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Women and men in Nova Scotia have greater choice and opportunity today than they
did in the past.  But, despite considerable advancement for many women in areas such
as post-secondary education and in some traditionally male-dominated occupations
such as medicine, law, and management, there remain significant differences in the 
lived experiences and roles of men and women.  In 2001, Nova Scotian women who
worked full-time earned an average of 71.6 cents for every dollar earned by men
working full-time1.  Fully 35% of paid female employees in the province earned less than
$10 per hour in 2003, compared to 22% of paid male employees2.  Despite tremendous
increases in their participation in the paid labour force, women in Nova Scotia continue
to do the majority of the unpaid work in the home, including housework and caring for
children and seniors.  Domestic and sexual violence remain problems for too many
women in Nova Scotia and research in areas of women’s health such as cardiovascular
disease and HIV/AIDS lags far behind men’s3.

Additionally, it should not be assumed that the situation of all women (or all men) in
Nova Scotia is the same.  Statistical evidence, when it is available at all, indicates that
there are significant differences in many aspects of the lives of different groups of
women (and men) in this province.  There is a need to recognize that factors such
culture, race and ethnicity, ability, family status, and sexual orientation intersect and
converge with gender to create different challenges and increased vulnerability in many
different areas of life for women and men.

These include areas such as health (eg., Aboriginal women and MSM are at particularly
high risk for HIV/AIDS) and economic security/labour force participation (eg., recently
immigrated women, men of African descent, Aboriginal men and women (especially
those living on-reserve) and men and women with disabilities have much higher
unemployment rates than the population as a whole).  Educational disadvantage and
low-income are significant factors for female lone-parents as well as for many of these
groups.  Movement towards general equality and full participation/inclusion must
therefore take into consideration and address the specific needs of these groups while
working towards removing barriers to education, employment, housing, health and well-
being, and personal safety.

Gender equity, cultural diversity and social inclusion must specifically be taken into
account if government policies and programs are to be effective in meeting the needs of
those they are intended to serve.  The remainder of this document is the first step in the
process of conducting a gender-based analysis of Nova Scotia’s Strategy on HIV/AIDS. 
This document is a work in progress and provides an indication of some of the more
important gender-relevant issues that should be considered and addressed in relation to
the HIV/AIDS strategy’s recommendations. 
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Gender-Based Analysis Defined:

Health Canada defines Gender-Based Analysis (GBA) as: 

An analytical tool which uses sex and gender as an organizing principle 
or a way of conceptualizing information – as a way of looking at the world.  
It helps to bring forth and clarify the differences between women and men, 
the nature of their social relationships, and their different social realities, 
life expectations, and economic circumstances.  It identifies how these conditions
affect women’s and men’s health status and their access to, 
and interaction with, the health care system.4

GBA aims to ensure that differences between women and men are recognized and
explicitly dealt with in the development/analysis of policies and programs.  In this way,
the likelihood of a policy or program having unintended negative consequences for
either gender is lessened, a more equitable, inclusive result is achieved, and the needs
of both women and men are more appropriately met.

The focus of GBA is not only on the end result that the policy, program, or research
hopes to achieve, but also on the concepts, arguments, and language that comprise the
work being analyzed.

Just as GBA recognizes the differences between women and men, so does it also take
into account that women, as a group and that men, as a group, are not all alike. 
Diversity analysis, which includes consideration of race, culture, ethnicity, sexual
orientation, and level of ability, is therefore central to the process of GBA.  

GBA is an evidence-based process.  It makes use of statistical data pertaining to the
determinants of health as well as information obtained from research results and
consultation with diverse groups of women and men.  GBA provides a framework for
initiatives such as:
< development and analysis of public policies and programs
< drafting of legislation, and
< research design and execution (eg., data collection).

A fundamental principle of GBA is that it must be applied at each stage of the work
process and that consideration of gender and diversity must run through the work and
consistently be applied.  The formal adoption of a gendered, culturally sensitive and
socially inclusive approach is consistent with international directions in this field (eg.,
UNAIDS).   
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data Collection,
Monitoring, and Outreach

1.1
Foster a broad,
community-based health
system based on a
population health
approach for Nova
Scotians who are
vulnerable to HIV
infection.

Strong evidence has
established the link between
social and economic
conditions (eg., sexism,
racism, poverty, etc.) and
health.  These conditions
are known to vary widely,
depending on gender,
cultural/ethnic origin, etc.

