-based stigma and discrimination against people living with HIV? 
 Equitable access to health services including sexual and reproductive health? C 
 Access to social services?  
 Gender equality in workplace policies? D 
 Access to legal/law enforcement institutions, in particular knowing and claiming their rights? E 
 Access to services to address gender based violence E 

 
1.2 Does the gender policy guide the HIV response, in terms of recognizing and addressing the gender aspects 
of the HIV epidemic and the specific HIV risks and vulnerabilities of women and girls, including from key 
populations? Yes/No. Please elaborate answer. 

 

A Not specifically related to HIV, but addressed as part of two Key Priority Areas (Women and Livelihoods and 
Women and the Economy)  
B Women and Health Paragraph 9 b)2) 
C Women and Health Paragraph 9 
D Also addressed as part of the Key Priority Areas Women and Livelihoods and Women and the Economy. As 
well, Women and Health Paragraph 9 references the participation of women in senior, technical and professional 
positions within Government Departments related to health care. 
E Not specifically related to HIV, but addressed as part of Key Priority Area Violence Against Women 

No. The NSP II and NSPAW are not aligned. NSPAW makes general reference to the HIV response, but it does 
not include guidance on the HIV response.  
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3.2 MEN AND MASCULINITIES 
 
Question 1. Do the national HIV and/or gender policy guide the HIV response to work with men and boys to 
address cultural and historically constructed harmful masculinities and support them to: 
No 
 
Please tick box if yes 

 Explore and address how concepts of masculinity can lead to increased risk of HIV both for them and the 
sexual partners, including discouraging access to HIV services, and encouraging risky sexual behaviour 
and gender-based violence? 

 Promote positive forms of masculinity that encourage access to health? 
 Acknowledge unequal power relations between men and women, boys and girls? 
 Understand and respect the rights of women and girls, including those from key populations, such as men 

who have sex with men, LGBT population and sex workers? 
 Acknowledge the stigma and discrimination faced by women and girls (including those from key 

populations) in many facets of life (social, economic, political and health), from domestic to labour 
relations? 

 Address the impact of masculinity norms on women and girls, including those from key populations, such 
as men who have sex with men, LGBT population and sex workers, in terms of health-seeking behaviour, 
including HIV services; risky sexual behaviour; and gender-based violence? 

 
Please describe how they are addressed and add other examples if applicable and relevant for replying the 
question. 

 
Question 2. Has this resulted in national programmes or initiatives?  Please provide examples. 

No - None noted. 

 
Question 3: How effective are these policies in fostering social change? Please clarify. 

N/A – none noted. 

 
3.3 KEY POPULATIONS 

Question 1. Does the national gender policy and HIV policy and/or National Strategic Plan on HIV, recognize and 
address the specific HIV risks and vulnerabilities of key populations? 

Gender is a Guiding Principle of the NSP II, recognising that “vulnerabilities of women and men, girls and boys 
differ in terms of both sex and gender, and that interventions for men and women need to differ accordingly” 
and “as power is distributed unequally, women have less access to health information, care and services, and 
resources to protect their health.” However, the NSP II notes that more data collection and gender analysis are 
required to enable a gender sensitive approach in the national response. As such, none of the actions above 
are addressed. [Guiding Principle 11] 
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Yes, the NSP II recognises and addresses the specific HIV risks and vulnerabilities of key populations. From the 
Strategic Framework (Section 7.2): 

NSP II gives priority to key populations most at risk of acquiring HIV infection – those identified with behaviours 
or situations that bring about higher than average prevalence of HIV (>5%) and who do not yet practise 
preventive behaviours consistently. These populations include the following: 

- Female sex workers and their clients and the sexual partners of both  
- Men who have high risk sex with men and their sexual partners 
- People who inject drugs and their sexual partners 
- Male sex workers and their clients and the sexual partners of both 
- Sexual partners of people living with HIV 
- Institutionalized (prison facilities, detention and rehabilitation centres) populations 
- Children born to HIV-infected parents.  

Note that NSPAW does not explicitly address key populations (i.e. female sex workers or female drug users 
etc.). 

 
Question 2. Do the HIV policy guide programmes and initiatives for key populations, ensuring that these are?  
 
Please tick box if yes 
 Rights-based? 
 Reduce gender barriers to diagnosis, treatment and care? 
 Address gender-based stigma and discrimination? 
 Address gender-based violence against key population? 
 Empower key populations to know and claim their human rights? 

 

One of the Guiding Principles of the NSP II is Rights and Public Health, recognising that “the protection of 
human rights, both of those vulnerable to infection and those already infected, is not only right, but also 
produces positive public health results against HIV.” As well, the NSP II states that “The human rights of 
marginalised groups (sex workers, people who use drugs, men who have sex with men, prisoners) must also 
be respected and fulfilled for the response to HIV to be effective.”  

