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I.  Introduction 
 
1. In accordance with its multi-year programme of work for 2007-2009, the Commission on the 

Status of Women (CSW) will consider ‘The equal sharing of responsibilities between women 
and men, including caregiving in the context of HIV/AIDS’ as its priority theme during its 
53rd session from 2 to 13 March 2009. To contribute to a further understanding of the issue 
and to assist the Commission in its deliberations, the United Nations Division for the 

http://www.unrisd.org/


 
6. This report and all documentation relating to the meeting (see Annex II) are available online 

on the website of the Division for the Advancement of Women: 

http://www.un.org/womenwatch/daw/egm/equalsharing/egm_equalsharing.htm


limited access to property, technology, essential services, income and decision-making 
powers. She pointed to the persistence of stereotypes as a significant causal factor in the 
unequal sharing of responsibilities between women and men. 

 
12. Ms. Hannan highlighted that the low value and status of caregiving roles within the private 

sphere have been transferred to the public sphere in paid care work. She noted that when 
women take on increased roles in the labour market, their responsibilities for caregiving and etrhe 



Discrimination against Women (CEDAW) and the Convention on the Rights of the Child 
(CRC) also recognize the obligations that State parties have to promote the equal sharing of 
responsibilities between women and men.  

 
17. In 1994, the Programme of Action of the International Conference on Population and 

Development (ICPD)1 noted that the full participation and partnership of both women and 
men is required in productive and reproductive life, including shared responsibilities for the 
care and nurturing of children and the maintenance of the household.2 States were 
encouraged to make it possible, through laws, regulations and other appropriate measures, for 
women to combine the roles of child-bearing, breast-feeding and child-rearing with 
participation in the workforce.3 Countries were also encouraged to design family health and 
other development interventions to take better account of the demands on women’s time 
from the responsibilities of child-rearing, household work and income-generating activities.4  

 
18. The ICPD noted that male responsibilities should be emphasized with respect to child-rearing 

and housework and that greater investments should be made in appropriate measures to 
lessen the daily burden of domestic responsibilities, the greatest share of which falls on 
women.5 Countries were urged to enact laws and to implement programmes and policies 
which will enable employees of both sexes to organize their family and work responsibilities 
through flexible work-hours, parental leave, day-care facilities, maternity leave, policies that 
enable working mothers to breast-feed their children, health insurance and other such 
measures. The Programme of Action recommended that similar rights should be ensured to 
those working in the informal sector.6 The equal participation of women and men in all areas 
of family and household responsibilities, including family planning, child-rearing and 
housework, should be promoted and encouraged by Governments. 7 

 
19. Commitments made by countries at the World Summit for Social Development, held in 1995 

in Copenhagen8 included the promotion of equal pa



their families, as well as to the consolidation of democracy.10 In the Beijing Platform for 
Action, the issue of unequal division of labour and responsibilities were addressed within the 
context of the critical areas of concern on women and poverty, education and training, health, 
the economy, and power and decision-making. It was noted that women bear a 
disproportionate burden, attempting to manage household consumption and production under 
conditions of increasing scarcity because of the gender division of labour and household 
responsibilities. Girls and young women are expected to manage both educational and 
domestic responsibilities, often resulting in poor scholastic performance and early drop-out 
from the educational system. Lack of access to productive resources and inadequate sharing 
of family responsibilities, combined with a lack of or insufficient services such as child care, 
continue to restrict employment, economic, professional and other opportunities and mobility 
for women; women’s unremunerated (unpaid) work is undervalued and under-recorded; and 
the unequal division of labour and responsibilities within households limits women's 
potential to find the time and develop the skills required for participation in decision-making 
in wider public forums.  

 
21. The Platform noted that a more equal sharing of responsibilities between women and men not 

only provides a better quality of life for women and their daughters but also enhances their 
opportunities to shape and design public policy, practice and expenditure so that their 
interests may be recognized and addressed.11 The Platform called on Governments to ensure 
opportunities for women and men to take job-protected parental leave and to have parental 
benefits; to promote the equal sharing of responsibilities for the family by men and women, 
including through appropriate legislation, incentives and/or encouragement, and to promote 



responsibilities, highlighted that greater participation of men in family responsibilities, 
including domestic work and child and dependent care, would contribute to the welfare of 
children, women and men themselves.15 The 2004 agreed conclusions on the role of men and 
boys in achieving gender equality recognized that joint partnership between women and girls 
and men and boys was essential to achieving gender equality and called for the creation and 
improvement of training and education programmes to enhance awareness and knowledge 
among men and women on their roles as parents, legal guardians and caregivers and on the 
importance of sharing family responsibilities.16  

 
24. The Convention on the Elimination of All Forms of Discrimination against Women 

(CEDAW) and the Convention on the Rights of the Child (CRC) also recognize the 
obligations that State parties have to promote the equal sharing of responsibility between 
women and men. Article 5 (a) of CEDAW, in particular, notes the need for appropriate 
measures to modify the social and cultural patterns of conduct of men and women, with a 
view to eliminating prejudices and practices which are based on the inferiority or superiority 
of either of the sexes or on stereotyped roles for men and women. Under article 18 of the 
CRC, States Parties shall use their best efforts to ensure recognition of the principle that both 
parents have common responsibilities for the upbringing and development of the child. ILO 
Convention No. 156 (1981) addresses the situation of 



26. 



altering the exercise of power in society. The unequal sharing of responsibilities is multi-
dimensional, covering a wide range of decisions and activities at the household and 
community levels and extending to issues such as employment, education and participation 
in decision-making. 

 
31.  Although this report focuses on the sharing of responsibilities between women and men, it is 

mindful of contexts where there is limited or no possibility for sharing between women and 
men, for example female-headed households or same-sex families. Data on these contexts is, 
however, limited.  

 
32. In the view of the Expert Group, unequal distribution of responsibilities in relation to care 

and social provisioning is a crucial source of gender inequality in its own right as it 
constitutes and affects other arenas of inequality. A departure point for identifying and 
addressing gender inequality is understanding how women and men are assigned 
responsibility for the activities that take place within homes and neighbourhoods, including 
the care of children and of adults, whether ‘able-bodied’, ill or frail.   