The adoption of a broad, community-
based approach which addresses the
determinants of health is expected to have
positive gender impacts.   Such an
approach should better meet the health
needs of both women and men who are
vulnerable to HIV infection.

-  ensure that gender is included as a
determinant of health in programming
decisions.

-  offer race/class/gender training to
staff and volunteers involved in
HIV/AIDS initiatives.

- ensure that departments, agencies,
and NGOs incorporate
gender/diversity analysis into all
HIV/AIDS-related activities, eg., work-
planning, evaluation, etc.

1.2
Allocate sufficient and
stable funding sources
for community-based
HIV/AIDS programming.

The funding environments of
non-profit and voluntary
organizations in Canada are
increasingly “unstable,
unpredictable, and fiercely
competitive”.5  These
organizations are expected
to do more with less and to
rely increasingly on short-
term, project-based funding,
thus making it more difficult
for many of these 
organizations to provide
consistent programs and
services.

Community based organizations such as
women’s centres require stable and
adequate funding.  Even though the
mandates of such organizations may not
be primarily health related they are often
the focal points for women in many
communities.  Such centres also typically
offer a range of services -- from health to
family violence prevention to community
economic development -- this is especially
the case in more rural communities where
other resources are largely unavailable.

A definite gap in this respect stems from
the fact that there is no Women’s Centre in
Halifax, except for university-based
centres.

- ensure that women’s centres, teen
health centres, family resource
centres, and organizations that serve
sex-trade workers (eg. Stepping
Stone) are adequately funded.

- ensure community-based
organizations are informed about and
encouraged to seek funding for
HIV/AIDS programming for women
and other vulnerable groups.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data Collection,
Monitoring, and Outreach

2.1 a)
Enhance HIV/AIDS
research programs by
adopting a population
health approach.

A recent workshop
examined the feasibility of
developing a coordinated
approach to HIV and
Hepatitis C research in
Atlantic Canada.6 Among
the workshop’s main
conclusions were
1) that it is of critical
importance to examine the
determinants of health in
order to better understand
why Atlantic Canadians
engage in high-risk
behaviors such as IDU
(injection drug use) and
unprotected sex, and
2) that research with
marginalized and vulnerable
populations (eg., Aboriginal
persons, African Nova
Scotians, heterosexual
women, etc.) is urgently
needed in the Atlantic
region.

Adopting a population health approach will
enhance HIV/AIDS research and will have
positive gender impacts if the specific
needs of women and men, including those
from diverse groups are explicitly taken
into consideration.  This would necessitate
the involvement of persons from the
targeted group at every step of the
research process, including research
design, data collection, and
uptake/dissemination.

- monitor HIV/AIDS research to
ensure that gender and diversity
impacts are recognized and that the
involvement of diverse groups occurs
throughout the research process.

- ensure that gender-impacted
research findings are appropriately
disseminated to diverse groups and
other stakeholders.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data Collection,
Monitoring, and Outreach

2.1 b)
Strengthen the HIV/AIDS
research process.

Consideration of gender/diversity
differences in the research process could
affect treatment outcomes.

- ensure that strong and meaningful
links are made with diverse
communities and that innovative and
culturally appropriate research
methods are used (eg., Aboriginal
health research group, etc.)

- monitor and report on gender and
diversity in the research process.

2.1 c)
Develop an HIV/AIDS
research agenda for
Nova Scotia as part of a
broader national (and/or
global) HIV/AIDS
research agenda.

In order to get a more
complete picture of
HIV/AIDS in Nova Scotia,
there is a need for data
collection and research at
the provincial and sub-
provincial levels.

The inclusion of gender-specific clinical
trials and the consideration of socio-
economic influences on the risk-taking
behavior of both males and females is a
positive and essential step.  

- ensure that inequality and power
imbalances between the sexes are
also considered and that
heterosexual men are identified as a
priority area for research related to
HIV prevention among women. 
- encourage new research examining
determinants of HIV risk for diverse
groups of women and men.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data
Collection, Monitoring,

and Outreach

2.2
Determine the validity
of current surveillance
systems and feasibility
of collecting and
identifying HIV/AIDS
surveillance data for
African Nova Scotians,
Aboriginal persons,
and new immigrant
communities.