Rights-based intervention activities targeted at key populations include: 

 For FSW – reform of Suppression of Prostitution Act 1949; creating enabling environments where 
programmes for FSW respect consent and confidentiality; and ensuring that condom possession is not 
used as a liability of sex work. [Strategic Priority 1, Intervention 1] 
 

 For MSM – reform of laws that criminalises sex between consenting male adults (e.g. Myanmar Penal 
Code Section 377), and creating enabling environments that are supportive of HIV prevention 
programmes and services for MSM. [Strategic Priority 1, Intervention 2] 
 

 For PWID – Enforcement of Directive 2001 from Myanmar Police Force Headquarters to not make 
arrests for the possess of hypodermic needles; revision of the Narcotic Law (1974) for mandatory one-
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month hospitalisation of identified drug users; and in general, to amend laws that criminalise use of 
narcotic drugs so that obstacles to prevention and treatment programmes are removed. [Strategic 
Priority IV, Cross-Cutting Intervention 2] 

Note that gender barriers to diagnosis, treatment and care; gender-based stigma and discrimination; gender-
based violence against key populations; and empowerment of key populations to know and claim their human 
rights are not addressed. 

 
3.4 YOUNG PEOPLE 
Question 1. Does the country have a youth policy (stand-alone or as part of the HIV policy) or, if there is no 

youth-specific policy, are there regulations within the HIV and/or health framework that address the specific 

vulnerabilities of young people? 

Myanmar does not have a stand-alone national youth policy. 

As part of the NSP II, young people are identified as one of the population groups at higher of HIV infection, 
in particular out-of-school youth and children living on the street. The NSP II states the need for programmes 
and comprehensive services that are tailored and targeted by age and gender, including young key populations 
and youth-at-risk. 

Within Strategic Priority I Prevention of the Transmission of HIV Through Unsafe Behaviour in Sexual Contacts 
and Injecting Drug Use has an intervention targeted directly at vulnerable youth – Intervention 7 (Reducing 
HIV-Related Risk, and Vulnerability Among Young People).  

Intervention 7 references the need for youth friendly spaces and services, including access to condoms and 
referral to VCT and other health services; capacity building of service staff to work with youth; training of youth 
on life, practical, and vocational skills; youth counselling and outreach; peer support groups; and greater 
participation of youth in organisations and the development and implementation of programmes, among other 
needs. 

Note that Intervention 7 is primarily applicable for out-of-school youth and children living on the street. Young 
key affected population groups are covered under intervention areas targeting key affected populations and 
mobile/migrant youth are reached through interventions targeting the general mobile/migrant population. For 
young people considered at low risk and vulnerability (i.e. live in stable families, attend school, live in areas of 
low HIV prevalence etc.), they are reached by mass media, school educational programmes, and youth clubs. 

 
Question 2: If yes, does the policy include guidance on?  
 
Please tick box if yes 
 Access to information on HIV prevention, care and support? 
 Access to HIV prevention, care and support services? 
 Access to condoms? 
 Access to sexuality education? 
 Access to HIV testing? 
 Age of consent to access condoms? A 
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 Access to information on sexual and reproductive health? 
 Access to sexual and reproductive health services? 
 Access to family planning? 
 Access to safe abortion? B 
 Gender equity in access? 
 Protection against gender based violence? C 
 Protection for different sexual preference? D 
 Protection for multiple gender identity? E 
 Age of treatment decision-making? F 
 Age of marriage? G 
 Parental or spousal consent to medical treatment. H 

 
A N/A – no age restriction 
B N/A – abortion is not legal 
C No reference; legal protection against general violence is referenced only 
D No reference 
E No reference 
F N/A – no legal age restriction on treatment decision-making (but in practice may differ) 
G No reference 
H No reference 
 
Question 3. How does the policy support young people to protect them from HIV transmission, gender based 

violence and sexual and reproductive health, including unwanted pregnancy? Please explain. 

 
Question 4. Does the national HIV response include programmes specifically targeting the needs and rights of 
young key populations? Please explain. 

Yes, the needs of young key populations are targeted in the NSP II via specialised activities within the 
intervention areas for FSW, MSM, and PWID.  However, the activities noted are not comprehensive. As well, 
the rights of young key populations are not explicitly referenced. 

For young FSW, activities include: tailored interventions for young sex workers and integration of HIV 
prevention and care services with youth centres. [Strategic Priority 1, Intervention 1] 

For young MSM, activities include: establishment and improvement of friendly health and other social and 
support services and the integration of HIV prevention and care services with youth centres. [Strategic Priority 
1, Intervention 2] 

The NSP II intervention activities targeted at young people are intended to increase individual capacity (i.e. 
self-awareness, self-reliance and confidence, decision-making etc.) so that they will abstain from or reduce HIV 
and SRH-related risk-taking behaviours, or to maintain or practice safer  sexual and drug use behaviours.  

