
  

 

Gender inequities and HIV prevalence and AIDS  
mortality: Findings from the United Nation countries 

Mohammad Khammarnia1, Nahid Hatam2, Mohammad Hossein Faraji3 

1Instructor, Health Promotion Research Center, Zahedan University of Medical Sciences, Zahedan, Iran. 2Professor, Department of 

Health Service Management, School of Management and Medical Information, Shiraz University of Medical Sciences, Shiraz, 

Iran. 3MSc Student of Physiology, Shiraz University, Shiraz, Iran.  

Public Health 

Short Communication 

South East Asia Journal Of Public Health 
ISSN: 2220-9476 

ISSN: 2313-531X (Online) 

Abstract 
In the last years, the prevalence Human immune deficiency virus (HIV) have increased worldwide, specifically in 

developing countries due to a number of causes. This study aimed was to determination the relationship between 

gender inequities, HIV prevalence and AIDS mortality in the United Nation countries. A cross-sectional               

retrospective study was conducted in 2013 and all the countries (187 countries) which were included in the WHO 

and UN Annual Reports (2012) were considered. One hundred and forty four  countries were selected which had the 

completed indices of gender inequities (GI), HIV morbidity and AIDS mortality in the reports. The findings showed 

that there was direct association between the gender inequities, HIV prevalence and AIDS mortality (p=0.001). The 

level of GI among low-income countries (0.41) was higher than others groups, and approximately twice as much as 

that of high-income countries (0.19). It was noted that GI had a significant association with the AIDS mortality in 

the high-income countries (p=0.031). Moreover, in the upper middle income countries, the both indices (HIV      

morbidity and AIDS mortality) had significant positive association with the GI (p<0.05). However, the highest level 

of significant relationship was between being HIV/AIDS mortality and morbidity with the GI in low income       

countries (p<0.00l). It was observed that GI led to HIV/AIDS mortality and morbidity in all countries specifically in 

developing countries. Specific strategies should be implemented to decrease the gender inequities by the provision 

of women education   and empowermen  and improvement of socio-economic status to reduce HIV/AIDS morbidity 

and mortality. 
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Acquired immune deficiency syndrome (AIDS) emerges 

as a result of being infected with human immune          

deficiency virus (HIV). This deadly illness, in its third 

decade of appearance in the twenty-first century, has  

become a widespread disease that threatens the world 

population.1 This disease in many countries, especially in 

developing countries, is rooted in many factors such as 

unemployment, addiction to injected drugs, poverty and 

prostitution, and holds a dreadful place as the second most 

common cause of death in the world.2 

 

The possibility of HIV spread is very high among the  

vulnerable strata of community, so that its scope has    

embraced a vast area from Africa to India, and the reports 

showed that it is spreading quickly in developing       

countries.1 It has been estimated the approximately 6800 

people are daily infected with HIV, and more than 5700 

infected patients lose their life due to the lack of health-

care facilities.3 In addition, AIDS related death in the 

European countries, especially in the Eastern European 

has also risen.4 AIDS is not only a health-related problem, 

but also it is a socio-economic plague, and its spread in 

African countries, whose population have low income, is 

far more common.5  

 

According to the spread and the high risk of this disease, 

one of the aims of the United Nation (UN), and one of the 

Introduction 
Practice Points 

 Gender inequity  (GI) is a significant           

socio-economic and public health problem in 

the united nation countries.  

 GI in low income countries is higher than other 

countries. 

 GI had direct correlation with HIV/AIDS     

morbidity and mortality. 

 A significant relationship observed between GI 

and HIV/AIDS morbidity and mortality. 

 Specific strategies should be implemented to 

decrease the gender inequities by the provision 

of women education   and empowerment and 

improvement of socio-economic status to     

reduce HIV morbidity and AIDS mortality. 
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development indices for the current millennium is the 

reduction of infection via sexual intercourse, especially 

HIV.6 This is important as the infection affects women 

more than men due to biological, social and cultural 

factors.6 On the basis of the published information by 

the international organizations, the number of the     

people infected with HIV was almost 34 million people 

of which 48% were pregnant women.7 According to the 
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spread of sexual transmitted diseases (STD) especially 

AIDS, international organizations especially World 

Health Organization (WHO) have tried to evaluate and 

improve the women’s health.8 Studies conducted in the 

different countries showed that the qualities of women’s 

health were lower than that of men, and gender          

inequality (GI) and male dominant society are the main 

reasons.9,10 Moreover, the UN has already declared the 

reduction of the GI as one of the developmental goals.11 

Gender Inequality Index (Gll) is a combinative measure 

that reflects the gender inequality between men and 

women in three aspects: pregnancy health, empower-

ment, and labor.12 The magnificence of this numerical 

index varies from zero (when women and men are 

equal) and one (when there is inequality between the 

two sex  according to all aspects). The aspect of health is 

measured through two indices of the ratio of mothers’ 

death and the rate of teenage pregnancy. The aspect of 

empowerment is measured by two indices of having a 

place at parliament seats occupied by women and the 

level of achieving intermediate and higher levels of   

education.11 The aspect of labor is measured by 

women’s participation in labor. These three aspects are 

actually three aspects of human sources development, a 

factor which is destroyed by gender inequality.12 

 