 
33. This report describes the objectives of equal sharing and discusses the scope of sharing 

responsibilities between women and men, analyzing the causal factors and most serious 
consequences of inequalities in sharing of responsibilities, which are exacerbated in the 
HIV/AIDS context. The report provides recommendations for action. 

 
1. CAUSES OF UNEQUAL SHARING  
 

Patriarchy and stereotypes 
 
34. The underlying cause of the unequal sharing of responsibilities is the entrenched nature of 

patriarchy, which defines the status of women, children, the disabled, marginalized men and 
people of different races and classes. Patriarchy is based on the presumption of the inferiority 
of women and the superiority of men. 

 
35. Not all men are in positions of power and privilege, but even those men with diminished 

capacity for fulfilling traditional male roles, due to unemployment or other obstacles, benefit 
from the ‘patriarchal dividend’ or the unequal sharing of power. To change the unequal 
sharing of responsibilities it is necessary to challenge the foundation of patriarchal power at 
all levels. Failure to take into account the dynamics of power relations reproduces the status 
quo, leads to incomplete understanding of the complexity of the problem, and results in ill-
informed and unworkable solutions. 

 
36. Norms and values, transmitted through stereotypes, are among the most important 

determinants of the unequal division of responsibilities between women and men.25 
Stereotypes are oversimplified images of attributes that members of a group hold in common. 

                                                 
25 M. Daly (2008), ‘Equal sharing of responsibilities between women and men, including caregiving in the context 
of HIV/AIDS’, Background paper prepared for the Expert Group Meeting on ‘The equal sharing of responsibilities 
between women and men, including caregiving in the context of HIV/AIDS’ organized by the Division for the 
Advancement of Women, Geneva, Switzerland, from 6-9 October 2008 (EGM/ESOR/2008/BP.1). 
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Through stereotypes people learn the type of behavior that is regarded as appropriate for 
women and men within specific cultural contexts. 

 
37. Stereotypes posit a division of labour, responsibilities and capabilities between women and 

men. The persistence of deep-rooted stereotypes and patriarchal attitudes regarding the roles 
and responsibilities of women and men in the family and society are a root cause of the 
disadvantaged position of women in a number of areas, including in the home, the labour 
market and public life, and present a significant impediment to the achievement of gender 
equality. A focus on stereotypes illustrates that norms and values are critical in creating the 
existing situation as well as in challenging and changing it.   

 
38. Gender stereotypes endorse expectations that men are natural 



participate in care work.29 For example, in the 1970’s only 27 per cent of fathers were 
present in childbirth in the United States, compared to 85 per cent in the 19 3090s.



Unpaid care work 
43. Unpaid care work involves the direct care of persons, including children, the elderly, the sick 

and persons with disabilities, as well as able-bodied adults. It also involves many additional 
tasks such as meal preparation, cleaning of homes, clothes and utensils, and shopping, which 
are particularly time-consuming.36 In many developing countries, unpaid work also involves 
the collection of water and firewood, food crop production and care of livestock. 

 
44. The provision of care in both formal and informal contexts, whether paid or unpaid, tends to 

be disproportionately undertaken by women and girls. Time-use studies around the world 
show that women spend considerably more time than men in unpaid tasks related to caring 
and social provisioning. 37 For example, in the Republic of Korea in 1999 women workers 
spent an average of nearly two and a half hours per day on household tasks and family care, 
compared with only 25 minutes for male workers.38 Women in Bolivia spent 35 hours in 
unpaid work per week compared to 9 hours for men.  In contrast, men typically spend more 
hours in paid economic activities than women.  However, when hours in paid and unpaid 
work are totaled in Bolivia, women tend to have longer work weeks than men and less time 
for leisure or sleep.39  

 
45. Care work is resource-intensive and is performed on generally inflexible daily schedules. 

Unpaid care work imposes constraints on those who perform it, for example, limiting 
potential for participating in income-generating activities, taking up certain jobs or career 
paths, and being able to care for oneself and have leisure time.40 

 
46. Despite being essential for the reproduction of the labour force and the well-being of 

societies, unpaid work at the household level, including caregiving, remains invisible and 
unmeasured by policy-makers, and its contribution to economic and social development has 
not been adequately recognized and valued in economic terms.  As a result of the general 
invisibility of unpaid work in national accounting systems, there is an assumption, including 
among policy makers, that the supply of women’s labour is unconstrained and flexible.41 

 

                                                 
36 United Nations Research Institute for Social Developm
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services tend to be individualized and informal, through domestic service for example. There 
are often no labour contracts as such, wages are very low and working conditions are poor, 
with few, if any, social and labour rights. There have been efforts to improve the situation 



Employment 
 
55. Inequalities in access to education and training resulting from the unequal sharing of 

responsibilities further reinforce inequality within the labour market. Many women are 
concentrated in what is typically assumed to be ‘female’ occupations in low productivity and 
low wage jobs. Unpaid work at the household level often constrains women’s mobility in the 
labour market, horizontally and vertically, which deprives women of developmental 
opportunities.55   

 
56. The share of women in wage and salaried work has increased during the last ten years, from 

41.8 per cent in 1997 to 46.4 per cent in 2007. The share of women working as contributing 
family workers or own-account workers decreased from 56.1 to 51.7 per cent.  Women’s 
share as contributing family workers and own-account workers remains, however, much 
larger than men’s, especially in the world’s poorest regions.56 

 
57. In 2007, 1.2 billion women around the world entered the labour market, almost 200 million 

or 18.4 per cent more than ten years ago. However, the number of unemployed women grew 
from 70.2 to 81.6 million over the same period and in 2007 women at the global level had a 
higher likelihood of being unemployed than men. The global female unemployment rate 
stood at 6.4 per cent, compared to the male rate of 5.7 per cent.57   

 
58. A major consequence of the unequal sharing of responsibilities is that women enter the 

labour market carrying the main, if not total, responsibility for unpaid domestic and care 
work. This places them in a structurally disadvantaged position. The organization of 
employment is based on a male model of paid work. Men are presumed to be the main 
‘breadwinners’ and women are considered minor wage earners or workers who are not able 
to fully commit to their employment. The male breadwinner model is pervasive as an 
ideology and affects the organization of paid and unpaid work, occupational hierarchies, 
salary levels and the interaction between social policy and labour market policy. The model 
worker is presumed to have no ‘encumbrances’ and workers are expected to give their total 
commitment to work. In this model, family-related responsibilities are invisible. 58 

 
59. Working conditions that demand long hours in paid work undermine the potential of both 

women and men to provide the care work required at home. This intensifies the conflict 
between economic and care responsibilities.59 Long commuting time to and from work also 
affects the ability of women and men to balance their caregiving and work responsibilities. 