Provincial and even national level data on
these groups is difficult to obtain. 
Confidentiality issues (because of the
relatively small size of these populations),
language barriers, the stigma attached to
HIV/AIDS in these communities, and the
mistrust and perceived racism of the
health system and government are some
of the factors which affect the feasibility
and reliability of data collection on
HIV/AIDS within these communities. 

The data that is available, eg., national
level data on Aboriginal women and men
and HIV/AIDS, suggests that there is
great reason to be concerned.  For
example, although Aboriginal persons
comprise approximately 3.3% of the
Canadian population7, they accounted for
12.9% of reported AIDS cases where
ethnicity was known up to June 30, 2003. 
Aboriginal persons are highly over-
represented among those with HIV
diagnoses.  Between 1998 and June 30,
2003, Aboriginal persons comprised
23.8% of diagnosed cases of HIV in
provinces that report ethnicity8.  Aboriginal
women in Canada have shown
particularly large increases in rates of HIV
and AIDS in recent years.  

Having valid and reliable provincial-level surveillance
data on these diverse groups is an essential first step
in determining the incidence of HIV/AIDS and would
be invaluable for developing programs and services in
relation to HIV/AIDS prevention, education, risk
reduction, care, treatment and support for both women
and men.  The potential gender impacts here are
significant.  For example, Aboriginal women currently
comprise close to half (45.1%) of Aboriginal persons
diagnosed with HIV between 1998 and June 30, 2003
compared to 19.5% of non-Aboriginal women.
Aboriginal women comprise 24.6% of Aboriginal
persons with AIDS compared to 8.5% of non-
Aboriginal women 9.  Most Aboriginal women with HIV
are young which raises concerns about the increasing
rate of mother-to-infant transmission of HIV. 
Aboriginal women in Nova Scotia have high rates of
poverty (in 2001, the incidence of low income among
Aboriginal women was 32%, more than double the
rate of 14% for non-Aboriginal women10), experience
high levels of family and sexual violence and face
many barriers to services.  Many HIV+ Aboriginal
women are single parents who are living below the
poverty line.  As is the case for many women, the role
of caregiver is paramount in the lives of Aboriginal
women and their children’s needs are often placed
before their own.  Mothering/caregiving is central to
the lives of women with children and families and
addressing this issue when developing treatment and
supportive resources for women with HIV/AIDS is
therefore imperative.    

Ensure gender-disaggregated
data on diverse populations is
available.  Begin discussions
with groups about
surveillance, confidentiality,
stigma, etc., with the goal of
building trust, strengthening
collaborative relationships and
enhancing information
exchange.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data Collection,
Monitoring, and Outreach

3.1 a) b) and c)
Facilitate the creation of
safe, supportive
educational environments
for both students and staff
in public schools,
community colleges, and
universities.

Make recommendations based on
existing research literature on the
gender dynamics of school safety
as well as examining perceptions of
school safety among gay,   lesbian,
and bisexual youth.

Monitor and report on measures to promote
safe, non-sexist, and non-homophobic
educational environments.

3.2
Develop a training strategy
for on-going support and
training for teachers
responsible for delivering
the sexual health
component of the public
school curriculum.

High-quality teacher training and
support allows teachers to address
gender issues in sexual health
education, ensuring that both girls
and boys benefit.

-  Ensure gender/cultural sensitivity training is
offered to all sexual health teaching staff. 

- Ensure sexual health teaching staff have
good understanding of determinants of health,
how the social and economic realities of males
and females differ, and how and why women
and men differ in their vulnerability to HIV
infection.

-  Encourage involvement of members of
targeted groups in sexual health teacher
training, eg., via professional development
days.

- Ensure that new and innovative teaching
methods are reviewed and considered for
application in NS schools.

- Ensure that gender/cultural sensitivity training
exposes teaching staff to risk assessment for
HIV/AIDS.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data
Collection, Monitoring,

and Outreach

3.3 a)
Update and provide a
healthy sexuality
curriculum (including
HIV/AIDS, sexism,
racism, and
homophobia within the
context of healthy living)
for delivery in every
school in Nova Scotia.

National and provincial level statistics indicate that
young women account for the greatest proportion
of females who test positive for HIV11.  

In 2002, heterosexual contact accounted for the
majority (63%) of HIV infections among 15-19
year-olds in Canada, while injection drug use (IDU)
accounted for 32% of infections12.