Women especially who are at the age of pregnancy (15 

to 49 years old), due to being placed in discriminative 

situations and being pressurized by social inequality, are 

more exposed to the gender inequality.13 Gender and 

social inequality put on immense influence on social 

and economic status of people, especially their income. 

Some studies reported that women being infected with 

HIV because of poverty and high risk affairs.9,14 In    

addition, women living in developing countries have 

low knowledge of HIV morbidity, which is one of the 

factors of GI in these countries.15 Whereas, WHO    

experts believe that evaluating the knowledge of HIV 

morbidity in communities can be helpful to reduce the 

number of people infected with HIV.16 Moreover, 

women education, especially in developing countries, 

leads to increase quality of life of women and their   

family members.17 The present study was aimed to 

evaluate the association between gender inequality, HIV 

morbidity and AIDS mortality in the UN member     

countries in 2012.  

 

Materials and Methods 

A cross-sectional study was conducted in 2013 and all  

countries (n-187) which were included in the WHO and 

UN Annual Reports were considered.11 The countries 

which had partial data (43 countries) were excluded. 

Therefore, 144 countries were selected which had the 

indices of GI, HIV morbidity and AIDS mortality in 

2012 Reports. Based on the country's income levels and 

the distribution of diseases,9,14 the countries were       

categorized in to four income groups, i.e. high income 

($12,476 or more), upper middle income ($4,036 to 

$12,475), lower middle income ($4,036 to $12,475) and 

low income ($1,025 or less). Data was collected by   

referring to the World Health Report in 2012 and the 

Human Resources Development Report in 2012.18  

All the statistical analyses were performed using the 

SPSS statistical software (version 16). Descriptive    

statistics, Pearson correlation coefficient and one-way 

ANOVA were used to analyze the data. Besides, p-

values less than 0.05 were considered as statistically 

significant. 

 

Results 
The results of the study showed that 45% of the UN 

countries were low or low-middle income (Table 1). 

Moreover, a positive association between the GI, HIV 

morbidity and AIDS mortality was observed in all   

countries specifically in developing countries (Table 2). 

In addition, the level of GI among low-income countries 

(0.41) was higher than others groups, and approximately 

twice as much as that of high-income countries (0.19). 

 

Giving to the results, the GI had a significant             

association with the AIDS mortality in the high-income 

countries (p=0.031) (Table 3). Moreover, in the upper 

middle income countries, the both indices (HIV         

morbidity and AIDS mortality) had significant positive 

association with the GI (p<0.05). In the countries with 

lower-middle income, only being infected with HIV 

morbidity had association with the GII (p=0.029).  

However, the highest level of significant relationship 

was between being HIV morbidity and AIDS mortality 

with the GI in low income countries (p<0.00l). It       

indicates that the gender inequality in this category is 

more affect on being affected by HIV and consequently 

death in comparison to the others income groups.     

Besides, the results of one-way ANOVA showed that the 

GII had a significant relationship between four         

categories of the UN countries. 

 

Discussion 

The key findings of the study showed that GI led to HIV 

morbidity and AIDS mortality in the UN countries. This 

result has confirmed in some studies.19,20 A case study in 

2012 showed that in the families in which the sexual 

intercourse was dominated by the man, the level of the 

GI increased. In addition, the possibility of having    

sexual intercourse with prostitutes increased, and this 

might lead to increase HIV morbidity in wife.19      

Moreover, a study conducted in high risk area of HIV 

showed that the most of community believed that 

women had more vulnerable to being infected with HIV 

than men.20 The GI and women inadequate social and 

economic conditions are considered a major obstacle in 

countries development.21 Hence, increasing GI leads not 

only to the spread of AIDS, but also to a slow rate of 

development in countries. 
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Table 1: Four income groups of the United Nation 

countries   

Percent UN Countries  

(n-187) 

Income groups 

%26.2  49 High income 

%27.8  52 Upper middle income 

%27.3  51 Lower middle income 

%18.7  35 Low income 
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In addition, inequity in the high income and upper    

middle income countries lead to AIDS mortality. Logie 

et al.22 stated that the level of being infected with HIV 

and death related that in women living in the suburbs of 

Canadian cities was rising due to gender and racial    

inequality. Gohagan et al.23 found that there was       

evidence which GI between men and women result in 

less access to HIV test, treatment and programs related 

to cure. Moreover, in the some East European countries 

as upper middle income, the rate of AIDS mortality is 

rising very quickly, and it has highly damaged their 

health service systems.4 Thus, health policy makers in 

these countries should be attention to this index and 

decrease the mortality of this disease. 