 
60. Women are perceived to be ‘ideal’ caregivers and responsible for domestic and care work at 

the household level. The domestic responsibilities and caring responsibilities of women have 
multiple consequences for the status and prospects of women in the labour market.60 This 
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unpaid work influences the extent to which women can undertake paid work, as well as the 
contexts, type and duration of their employment.61  For example, in Latin America, over half 
of all non-employed women aged 20 to 24 cited their unpaid household work as the main 
reason they did not seek paid employment.62  

 
61. Women are often confined to work in the less productive and well paid sectors of economies 

and in status groups that carry higher economic risk and a lesser likelihood of meeting the 
characteristics that define decent work, including access to social protection, basic rights and 
a voice at work. 63 Family responsibilities are one of the reasons women turn to vulnerable 
and informal employment. For example, 40 per cent of mothers working informally in the 
slums of Guatemala City were caring for their children themselves, with lack of childcare 
cited as a key reason for not taking formal economy jobs where children could not 
accompany them.64  

 
62. As a consequence of their reproductive roles, women tend to withdraw from the labour 

market when children are small. They find it difficult to re-enter the market when their 
children get older because they become “over-age” for many jobs, are out of touch with the 
labour market, or find that employers consider their care-related domestic responsibilities as 
an obstacle to their performance.65

http://www.ipu.org/wmn-e/world.htm


3. POLICY RESPONSES TO ADDRESS UNEQUAL SHARING 
 
64. Women’s unequal share of unpaid work is one of the most persistent barriers to gender 

equality, and governments have a responsibility to address this issue in all policy initiatives 
to assist women and men in reconciling work and family responsibilities and to ensure equal 
sharing of responsibilities between women and men. 

 
65. Insufficient policy attention has been given to caregiving for children, the sick, elderly and 

disabled, resulting in neglect of the needs of both care recipients and caregivers. The 
provision of basic services such as primary education and health services can reduce the 
burden of care work on families, especially in developing countries. However, developments, 
such as cuts on health sector spending and increased reliance on out-of-pocket payments by 
users, have increased the burden on care providers at the household level.  

 
66. Public policy interventions have been undertaken to support men’s and women’s equal roles 

and responsibilities, including leave provisions, regulation of working hours and conditions, 
cash benefits, provision of care services and facilities. Policy responses have also included 
improvement in social infrastructure, such as increased access to education and health 
institutions, and physical infrastructure projects to reduce time burdens, including public 
transportation and access to energy and water. In some cases, policies that are directly 
targeted at women have the potential to reinforce stereotypes and inequalities with regard to 
care work if they are based on the assumption that women are primary caregivers and fail to 
recognize the care responsibilities of men.  

 
67. The most well-known approach in addressing the equal sharing of responsibilities between 

women and men is the provision of leave. In addition to maternity leave provided by most 
States, paternity leave, or leave for the father at the time of the birth of a baby, is also 
increasingly provided, but it is generally very short in duration.  Parental leave, with 
variation in eligibility, payment and duration, is a planned longer- term arrangement for care 
of young children, and may be taken up by either parent.69 There are, however, limitations on 
the impact of these provisions in contexts wh



perceptions of women as caregivers and exonerate other sectors from responsibility.71 Cash 
transfers, often targeted at poor families, have become a common social assistance 
instrument in recent years. They are often conditional on families complying with certain 
requirements which may add to the responsibilities of women (such as school attendance, 
taking children to health-checks or attending workshops on nutrition).72 

 
70. Reliable and affordable provision of care facilities for children, the sick and the elderly plays 

a key role in facilitating reconciliation of work and family life. The most commonly provided 
facilities are preschools and kindergartens. For children under three years of age, public 
financing for care facilities is less common. Governments have encouraged the private sector, 
non-governmental organizations and private entities to become active providers, and have 
made efforts to make childcare more affordable by providing subsidies to care providers or 
income allowances to parents.73  

 
71. Investment in public infrastructure, such as water, transportation and energy, are important 

policy responses in developing countries, with significant impact on the care work done 
within households, particularly in the context of HIV/AIDS. Technological innovations, such 
as labour-saving technology and electrical appliances, could further reduce the burden of 
time and energy for women in household work and caregiving, but are often too expensive 
for poor households.74  

 
72. Policy responses have not always been explicitly driven by the objective to reduce the 

unequal sharing of responsibilities between women and men, but have often been linked to 
other issues, such as the need to strengthen

 
72. 



rates, the quality of employment, public expenditures on social welfare as well as economic 
insecurity often have a negative impact on women and exacerbate gender inequality.77 

 
V. SHARING OF CAREGIVING IN THE CONTEXT OF HIV/AIDS 
 

1. CAUSES OF UNEQUAL SHARING 
 
74. Over 33 million people worldwide are living with HIV/AIDS. In low and middle-income 

countries, nearly 10 million are in immediate need of treatment and care yet only 3 million 
are receiving it. Seven million people sick with HIV/AIDS are in need of intensive and long-
term care.78  

 
75. Some countries have experienced cuts in spending on health care and reductions in other 

services that are important to those caring for the sick, including electricity, water and 
sanitation. Research in 2007, for example, indicated that there are five doctors per 100, 000 
doctors in Lesotho, 74 in South Africa, and 222 in the United Kingdom. There is a similar 
discrepancy in the number of nurses, with Lesotho having 62 and South Africa 393 per 100, 
000 people respectively, compared to 1,170 in the UK.79 This illustrates the weaknesses in 
public health systems in many countries. 