Research suggests that many youth take
considerable risks with their sexual health,
including having sexual intercourse at an early
age, having multiple sexual partners, and having
unprotected sex13.

29% of sexually active males and 51% of sexually
active females aged 15-19 report “never or only
sometimes” using a condom in the past year14.

Street-involved youth, youth who inject drugs15,
and young MSM are particularly vulnerable to
HIV16.

Biological and anatomical differences between
males and females make females more vulnerable
to sexually transmitted infections (STI) during
heterosexual sex.  Many STIs go undetected and
the presence of an STI makes young females even
more physiologically vulnerable to HIV infection17.  

The highest rates of chlamydia and gonorrhea are
among 15-19 year old females18.  Chlamydia rates
among this age group are 5½ times greater than
among males the same age19.

An updated curriculum which gives specific consideration to
HIV/AIDS, sexism, racism, and homophobia will have a
positive gender/diversity impact.  

As with the overall HIV/AIDS strategy, a determinants of
health approach should be an integral component of the
sexual health curriculum 

Avoid gender-neutral and “one size fits all” treatment of
sexual health issues for youth in schools.

Deeply ingrained beliefs about gender roles in relation to
sexuality and responsibility for reproductive and sexual
health are still very much intact.  Traditional gender roles
related to sexuality and imbalances in power between the
sexes may place women at increased vulnerability to HIV,
eg., young women may still find difficulty in negotiating safer
sex with male partners.

As most women acquire HIV through heterosexual contact,
typically at a young age, ensuring that education and
prevention programs target young heterosexual men is
imperative.  

Focusing prevention efforts exclusively on young women
and their ability to negotiate safer sex is insufficient given
that they do not necessarily have control over their male
partners’ current or past sexual and risk-taking behaviour . 
Such efforts also serve to reinforce the idea that women
alone are to be concerned about and responsible for
ensuring safer sex and good sexual health.  

Curriculum should be reviewed,
evaluated and updated regularly
in accordance with new
knowledge about HIV/AIDS.

Ensure issues related to gender
roles, power imbalances and
youth sexual violence (eg., date
rape) are included in the
curriculum.

Involve young people in design
of information so its uptake is
attractive.
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Recommendation Factors to
Consider

Potential Gender Impacts Further Research, Data Collection,
Monitoring, and Outreach

3.3 b)
Make teaching the updated
sexual health curriculum a priority
within the school system.

Adherence to a predominantly biomedical
model of sexuality education results in a
lack of gender sensitivity and overall lack
of inclusiveness and respect for diversity.

Ensure that school board members and
school staff are aware of gender-based
analysis and have a good understanding of
the gender issues that are inherent to
health and wellness generally and
HIV/AIDS specifically.

3.4
Develop and implement a
comprehensive prevention
strategy that includes initiatives
based on a harm reduction
approach.

Ensure that sexual health service settings
are inviting to both females and males...as
research indicates that many young males
do not feel comfortable accessing sexual
health services given the feminine nature
of most such settings.  Such settings
should also be inviting to women and men
from diverse backgrounds, etc.

Evaluate the implementation of the
comprehensive prevention strategy with
results reported by gender and diversity
group.

3.5
Develop and deliver a
collaborative awareness
campaign to provide the public
with information on HIV/AIDS.

Avoid gender-neutral, “one size fits all” 
treatment of HIV/AIDS information.  Public
awareness campaigns should target
specific groups, including heterosexual
men, gay men/MSM, young women, etc.

Evaluate the effectiveness of awareness
campaigns with results reported by gender
and diversity groups, especially for those
under the age of 30.

3.6
Hold a forum with provincial and
local media outlets about
informing the public about
HIV/AIDS in a positive manner.

Forum content should include
consideration of gender and diversity
issues.

Media tracking and analysis should
evaluate the effectiveness of the forum by
checking for presence, accuracy and
completeness of coverage of gender and
diversity issues in HIV/AIDS reporting over
a designated period of time, eg., 12 to 18
months. 
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Recommendation Factors to
Consider

Potential Gender Impacts Further Research, Data
Collection, Monitoring, and

Outreach

4.1
Establish a
seamless continuum
of care, treatment
and support
services (including
improving
accessibility to
existing and new
programs) for PHAs
using a case
management
approach.

The provision of timely and equitable access to services for
PHAs must also be treated in a gender-sensitive manner. 
Removing barriers for women accessing services by
recognizing their unique risk factors, diagnosis, and side
effects will have a positive impact for women.