 

Moreover, GII in low-income countries result in AIDS 

mortality more than the others categories. It means that 

poverty and low developing level increase the            

possibility of HIV morbidity and death in these       

countries more than the others countries. Also, reduce 

the   incidence of AIDS-related deaths is a main goal of 

the UN Millennium Development Goals. A case study 

in India indicated that men, because of traditions and 

customs, were allowed to marry many wives as a result 

the possibility of being infected with HIV among 

women risen.24 Also, because of GI the women living in 

the suburbs are of higher vulnerability of AIDS.25  

 

A study conducted in Uganda showed that the rate of 

AIDS prevalence among women was 27%26 and the 

most of these women were engaged in prostitution only 

to provide their children’s needs.13 Therefore, GI       

decreases women’s social and economic potential and 

opportunity for a better life, and results in the increase 

of high risk behaviors and subsequently the increasing 

widespread of  STD such as AIDS. Hence, GI in poor 

countries is higher than others countries, and the       

possibility of being infected with HIV is higher in the 

poor countries. 

Therefore, it is concluded that in all UN countries GI is 

a main cause of being infected with HIV and subsequent 

death of AIDS. Garica and de Souza27 reported that the 

AIDS knowledge in 45 year old women and low-income 

countries was less than others women and these women 

were most vulnerable group to AIDS. Moreover, 15% of 

the women who suffer from GI were infected with HIV. 

Also, decrease of GI and violence towards women were 

the most important activities to prevent of AIDS mortal-

ity.28              
  

Conclusion 

Gender inequity is a significant socio-economic and 

public health problem in the united nation countries. We 

found that GI led to HIV mortality and AIDS morbidity 

in all countries specifically in developing countries. 

Since reduction of  the incidence of AIDS-related deaths 

is a main goal of the UN Millennium Development 

Goals, therefore, some strategies are recommended to 

decrease GI-related morbidity and mortality which   

include: provision of women education and  

empowerment  and improvement of socio-economic 

status. 

 

Competing interest  

The authors have declared that no competing interests 

exist. 
 

References 

1. Seyam S. Survey of Women’s Knowledge about 

Aids in Rasht. J Gilan University Med Sci 

2008;17(65):59-67. 

2. Hatami H, Razavi SM, Eftekhar H. Public 

Heal th.  Volume II .  Tehran:  Arjomand            

Publication, 2004. 

3. Mozafar Zadeh SH, Vahdanynia MS. Medical 

53 

Table 2: Gender inequality Index and prevalence of HIV/AIDS mortality in the United Nation countries 

Table 3: Gender inequality, HIV prevalence and AIDS mortality in four income group countries 

p- value r SD Mean Variables 

- - 1883 0.3942 Gender inequity 

0.000 0.908 2732.9 1185.4 HIV morbidity 

0.000 0.355 124/3 59.43 AIDS death 

p-value r SD Mean Frequency Variables Groups 

- 1 8110 8110 44 Gender Inequity Index High income 

0.055 0.268 11.140 3212. 42 HIV morbidity 

0.031 0.314 28122 013. .0 AIDS mortality 

- 1 8110 8120 .2 Gender Inequity Index Upper middle 

income 0.025 0.366 1.121 11140 .3 HIV morbidity 

0.041 0.317 .3182 1144 .2 AIDS mortality 

- 1 8110 81.0 .2 Gender Inequity Index Lower middle 

income 0.029 0.363 1.118 .4104 .. HIV morbidity 

0.067 0.280 13114 2123 .. AIDS mortality 

- 1 8110 8141 28 Gender Inequity Index Low income 

0.006 0.499 141118 201.0 20 HIV morbidity 

0.007 0.489 22140 11.1 20 AIDS mortality 



  

 Khammarnia et al.   Gender inequities and HIV prevalence in United Nation countries  

South East Asia Journal of Public Health 2014;4(2):51-54 

54 

knowledge about AIDS among female high 

school students: A cross-sectional study. J 

Payesh 2009:7(2):173-80. 

4. Reekie J, Kowalska JD, Karpov I. Regional 

differences in AIDS and non-AIDS related mor-

tality in HIV-positive individuals across Europe 

and Argentina: The Eurosida study. PLoS ONE 

2012:7(7).  

5. Mazloomy SS, Shirvani M, DehganiTafti AA. 

Knowledge and attitude about HIV/AIDS 

among pregnant women in Yazd, Iran. J Reprod 

Med 2007:4(1):29-33. 