 
76. Patients with HIV/AIDS represent between 40-70 per cent of public health facility users in 

the most affected countries across Africa, in particular in Southern Africa which has the 
highest prevalence rates on the continent.80 Globally, millions of adults with HIV/AIDS are 
dying without access to anti-retroviral drugs.81 Few pregnant women infected with 
HIV/AIDS in Africa receive the antiretroviral (ARV) treatment that can prevent the 
transmission of the virus to their unborn child; in low and middle-income countries, 33 per 
cent of pregnant women infected with HIV/AIDS received such treatment in 2007.82 
Prevention of mother to child transmission is valuable, but women do not have sufficient 
access to treatment since most of it is aimed at the risk of reducing infections to their children 
during pregnancy or childbirth. In Africa ARV coverage for infected people remains low. At 
the end of 2007, only about 31 per cent of those who need treatment had received ARV 
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treatment.83 This imposes a heavy burden on their families, volunteer carers and public 
health systems. 

                                                

 
77. Many people living with HIV/AIDS and their caregivers struggle without a formal diagnosis, 

which means that they do not access voluntary support services and other related 
programmes that could provide much needed support.84 Gender inequality in decision-
making around health means that women may not be able to fully access external support for 
themselves or their families because they need permission or consent from their husbands. 
The carers who are ‘unlinked’ to programmes face many challenges in providing caring 
without training and support including material inputs such as gloves and medication.85 Older 
carers find it difficult to access medical care and the health system for themselves and their 
dependents. Barriers include long waiting times, transportation difficulties, unhelpful staff, 
and inaccessible services.86  

 
78. Governments, particularly in Africa, support and even actively promote home-based care, 

including through volunteer organizations, in response to the capacity problems facing the 
public health systems, but still cannot cope with the demand for care. The home is replacing 
the hospital as the primary place of care for people with HIV/AIDS.87  Households, extended 
families and communities play, by far, the largest role in the care of people with 
HIV/AIDS.88  

 
79. Many home-based caregivers are family members but they may also be volunteers (who tend 

to have a similar profile to that of family caregivers). Cutbacks in public health and other 
social sector spending lead to a downsizing of health services in order to achieve cost-
effectiveness. This increases the care burden of households and reinforces pre-existing norms 
and expectations on women’s ‘traditional’ roles as nurturers and caregivers.89  

 
80. There is unequal distribution of HIV/AIDS related care work responsibilities. Girls and 

women of all ages disproportionately assume caring roles, compared to boys and men. 
Caregiving in the context of HIV/AIDS spans the life cycle – both young girls and aging 
grandmothers are susceptible to the exigency of caring for an affected family member. 
Women of reproductive age, however, predominate among caregivers. Caregivers are often 
in a non-typical relationship as a carer (as a child or parent of an adult).90 It has been 

 
83 UNAIDS (2008a), op cit.  
84 J. Ogden et al (2006), ‘Expanding the care continuum for HIV/AIDS: bringing carers into focus’, Health Policy 
and Planning, Vol. 21. 
85 Ibid. 
86 UNAIDS (2008a), op cit. 
87 O. Akintola (2008a), ‘Defying all odds: coping with the challenges of volunteer caregiving for patients with AIDS 
in South Africa’, Journal of Advanced Nursing, Vol. 63 No. 4. 
88 R. Loewenson (2007),‘Learning from diverse contexts: Equity and inclusion in the responses to AIDS’, AIDS 
Care, Vol. 19. 
89 Voluntary Services Overseas (VSO) (2003), Gendering AIDS: Women, Men, Empowerment, Mobilization, 
London. Available on the web at: http://www.vso.org.uk/Images/gendering_aids_tcm8-809.pdf (last accessed on 6 
January 2009). 
90 C. Campbell and A. Foulis (2004), ‘Creating contexts for effective home-based care of  people living with 
HIV/AIDS’ Curationis, Vol. 27;  N. Hunter (2007), It’s Like Giving Birth to the 

http://www.vso.org.uk/Images/gendering_aids_tcm8-809.pdf


estimated that globally women and girls provide 70 to 90 per cent of the care to people living 
with HIV/AIDS.91 Most of these are poor women. 

 
81. Older women are significantly affected because a substantial proportion of people living with 

HIV/AIDS move back to their communities of origin at some stage of the illness to be cared 
for by their parents, and older women more often than older men take responsibility for their 
grandchildren where the parents are ill, absent or working.92 A combination of deaths of 
parents and other caregivers of productive age, and poverty and employment-driven 
migration, result in a shortage of adults, and much of the caring work is done by older 
women.93 

 
82. Married women are significantly affected. Studies have shown that for married men, where 

care normally takes place in the home, the caregiver is most likely to be the wife.94 Women 
are likely to be the caregivers in marriages where the male partner or both partners are ill, 
with women who are ill providing care for themselves as well as their male spouses. 95 Men 
may be less prepared to care for their wives, and if women in their household are ill, this 
leads to a need for external support from home-based care programmes.96 Women who have 
lost their husbands or those in common law unions may also be denied access to family 
property and finances by their husbands’ family,97 leaving them with care burdens and 
financial responsibilities. 