However, consideration of women’s and men’s social and
economic circumstances must also be included to get the
complete picture.  Women, for instance, are more likely to
live in poverty, especially as single parents, they are more
likely to have non-standard, low-paying employment, and
they are more likely to be the victims of serious family
violence.  Women are also typically the primary care-givers
to children and many women place their children’s and
family’s needs before their own.  

Services for female PHAs must, therefore, take into account
factors like service-related costs, transportation, flexible
scheduling, childcare, and  counseling and support for 
children and HIV+/ PHA mothers.

Men, who are not traditionally seen as care-givers, also
provide care to same-sex PHA partners and will require
supportive services that are tailored to their particular
needs.

The issue of racism within the health care system will also
have to be addressed as this is a major barrier to accessing
treatment and health services for African Nova Scotians and
Aboriginal men and women.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data
Collection, Monitoring, and

Outreach

4.2
Examine and, where necessary,
develop, enhance and promote
supportive workplace programs
to cover PHAs continuing and/or
returning to employment.

Women are much more likely
than men to have non-standard
types of employment (eg., part-
time) and non-standard
employment is typically
associated with fewer job-related
benefits, such as paid sick leave,
long and short-term disability, etc.

The gender impact of this
recommendation is considerable
given the differences in men’s
and women’s labour force
participation and given the fact
that women also have primary
responsibility for unpaid work in
the home, most notably childcare
and care to aging parents.

4.3 a)
Approve and implement the
existing draft policy for children in
care and blood borne pathogens.

Need to consider the particular
needs of gay and lesbian youth in
care.

Review existing policy and
supplement as required with
HIV/AIDS information for child
welfare staff and foster parents.

4.3 b)
Provide HIV/AIDS education to
child welfare staff and foster
parents throughout the province
to support the policy.

Review existing policy and
supplement as required with
HIV/AIDS information for child
welfare staff and foster parents.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data
Collection, Monitoring, and

Outreach

4.4
Provide coordinated care
for PHAs by increasing
access to care, treatment
and support programs for
PHAs and their families
with mental health,
substance use and/or
gambling issues and
coordinating these
services with on-going
HIV care, treatment, and
support services.

Women and men have different mental
health issues and needs.  Care, treatment
and support services for mental health
consumers must, therefore be sensitive to
gender issues and work towards eliminating
existing gender biases in the allocation of
and access to services.

The particular needs of gay and lesbian
mental health consumers must also be
taken into consideration as must the needs
of consumers from diverse backgrounds.  

Ensure that mental health service
providers are offered 
gender/cultural sensitivity training
as well as information about
HIV/AIDS.

4.5
Develop/enhance,
promote and support a
multi-disciplinary
HIV/AIDS curriculum for
all care providers while
they are in training and/or
in professional
development programs.

-  Ensure gender/cultural sensitivity training
is offered as part of all care providers’
training/professional development.

- Ensure care providers have good
understanding of determinants of health,
how the social and economic realities of
males and females differ, and how and why
women and men differ in their vulnerability
to HIV infection, as well as in their
symptoms, risk factors, etc.

-  Encourage involvement of members of
targeted groups in care provider training.
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Recommendation Factors to Consider Potential Gender Impacts Further Research,
Data Collection,
Monitoring, and

Outreach

4.6
Develop/enhance a
protocol for the support
and advocacy for PHAs
based on the Cancer Care
Nova Scotia patient
navigation model.

This recommendation will have a positive gender impact if
the caregiving roles that both women and men play in
relation to HIV/AIDS are considered.  Female PHAs who are
the primary caregivers to children need appropriate supports,
referrals and succession planning/counseling.  Men and
women can also be caregivers to their PHA partners and
require appropriate supports and referrals for this role.

4.7
Examine the guidelines for
insurance coverage of
HIV/AIDS cases including
illness/disability benefit
policies and programs,
third party insurance
coverage and the appeal
process.

Women are much more
likely than men to have
non-standard types of
employment (eg., part-
time) as they are typically
the primary care-givers to
children and non-standard
employment is typically
associated with lower
pensionable earnings and
fewer job-related benefits,
such as paid sick leave,
long and short-term
disability, etc.

Ensure that policies for accessing insurance and allocation of
benefits are equitable for both women and men.  Policies
which are based on the number of hours worked for pay, for
instance (eg., eligibility for EI), are often unfair to those who
work part-time, the majority of whom are women.