Both unintended pregnancy among young people and gender-based violence against young people are not 
referenced.  
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For young PWID, activities include: prevention interventions specifically for youth; strengthening of drug 
education and HIV education for drug users and other young people; improved health settings that are friendly 
for drug users and youth vulnerable to drug use to seek VCCT, STI, TB, and other services; tailored health, 
social, and other support services for young drug users and youth vulnerable to drug use; and the integration 
of HIV prevention and care services with youth centres. [Strategic Priority 1, Intervention 3] 

 
Question 5. Please indicate if these specifically available services are equally accessible by girls, young women, 

boys, and young men, including those from key populations. 

 

5.1 Are young women, young men, and young transgender people able to access HIV and SRHR services and 
commodities under the same conditions as any adult? Please explain. 

 
5.2 Are there any gender barriers to their access? If so, which? 

 
 
 
YOU HAVE NOW REACHED THE END OF STEP 3 OF STAGE 3.  PLEASE REVIEW AND ANALYSE THE 
MAIN GAPS IN ADDRESSING GENDER DIFFERENCES RELATED TO THE SPECIFIC COMMUNITIES.  
PLEASE RECALL THE EARLIER IDENTIFIED GENDER ISSUES RELATED TO THE HIV EPIDEMIC AND 
THE SOCIO-CULTURAL NORMS AND DETERMINANTS.   

Yes. From a legal perspective, there are no age restrictions on accessing HIV and SRHR services and 
commodities. However, in practice, there may be barriers that impede young women, men, and key affected 
populations from accessing such services and commodities to the same degree (and under the same conditions) 
as adults.  

For example, that some health clinics have a policy of providing HIV/SRH services only to persons aged 18 
years and older and require registration of patients (including their age). At these clinics, young people will be 
able to meet with peer educators and obtain referrals for medical treatment if needed. However, this policy 
deters and prevents young people from obtaining needed health services.  

Refer to Question 5.2 for examples of gender barriers. 

Yes. Gender barriers that impede access by young people to HIV/SRH services are largely based on socio-
cultural norms and practices. Examples include (but are not limited to): 

 Young women, especially unmarried women, are deterred from seeking HIV and SRH information 
and/or treatment since they will be viewed as indecent and immoral (i.e. like a sex worker). 

 SRH is a taboo subject and not commonly discussed, in particular among women; it is difficult for young 
women to obtain SRH information from their mothers, other female relatives and family friends, or even 
their female peers for fear of being stigmatised and looked down upon. 

 Young men in general have greater access to HIV/SRH information and services than young women 
since they are permitted a wider social network (by parents) and have greater mobility (i.e. they can 
visit health clinics without having to inform their parents).  
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THIS INFORMATION WILL HIGHLIGHT AND COMPLEMENT THE POLICY AND PROGRAMMATIC SECTION OF THE 

RESPONSE.  

WOMEN AND GIRLS  
1. NSPAW and NSP are not yet aligned to complement each other and limited reference to HIV 
2. NSPAW does not address the following: 

a. Gender equality in intimate relationships 
b. Gender equality in household decision-making  
c. Transforming concepts of masculinity that encourage sexual risk taking and discourage health-

seeking behaviours 
d. Access to economic empowerment opportunities, including through microcredits or cash 

transfer  
e. Gender-based stigma and discrimination against people living with HIV 
f. Access to social services 

 
MEN AND MASCULINITIES 
The national HIV and/or gender policy guide does not specifically address men and boys in respect to cultural 
and historically constructed harmful masculinities  
 
KEY POPULATIONS 

3. HIV policy guide programmes and initiatives for key populations does not address: 
a. Reduction of gender barriers to diagnosis, treatment and care 
b. gender-based stigma and discrimination 
c. gender-based violence against key population 
d. Empowerment of key populations to know and claim their human rights 

 
YOUNG PEOPLE 

1. HIV policy guide and initiatives for young people does not address:  
a. Age of consent to access condoms  
b. Access to safe termination of unwanted pregnancy 
c. Protection against gender based violence  
d. Protection for different sexual preference 
e. Protection for multiple gender identity 
f. Age of treatment decision-making 
g. Age of marriage 
h. Parental or spousal consent to medical treatment.  

 
 

2. From a legal perspective, there are no age restrictions on accessing HIV and SRHR services and 
commodities. However, in practice, there are barriers that impede young women, men, and key affected 
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populations from accessing such services and commodities to the same degree (and under the same 
conditions) as adults.  

3. Young women, especially unmarried women, are deterred from seeking HIV and SRH information and/or 
treatment since they will be viewed as indecent and immoral (i.e. like a sex worker). 

4. SRH is a taboo subject and not commonly discussed, in particular among women; it is difficult for young 
women to obtain SRH information from their mothers, other female relatives and family friends, or even 
their female peers for fear of being stigmatised and looked down upon. 

5. Young men in general have greater access to HIV/SRH information and services than young women 
since they are permitted a wider social network (by parents) and have greater mobility (i.e. they can 
visit health clinics without having to inform their parents). 

 



           88 Gender Assessment of the National HIV Response in Myanmar 2013 
 

 


	2255
	gend-1-1-last
	40-41-42-last
	annex 2 final-final last