 
83. Children carry a considerable share of the care burden. As secondary providers of care 

supporting their parents or grandparents, they have received limited attention because of the 
failure of policy makers to acknowledge that children play a major role in providing care.98 
A South African study found that two thirds of carers under 18 were girls.99   

                                                                                                                                                            

 
84. Women tend to carry out responsibilities that are more ‘hands-on’, incur greater time 

expenditure and are emotionally draining. Responsibilities performed by men are usually 
those requiring physical strength and finances or those which can be accomplished in a 
shorter time, such as transportation to health facilities and managing financial and legal 

 
Family Caregivers’ Perspectives on Providing Care,  School of Development Studies, University of KwaZulu-Natal 
(Working paper no. 44). 
91  UNAIDS, UNFPA and UNIFEM (2004), Women and HIV/AIDS: Confronting the Crisis, Geneva. 
92 J.Knodel et al (2001a), ‘Older people and AIDS: quantitative evidence of the impact in Thailand’, Social Science 
& Medicine, Vol. 52. 
93 M. Chazan (2008), ‘Seven “deadly” assumptions: unravelling the implications of HIV/AIDS among grandmothers 
in South Africa and beyond’, Ageing and Society, Vol.28 
94 J. Knodel et al (2001a), op cit. 
95 O. Akintola (2008b), ‘Towards equal sharing of AIDS caring responsibilities: learning from Africa’ Paper 
prepared for the Expert Group Meeting on ‘The equal sharing of responsibilities between women and men, including 
caregiving in the context of HIV/AIDS’ organized by the Division for the Advancement of Women, Geneva, 
Switzerland, from 6-9 October 2008  (EGM/ESOR/2008/EP.5) 
96 UNAIDS (2008a), op cit. 
97
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areas in the developing world, water is a scarce resource and may have to be carried from 
rivers, wells or public standpipes located far away from dwellings. It takes an estimated 20-
80 litres of clean water to provide care every day to a person living with AIDS to wash them, 
clean soiled sheets and clothes, and wash dishes and prepare food.107 Without proper training, 
information and supplies, there is also the risk of exposure to communicable opportunistic 
infections. Many carers are living with HIV/AIDS themselves and need to take care of their 
own health concerns.  Women caregivers often ignore their own health concerns.108 The 
physical and psycho-social impacts of caring on the well-being of caregivers are rarely 
acknowledged.  

 
88. A significant challenge for older caregivers (both men and women) is that they are often at a 

time in their life when they expect to be cared for by their children, and they are not 
emotionally, physically or financially prepared to fully provide for their newly acquired 
dependents.109 Physical ailments affect many older caregivers, including strained muscles, 
fatigue, arthritis, high blood pressure, diabetes, as well as hearing, vision and mobility 
problems.  

 
Consequences for psychosocial wellbeing 
 
89. The emotional stress on carers of all ages can be significant, including both women and men. 

Children without adult supervision, having experienced the grief of losing their parents, face 
the responsibility of feeding and clothing their siblings which puts them at risk of 
exploitation and harm.  Some adults care for their partners and loved ones and, for those that 
do not return to health, experience the pain of watching them die.110 Many grandparents, 
parents and other carers find they have little time to grieve as they have to be emotionally 
and physically strong to support and look after the dependent children left behind.111 

 
90. The fact that many of those in caregiving roles are also themselves living with HIV/AIDS 

causes additional psycho-social trauma for the caregiver. The demanding nature of caring for 
both sick adults and children means that carers can face social isolation.112 

 
Financial costs 

 
91. Poor households that are burdened with the financial costs of caregiving move further into 

poverty.  The increased financial costs related to caring for the sick range from costs incurred 
to provide immediate care (such as gloves, medicines and water) to financial outlays for 
medicines (prescribed, over the counter, from clinical therapists or traditional healers), user 

                                                





96. Households with a sick family member have to make trade-offs between working fewer 
hours to spend more time caring, or working more hours to cover increased expenditures.121 
Gender inequalities in employment opportunities also impact on women’s caregiving 
responsibilities. If one person in a working couple needs to spend time at home to care for a 
family member, the person with the most flexible working arrangement or lower income 
earning capacity – in both cases usually the woman – will be the person to sacrifice income 
earning opportunities for caregiving.122  

 
97. HIV/AIDS caregivers who take extended leave to provide care may lose their jobs and find it 

difficult to return or find other jobs. Many caregivers are in vulnerable employment, 
especially in the informal sector, and are unable to take leave for caregiving, have to leave 
their jobs or lose their jobs involuntarily.123 Women who are self-employed, for example, in 
petty trading, tailoring and hairdressing, also lose opportunities for earning an income.124 
Women employed in the formal sector with no flexibility in reducing their working hours 
have to balance their paid job and their role as primary carers in the home. One study found 
that one in five Kenyan health workers was also caring for an immediate family member 
living with HIV/AIDS.125  

 
98. Women providing care in their own homes, or working as volunteers in home-based care 

programmes, have the additional burden of providing for the needs of their own households, 
including working on farms or in businesses and spending time with family and children.126  

 
3. POLICY RESPONSES TO ADDRESS UNEQUAL SHARING 
 
99. The increased care burden as a result of the HIV/AIDS pandemic has exposed the inadequacy 

of the health sector in many developing countries. Difficulty in accessing institutional health 
care often means that households, and generally women, have to take on a greater 
responsibility for caring for the ill or dying.127 Research shows how women, in particular, 
have been disproportionately affected by fee-based care provision in countries such as 
Nigeria, Zimbabwe and Tanzania.128  

 
100. In developed countries, governments, aided by civil society, have taken on much of the 

responsibility of HIV/AIDS prevention, treatment and care. They generally have well-



functioning health systems and the money to expand those systems to address new threats. 
Many developing country governments lack this capacity. 129 

 
101. The majority of the caring in HIV/AIDS affected societies is borne by the poor. Poor 

people are more likely to use public health services in developing countries130 and the impact 
of HIV/AIDS is more severe among poor rural households and communities.131 Some 
countries rely increasingly on a continuum of care, including public health facilities, home-
based care provided by families or volunteers, households and other organizations providing 
support. Home-based care receives little attention and support from policy makers.  



community home-based care programmes ensure a minimum of 40 per cent male volunteers. 
In other countries, including Botswana, South Africa, Swaziland, Tanzania, and Uganda, 
national HIV policies and strategies explicitly encourage men to play a greater part in care.136 
The involvement of men in national programmes and campaigns to prevent the spread of 
HIV/AIDS and other STIs has helped to educate the public on the benefits of shared 
responsibilities.  

 
VI. RECOMMENDATIONS OF THE EXPERT GROUP MEETING 
 
105. The Expert Group envisions a future society where responsibilities between men and 

women are shared in a just and fair manner so that both women and men have equal access to 
opportunities to development and freedom to choose the life they want to lead. The vision 
also includes an enabling macro-environment that promotes economic development for the 
well-being of all people.  Based on discussion of the nature of the problem of unequal 
sharing of responsibilities between men and women, including caregiving in the context of 
HIV/AIDS, and analysis of the causes and consequences, recommendations at different 
levels are presented below.  