6. Goshtasbi A, Vahdaninia M, Rezaee N.     

Knowledge of Married Women  in Kohgilouyeh 

and Boyerahmad  Urban Areas on AIDS and 

Sexually Transmitted Infections.  J Armaghan 

Danesh 2007;11(3):98-107.  

7. WHO. World Health Statistics 20121  Geneva: 

World Health Organization, 2013. 

8. UNFPA. UN. State of World Population 2005. 

New York: UN, 20051 

9. Mbonye M, Nalukenge W, Nakamanya S.    

Gender inequity in the lives of women involved 

in sex work in Kampala, Uganda1  J Int AIDS 

Soc 2012;15 (1): 1-9. 

10. World Bank. Gender equality and the            

Millennium Development Goals. Washington 

DC: World Bank, 20031 

11. United Nations Development Programme 

(UNDP). Frequently Asked Questions (FAQs) 

about the Gender Inequality Index (GII) 2012. 

from: http://hdr.undp.org/en/faq-page/gender-

inequality-index-gii (accessed Dec 2014). 

12. Gaye A, Klugman J, Kovacevic M, Twigg SZE. 

Measur ing key d ispar i t ies  in  human              

development: The gender inequality index. 

New York: United Nations Development     

Programme, 2010,  

13. Mehta SD, Test FS, Handler A. Gender          

inequities in sexual risks among youth with 

HIV in Kigali, Rwanda,  Int J STD AIDS 

2012;23(6):394-9. 

14. Khani. Analytical framework for studies of 

gender inequality in the world. J Women 2010;8

(3):7-30. 

15. Medley A, Moreno CC, McGill S, Maman S. 

Rates, barriers and outcomes of HIV serostatus 

disclosure among women in developing       

countries: implications for prevention of mother

-to-child transmission programmes, Bull World 

Health Organ 2004; 82 (4): 299-307. 

16. Quek JT. A study of the effectiveness of Aids 

health education intervention among the adoles-

cent population of Singapore. Singapore Med J 

2002;43: 359-64. 

17. Klasen S. Low schooling for girls, slower 

growth for all? Cross country evidence on the 

effect of gender equality in education on       

economic development. World Bank Eco Rev 

2002;16(3):345-731 

18. United Nations Development Programme 

(UNDP). Human Development Report 2011. 

Sustainability and Equity: A Better Future for 

All. New York: UNDP, 20111 

19. Shannon, K , Leiter, K, Phaladze, N. Gender 

inequity norms are associated with increased 

male-perpetrated rape and sexual risks for HIV 

infection in Botswana and Swaziland, PLoS 

ONE 2012;7(1). 

20. Casale M, Rogan M, Hynie M. Gendered     

perceptions of HIV risk among young women 

and men in a high-HIV-prevalence setting, Afri-

can J AIDS Res 2011; 10(1):301-10 

21. Schatz E, Williams J. Measuring gender and 

r ep ro d uc t ive  hea l th  in  Afr ica  us ing             

demographic and health surveys: the need for 

mixed-methods research. Cult Health Sex 

2012;14(7):811-26. 

22. Logie CH, James L, Tharao W. HIV, gender, 

race, sexual orientation, and sex work: A       

qualitative study of intersectional stigma      

experienced by HIV-positive women in On-

tario, Canada. PLoS Med 2011;8(11).  

23. Gahagan JC, Fuller JL, Proctor S. Barriers to 

gender-equitable HIV testing: Going beyond 

routine screening for pregnant women in Nova 

Scotia, Canada, Int J Equity Health 2011;10(18)

1-12 

24. Raj A, Saggurti N, Battala M, Nair S, Dasgupta 

A, Naik DD, et al. Randomized Controlled 

Trial to Test the RHANI Wives HIV              

Intervention for Women in India at Risk for 

HIV from Husbands. AIDS Behav 2013:17

(9):3066-80. 

25. de Souza R. Women living with HIV: Stories of 

powerlessness and agency. Womens Stud Int 

Forum 2010;33(3): 244-52. 

26. Mbonye, M., Nalukenge, W., Nakamanya, S.  

Gender inequity in the lives of women involved 

in sex work in Kampala, Uganda. J Int AIDS 

Soc 2012:15(1):1-9 

27. Garcia S, de Souza FM. Vulnerabilities to HIV/

AIDS in the Brazilian Context: Gender, race 

and generation inequities Vulnerabilidades ao 

HIV/AIDS no Contexto Brasileiro. Saude Soc. 

Sao Paulo 2010;19(2):9-20. 

28. Jewkes R. Gender inequities must be addressed 

in HIV prevention. Science  2010;329

(5988):145-7. 

http://hdr.undp.org/en/faq-page/gender-inequality-index-gii
http://hdr.undp.org/en/faq-page/gender-inequality-index-gii