Ensure those
affected are
informed about their
entitlements.
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Recommendation Factors to Consider Potential Gender Impacts Further Research, Data
Collection, Monitoring, and

Outreach

4.8
Convene representatives of
various faith communities to
discuss increasing the
involvement of spiritual care
organizations and faith
communities in providing a caring
and supportive environment for
PHAs, their families and their
support networks.

Ensure that list of faith
communities is inclusive in
relation to culture, sexual
orientation, etc. (eg., Aboriginal
spirituality, immigrant religious
traditions, gay/lesbian spiritual
leaders).  

4.9
Develop policies and/or
programming to protect children
diagnosed with HIV/AIDS.
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Notes 

1 Source: Statistics Canada: Income Trends in Canada, 1980-2001, Catalogue No. 13F0022XCB.

2 Source: Statistics Canada, Labour Force Survey, data supplied by Nova Scotia Dept. of Labour.

3 For more information on issues affecting women in Nova Scotia and for information on women
and HIV/AIDS, please see Women’s Issues in Nova Scotia: A Backgrounder and Gender and
HIV/AIDS: A Backgrounder, which are available at:  http://www.gov.ns.ca/staw/pub.htm or by
calling the Nova Scotia Advisory Council on the Status of Women at (902) 424-8662 or toll free at
(800) 565-8662.

4 Source:  Health Canada: Health Canada’s Gender-based Analysis Policy.

5 Source:  Canadian Council on Social Development. (2003).  Funding Matters: The Impact of
Canada’s New Funding Regime on Nonprofit and Voluntary Organizations.

6 Source:  Fletcher, D., Gahagan, J., and Reynolds, A..  (2003). A Coordinated Approach to HIV
and Hepatitis C Research in Atlantic Canada: How do we get there? (A Feasibility workshop for
an Atlantic Regional HIV and Hepatitis C Social and Behavioral Studies Unit).  Atlantic Centre of
Excellence in Women’s Health and Dalhousie University, School of Health and Human
Performance.

7 Source: Statistics Canada, 2001 Census, table no. 97F0011XCB2001001.

8 Source: Public Health Agency of Canada, HIV/AIDS Epi Update - May, 2004.  Provinces that
report ethnicity in conjunction with HIV/AIDS surveillance are:  BC, YT, AB, NT, NU, SK, MB, NB,
NS, PEI, and NL.

9 Source: Public Health Agency of Canada, HIV/AIDS Epi Update - May, 2004.

10 Source: Statistics Canada, 2001 Census, table no. 97F0011XCB01046.

11 The proportion of women among positive HIV test reports varies considerably by their age and is
highest among adolescents and young adults.  In 2001, women accounted for 44.4% of positive
HIV test reports among those aged 15 to 29 years, an increase from 42% in 2000. In 2002, this
proportion decreased slightly to 38.6%.  Source:  Public Health Agency of Canada, HIV/AIDS Epi
Update - May, 2004.

12 Source: Public Health Agency of Canada, HIV/AIDS Epi Update - May, 2004.

13 Sources:  1996 National Population Health Survey (NPHS) and 2002 Canadian Youth, Sexual
Health, and HIV/AIDS Study.

14 Source:  2002 Canadian Youth, Sexual Health, and HIV/AIDS Study.

15 Some studies indicate that HIV risk is greater for female IDU than for male IDU.  See, for
example, Spittal PM, Craib KJP, Wood E et al. Risk factors for elevated HIV incidence rates
among female injection drug users in Vancouver. Can Med Assoc J 2002; 166(7):894-99. 

16 See Public Health Agency of Canada, HIV/AIDS Epi Update - May, 2004.
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17 Sources: Minkoff, H. DeHovitz, A.J. & Duerr, A. (1995). HIV Infection in Women. New York:
Raven Press and UNAIDS (December, 2001). AIDS Epridemic Update.  URL:
<WWW.unaids.org>.

18 Source:  Health Canada. (2002).  HIV and AIDS among youth in Canada.  HIV/AIDS Epi Update. 
Ottawa: Division of HIV/AIDS Epidemiology and Surveillance, Centre for Infectious Disease
Prevention and Control.

19 Source: Statistics Canada.  (2004) Comparable Health Indicators. Catalogue number  82-401-
XIE.