 
1.  An economic, social and cultural strategy for care and social provisioning 
2. A macro-economic approach that targets and invests in social and individual well-being 
and the equal development of human capabilities for women and men  
3. Labour and social policies to support the equal sharing of caregiving responsibilities and 
eliminate inequalities in the labour market 
4. Addressing the sharing of caregiving in the context of HIV/AIDS 
5. Transformation of the models of the female carer and the male “ideal” worker/elimination of 
stereotypes 
6.  Transformation in attitudes and behaviour on the part of men and boys 
7. Research and data collection. 
 

1. An economic, social and cultural strategy for care and social provisioning  
 
106. An economic, social and cultural strategy for care is needed in order to support fairness 

and justice in the sharing of responsibilities so that women and men can have equal human 
development opportunities. Such a strategy should acknowledge the societal and individual 
value of adequate care for all. Every country and relevant international organizations should 
have a policy on caregiving with the goal to value care and to undertake measures to promote 
equality responsibilities for caregiving. Such measures should be oriented to ensuring the 
well-being and development of both caregivers and those receiving care. This involves 
identifying and working with a continuum of caregivers – individual women and men, 
families/households, communities, employers, public and private institutions and services – 
and aiming for a mix of provisions. Care policy could dovetail with family policy and with 
health and other policy areas, but it should exist as a specific concern of policy in its own 
right.  

 



107. An economic, social and cultural strategy for care is needed if adequate caregiving 
standards are to be maintained, care workers are not to fall further behind other occupational 
groups in their pay and work conditions, and informal care resources are not to be depleted. 
Such a strategy is also necessary to support social cohesion and solidarity and encourage 
those currently engaged in unpaid care work to enter the labour market.  

 
108. Policy tends to reflect the social norms and practices of a society but policy can also 

change those norms and practices. An economic, social and cultural strategy for caring 
should emphasize the societal and individual value of investing in care. This will not be 
achieved without public support through subsidizing caregivers, or provision through the 
market, not-for-profit providers or the public sector. Such a strategy will also need to give 
specific attention to improving the standards of care and the training and pay of care workers 
to ensure that market forces do not lead to downward pressure on standards of care and the 
wages of care workers. Unlike in other areas, raising productivity in paid care work is 
difficult, since lowering the ratio of care-giver to cared-for usually implies lower quality 
standards of care. 

 
109. Extensive public funding for investment in caring will be needed if those doing unpaid 

care work are to have the possibility to enter the labour market. Furthermore, if the wages of 
care workers are to keep up with rising wages of those in other occupational groups, wage 
costs for care will rise. Public spending on care has to grow in line with the GDP to maintain 
the status quo, and would need to grow as a proportion of GDP if care standards are to 
improve, working conditions to improve, and/or coverage to grow. Public spending on caring 
will also have to grow if the number of people needing care increases, as in the context of 
HIV/AIDS, or if poverty levels increase so that more people will need financial support to 
meet their own or their families’ care needs. It would be possible to allocate sufficient public 
resources to maintain the care sector in contexts where the increased need for care is linked 
to productivity gains in the economy, including from women’s increased labour force 
participation.  It is appropriate that the benefits of those productivity gains should be shared 
with those needing care by raising the proportion of GDP spent on care. 

 
110. Capacity-building measures are needed to enhance access of both women and men to 

caregiving training, education and developmental opportunities. Increasing caregivers’ social 
assets and social capital, including through strengthening their social connectedness and 
affiliations, should be the subject of policy effort. Equally important are efforts to consult and 
involve informal caregivers in decision-making processes, related to policy, budgets and 
programming, to enhance accountability and reduce the wastage of resources.  

 
111. An economic, social and cultural strategy requires political will and power. The lack of 

such a strategy for care shifts power away from those who continue to provide care, and 
erodes caring norms. Without such a strategy, availability and standards of care will fall, with 
high cost to society as a whole and in particular to those who provide care. 

 
112. It is important to mainstream care and the support of caregivers into overall policy-

making in relevant policy areas. Policy-makers must assess the effects of government 
policies on the ability of people to provide care and on the provision of the support they need. 
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Policies can have unintended negative effects, irrespective of their objectives. For example, 
policies to raise employment levels will be ineffective if they do not take into account the 
needs of those who are out of the labour market because of care responsibilities.  

 
Recommendations 
 



• Public spending on formal and informal care provisions as a percentage of GDP, per 
capita, for specific care provisions (such as day-care centres and nursing homes) and by 
means of provision (cash/services); 

• Effective accessibility of care, measured as a percentage of certain age groups/need 
categories who use formal care; 

• User/care-giver ratio to assess quality of care;  
• Cost of care as a percentage of the median wage; 
• Proportion of care givers at various levels of qualifications;  
• Care-giver representation as a proportion of those involved in decision-making bodies 

related to care; and 
• Number of Governments/international organizations/civil society organizations using 

care-audits for their own policy formation and monitoring. 
 

2.   A macroeconomic approach that targets and invests in social and individual well-being 
and the equal development of human capabilities for women and men  
 
116.  The Expert Group recommends that countries adopt macroeconomic policies that target 

human development and create decent employment, paying particular attention to how 
employment expansion can reduce gender inequality, enhance caregiving and improve the 
working conditions of caregivers.  This is particularly relevant in the current context of a 
global recession. 

 
Fiscal policy  

 
117. The structure and amount of government spending is essential to guaranteeing that the 

macroeconomic environment is supportive of social and human development. Public 
spending on education and health should be treated as capital investment rather than 
consumption spending, since these expenditures add to long-term productive capacity. 
Similarly, care work should be seen as investment in human capital. Treating these 
expenditures as consumption leads to a bias in investment for expanding physical 
infrastructure rather than investment in human capabilities.  

 
118. Financing for development often necessitates borrowing on international financial 

markets, and developing country governments are sometimes encouraged (even required) to 
prioritize debt repayment over social spending by their creditors. Such requirements ignore 
the essential link between effective public services and economic and social development.137  

 
119. At times, privatization of public services, such as health care services, is proffered as a 

win-win solution to the dual challenges of public provisioning and fiscal deficits. However, 
such recommendations are often not sufficiently based on sound empirical assessment of the 
effectiveness of private provision for health and other public service delivery. While 
governments may save money in the short-term, the more long-term costs to unpaid 

                                                 
137 Report of the Secretary-General (2008), ‘Financing for gender equality and the empowerment of women’, 
E/CN.6/2008/2. 
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caregivers in covering the gaps in provision left by a diminished public health care system 
need to be analyzed. 

 
120. There are two additional arguments against raising public spending in the neoliberal 

paradigm. The first is that government borrowing will raise interest rates (as governments 
draw on the same capital markets as private borrowers), and “crowd out” domestic 
investment. This perspective overlooks the fact, however, that private capital requires the 
type of physical infrastructure and human capital that only public spending can produce. In 
that sense, government spending actually “crowds in” private investment. The second 
neoliberal argument against government spending is that it adds to inflationary pressures 
because it expands demand for goods and services. But this perspective ignores the fact that 
different types of spending have different inflationary impacts. Public spending on the health 
care sector, for instance, might alleviate inflationary pressures by addressing the supply 
constraints that raise prices (for example, shortages in nursing).138 

 
Monetary policy and inflation-targeting  

 
121. Inflation-targeting has dominated central bank policy across the world, which involves 

using monetary policy (such as raising interest rates) for the exclusive purpose of 
maintaining an extremely low inflation rate (typically around three per cent, regardless of 
level of economic development). Low inflation benefits global finance by protecting 
creditors against losses in the real value of their assets. However, employment creation, 
including expanding employment in the care sector, may put upward pressure on prices and 
therefore be incompatible with inflation targeting. Empirical evidence on the link between 
inflation and growth in a development context indicates that targeting extremely low inflation 
rates restricts economic expansion and public spending, both of which are necessary if care is 
to be adequately provided and caregiving responsibilities more equally shared.139 

 
122. If national governments and central banks are committed to maintaining extremely low 

inflation at all costs, rather than balancing the goal of price stability with employment 
creation, there will be little opportunity for the types of public policies that are necessary to 
support social provisioning and care. It is important to note that the Expert Group does not 
recommend doing away with inflation targets, or imply that hyperinflation is a reasonable 
alternative, but rather that central banks should incorporate development goals into monetary 
policy-making. This is particularly relevant in times of global recession. 

 
Trade policy 

 
123. Trade policy, and global trade negotiations, must be assessed in terms of their impact on 

social provisioning. An important example is the General Agreement on Trade in Services 
(GATS), one of the many agreements currently being negotiated at the World Trade 
Organization (WTO). Part of the intention of the GATS is to make it easier for health care 

                                                 
138 J. Stiglitz al (2006), Stability with Growth: Macroeconomics, Liberalization and Development, New York: 
Oxford University Press. 
139 For more on the relationship between inflation targeting and development, see International Review of Applied 
Economics (2008) Vol. 22, No. 2. 
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workers to travel abroad in search of higher wages – a result that will certainly increase the 
inequality in health care services provided in the developed versus developing countries. 
While it is not proposed that such migration be limited, countries that lose skilled workers 
should be compensated for their investment in training and education.140  

 
National accounts  

 
124. Carrying out the analyses called for above, and in the following sections, requires that 

national accounts be transformed so that they recognize and measure all caregiving. This 





Recent experience at the global level has shown that economic growth does not automatically 
reduce these gender inequalities in the labour market.142 

 
131. Social policies that focus on care usually help families with some of the material costs of 



incentives for them to become more actively involved in their families. For example, 
measures developed to bring about flexibility with regard to working hours, work location, 
career profiles and career development should be offered on terms which will allow men as 
well as women to take them up. 

 
136. With a large gender pay gap reinforcing unequal gender equality norms, women are more 

likely than men to make use of care-friendly policies which should enable them to remain in 
the labour market through intensive care periods. However, women often take on low-pay 
and low-status work in order to reconcile employment with caregiving responsibilities. 
Making care-friendly policies mandatory would be a significant step in reducing pay 
inequality and in creating an in





should neither replace public provision of care services nor crowd out public investment in 
care facilities. 145 

 
Investment in public infrastructure 

 
144. Investment in public infrastructure in healthcare, education, water, transportation and 

energy sectors eases the responsibilities typically assumed by women, such as water and fire 
wood collection. Such investment, which reduces women’s work and time burdens, 
constitutes a precondition for adequate access to care in facilities and at home. Investment in 
care facilities should include investment in the health sector, in education and early 
childhood and elder-care facilities. States have a responsibility to guarantee minimum levels 
of provision before “marginal” transfers of responsibilities between the public sector, the 
market and the family can be considered, to ensure that unpaid care work does not become a 
“subsidy” to public sector provisioning.146 
 
Recommendations 

 
145.  In order to strengthen policies to support equal sharing of responsibilities between 

women and men, Governments, private sector, civil society and international organizations 
should: 

 
• Take measures to strengthen the implementation of ILO conventions, particularly the 

Convention No. 156 on Workers with Family Responsibilities; 
• Ensure that all legislation, policies and programmes take into account considerations of 

gender equality and non-discrimination in their design and implementation; 
• Ensure that both women and men have access to





• Recognize home-based and informal care givers as a central part of the state response to 
the HIV/AIDS epidemic and allocate financial and medical resources to community-
based organizations involved in care and support services; 

• 



149. Stereotypical images of women and men perpetuate inequality in power relations and the 
sharing of responsibilities. Actions to identify and address stereotypes are required at all 
levels of society and need to target a large number of stakeholders. The media and 
educational institutions have a critical role to play. Religious and community leaders, and 
those in positions of authority in employment and other arenas, constitute important 
stakeholders.  

 



of women’s and men’s roles. 
 
6. Transformation in attitudes and behaviour on the part of men and boys 
 
152. While it is important to change the attitudes and behaviour of both women and men, 

insufficient work has been done to involve men and boys in promoting the equal sharing of 
responsibilities between women and men. Emphasizing men as agents of positive change 
increases the potential for involving them in fully promoting gender equality and social 
change. It is important to offer men opportunities to reflect on their own personal history and 
experiences, and to question stereotypical attitudes and behavior. 

 
Recommendations 
 
153. Governments, in partnership with civil society, including grassroots and faith-based 

organizations, should: 
 

• Develop measures and policies to support the capacity of individuals and 
public/community and educational institutions working with children to transform 
stereotypical attitudes and behaviour; 

• Reinforce men’s responsibility for the care of their children and other family members 
through policies such as work-life balance and family-friendly policies, including 
parental leave; 

• Actively focus on increasing the proportion of men involved in caregiving professions 
and jobs, while at the same time increasing the number of women in male-dominated 
professions;  

• Create programmes and courses on gender equality and develop positive images of men 
and boys; 

• Make reproductive health information and services more accessible and attractive to men; 
and 

• Recognize men's influence on reproductive health options and decisions and encourage 
men and women to deal jointly with issues such as contraception, child delivery, child 
care, voluntary HIV counseling and testing; and engage men in wider issues, such as the 
prevention of gender-based violence. 

 
Indicators 

 
154. The following indicators may be useful for measuring progress: 
 

• Increase in number of colleges that offer courses on gender equality, men and 
masculinity; 

• Number of gender-sensitive family life education courses taught to children of all ages; 
• Number of programmes and projects developed for community leaders, grassroots 

organizations and faith-based organizations to learn about equal sharing of 
responsibilities; 
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• Increase in participation of community leaders, and leaders of grassroots organizations 
and faith-based organizations in programmes and projects to learn about equal sharing of 
responsibilities; 

• Number of men present at childbirth; and 
• Increased number of businesses utilizing temporary special measures to increase the 

number of women in male-dominated professions and the number of men in female-
dominated professions. 

 
7.  Research and data collection  
 
155. Globally, there is little data available on unpaid care provided by women and men in 

society. Time-use surveys can provide important information on all types of paid and unpaid 
activities. Although most industrialized countries conduct time-use surveys at intervals of 5 – 
7 years, these surveys are not common in most developing countries because of lack of 
awareness of their usefulness, limited resources and expertise, and the dearth of globally 
accepted standardized concepts and methodologies.147 Although some work has been done 
by the Statistical Division and regional commissions of the United Nations, as well as by 
UNDP and ILO, there is a need to expand this work to enable all countries to conduct tim
use surveys on a regular basis.

e-
nd 

                                                

148 In addition, it is important to expand the analyses a
utilization of the available data to better understand the unequal sharing of responsibilities by 
women and men.  

 
156. A major limitation of the available statistics in most countries is that they are frequently 

not disaggregated by sex and age, or other factors such as education, health or income. As a 
result, it is not always possible to measure and monitor the different dimensions of unequal 
sharing of responsibilities by women and men. Although some data are available on women’s 
participation in decision-making, such as seats held by women in national parliament and in 
sub-national elected bodies, there is a need to collect and analyze more comprehensive data 
on women’s role in decision-making in different fields such as health, education, trade, 
finance and industry, as well as in local bodies and related decision-making bodies.  

 
Recommendations 

 
157. Governments, donors, international organizations and civil society should take measures 

to conduct periodical evaluation and monitoring of major policies and programmes aimed at 
equal sharing of responsibilities. With regard to time-use surveys, they should:  

 
• Conduct time-use studies to reveal all forms of paid and unpaid work performed by 

women and men in society, in order to provide a comprehensive overview of the sharing 
of all work by women and men, including details of the extent of sharing of work within 

http://www.ingentaconnect.com/content/routledg/rfec;jsessionid=1bt27tutjtdoq.alexandra


• Compile satellite accounts periodically to measure the contribution of unpaid work to 
national well-being; and 

• Measure time-stress (emanating from multi-tasking and from the large burden of social 
provisioning) and time-poverty. 

 
158. Governments, donors, civil societies and international organizations should conduct 

research and collect data related to the sharing of responsibilities between women and men, 
and should:  

 
• Document good practices in social and economic policies that have helped to transform 

equal sharing of responsibility by women and men, balance work and caregiving, 
eliminate gender stereotypes in education, and promote public awareness campaigns;  

• Conduct case studies on good practices in the public and private sector and by civil 
society that aim to help women and men balance work and caregiving, including in the 
informal sector;  

• Conduct quantitative research to document the distribution of different care 
responsibilities between women and men, and to promote understanding of the behaviour 
and experiences of women and men in different caring scenarios, including in the context 
of AIDS; 

• Evaluate the success of various interventions aimed at increasing male participation in 
home-based and volunteer caregiving in the context of HIV/AIDS;  

• Document innovative policies, programmes and projects related to HIV/AIDS, which 
have involved men and empowered women to participate in policy making; 

• Invest in research that focuses on piloting and evaluating interventions aimed at 
compensating home-based and ‘volunteer’ caregivers in the context of HIV/AIDS, using 
various models such as direct payment, creation of career paths and employment, 
including income generating programmes; 

• Invest in community-led mapping of care at the community level and scale up good 
practices; 

• Allocate adequate resources for evaluation, research, outreach activities, and for sex- and 
age-disaggregated data collection, to ensure effective policy making and monitoring of 
progress; and 

• Establish a comprehensive framework for the collection of sex-, age- and class-
disaggregated data at country level on the magnitude and contribution of formal care 
related to HIV/AIDS, as well as gaps in provision, to inform overall policy development, 
strategies and budgets. 

 
Indicators 

 
159. The following indicators may be useful in monitoring progress: 

 
• Existence and periodicity of national time-use surveys; 
• Frequency of compilation of data for satellite accounts of unpaid work;  
• Analysis and use of time-use data (a) in national human development reports, (b) in 

measuring gender inequalities in sharing paid and unpaid work and (c) in measuring 
women’s participation in the care economy; and 
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• Number of countries compiling gender-responsive budgets which include attention to 
caregiving. 
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