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Abstract Making meaningful contact with marginalized populations is a challenge that public health practitioners
continually face. Vulnerable populations that are targeted in health promotion initiatives are frequent users of
community-based organizations, making these agencies an important point of contact. The relationships community-
based organizations have with vulnerable populations are under-utilized for developing and disseminating health
messages. Using the example of women and HIV prevention, this paper argues that amending policy within
community organizations can be an effective method to improve access to health information and resources, and
elicit positive change. Furthermore, greater collaboration and knowledge exchange between public health agencies
and community service providers will ensure organizations have the capacity to implement evidence-based policies
that foster an environment where long-term positive change can occur.
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1. Introduction

It is well understood that modern day health problems
are complex, and innovative solutions requiring the
involvement of numerous stakeholders are necessary.
Further, it is now widely accepted that the social
determinants of health, an individual’s social, economic,
and physical environment play an integral role in shaping
health and well being [1]. To this end, individuals who
deal with factors such as poverty, violence, and
homelessness are often the most vulnerable to health
issues. However, they are also significantly marginalized,
making it difficult to reach out to these populations. A
woman’s experience with HIV risk is no exception, as the
social determinants significantly impact access to
prevention  information and  resources  [2,3,4].
Marginalized populations such as women at risk of HIV,
are frequent users of community-based organizations in
their communities, which can be defined as public or
private non-profit organizations that work at a local level
to provide programs and services with the goal of
achieving equality across society. These organizations
play an important role when targeting hard to reach
populations.

This paper puts forward the argument that
organizational policy is an effective tool to improve access
to services amongst vulnerable populations such as
women at risk of HIV, and bring about positive change.
This argument is supported with a secondary argument;
greater training within and greater collaboration and

knowledge exchange among public health agencies and
community-based agencies is necessary to ensure that
organizations have the capacity to implement evidence-
informed policies that foster an environment where
positive change can occur.

2. Background

2.1. Women and HIV in Ontario

Despite marked success in HIV prevention over the last
25 years, the number of individuals living with HIVV/AIDS
in Ontario continues to rise, with an increase of 67% in
total diagnoses between 1999 and 2008 [5]. This increase
can be attributed to both decreased mortality due to the
increased success of medications, but also new infections
among at-risk populations. HIV has often been
stereotyped as a disease only experienced by men who
have sex with men, or injection drug users. While these
populations continue to be affected, Aboriginal peoples,
people from countries where HIV is endemic, and women
are also considered at risk [4].

It is particularly concerning that HIV positive diagnoses
among women are increasing in both number and
proportion. In 1985, less than two percent of new cases
were women; today new diagnoses amongst women
account for approximately 25% of new infections [6].
Women who are involved in sex work, women in prisons,
female youth, women who use injection drugs, Aboriginal
women, women from countries where HIV is endemic,
and trans-women are considered to be more vulnerable to
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HIV infection [4]. According to the most recent report on
HIV/AIDS in Ontario released by the Ministry of Health
and Long Term Care over 50% of new diagnoses amongst
women can be attributed to heterosexual contact [6].
Currently, 15.6% of individuals living with HIV in
Ontario are women, and approximately 300 women in
Ontario test positive for HIV annually [6,7].

2.2. Impact of the Social Determinants of
Health

The factors that are commonly known as the social
determinants of health can be broadly characterized to
include the social and economic environment, the physical
environment and a person’s individual characteristics and
behaviours. More specifically in Canada, these factors
include income and income distribution, education,
unemployment and job security, employment and working
conditions, early childhood development, food insecurity,
housing, social exclusion, social safety network, health
services, aboriginal status, gender, race, and disability [8].
These determinants are highly interconnected, and one’s
experience with each of the determinants will influence
their experience with one or more of the others [1,8].

Women are particularly affected by the way in which
gender interacts with the other social determinants of
health [2,3,4]. Gender is what shapes social norms
regarding masculinity and femininity, and defines the
social, economic and power imbalances that exist between
men and women [4]. When a woman’s gender intersects
with sex, race, sexual orientation, age or class, the impact
on a woman’s health and well-being can be even greater.
These factors can heavily influence a woman’s experience
with community-based organizations, and can have
negative implications for accessing information, treatment
and care relevant to their HIV prevention needs.
Considering HIV prevention from a social determinants of
health perspective can highlight a woman’s individual
experience with HIV, as well as inform organizational
policy development that embodies a more holistic
approach to HIV prevention.

2.3. Stigma and Marginalization

Stigma which can be defined as “processes of devaluing,
labeling, and stereotyping that are manifested in the loss
of status, unfair and unjust treatment, and social isolation
of individuals or groups” [9,10], is perhaps the most
significant barrier to women accessing testing, treatment
or HIV prevention services [11]. HIV-related stigma has
many negative consequences for women including social
isolation, increased stress, depression and increased
experiences of discrimination [12]. It plays a significant
role in HIV risk as it intersects with other inequalities
such as racism, sexism and homophobia [9]. Stigma
among HIV-positive women is amplified as they are often
assumed to be promiscuous or engaging in high-risk
behaviours and are therefore deserving of their HIV status
[11]. Further, gender norms that perceive women as
mothers or caregivers exacerbate stigma directed toward
positive women, as they may be viewed as failing to fulfill
these social norms [12]. Experiences with stigma have
been shown to be most significant amongst women who
are members of other marginalized groups such as women
of colour or ethnic minority [11,12]. While past studies

have demonstrated increased stigmatization of certain
populations such as intravenous drug users, or men who
have sex with men, more recent findings from an Ontarian
study suggest that interventions challenging stigma
amongst these populations have been effective in reducing
the self-perceived stigmatization within these groups [12].

2.4. Stakeholder Engagement and Capacity
Building

Stakeholder engagement and community empowerment
are critical to the success of any capacity building
intervention [13,14,15,16,17]. The various components of
capacity are not clearly defined, but in general encompass
the skills, scarce resources, relationships, and
organizational culture required to achieve an intended
purpose effectively [18]. It is important to note that the
term organizational capacity does not refer solely to
financial resources.

Capacity is perhaps most easily understood using an
example of a community health worker linked to the local
healthcare delivery agency contributing to better health
outcomes for women dealing with HIV. If an agency has
positive relationships with women in the community and
other local stakeholders such as their local AIDS Service
Organization (ASO), has the necessary educational and
support resources needed to deliver consistent and
appropriate HIV messaging, is able to effectively interact
with women living with or at risk of HIV and has the
support of their agency to engage in such work, the
community health worker has the capacity to perform their
role successfully. Capacity can be measured at various
levels including the individual, organizational, and
community level.

While it is understood that public health agencies and
community-based organizations are influential when
building capacity, the target population plays an integral
role in the building capacity of women to prevent HIV
acquisition or transmission. Capacity is said to be a
product of what the population of interest believes in,
values, and does and although other parties are essential to
the development of capacity, sustainable interventions
involve the meaningful involvement of the target
population at hand [18]. It is agreed upon within the
literature that attempts to engage individuals within
marginalized communities have resulted in limited success.
Analysis of five community projects in the Canadian
Health Promotion Contribution program revealed
relatively low numbers and restricted range of participants,
difficulties in recruiting and maintaining participants,
declining rates of participation over time and limited
target group influence [19]. Projects that were most
successful reported control of projects by target group
members rather than service agencies, highlighting the
importance of community empowerment [19].

Efforts to develop community-based initiatives
involving people living with HIV/AIDS (PLWHA) have
also proven to be quite difficult because of the stigma
associated with HIV, health-related challenges, lack of
capacity to engage in research, other issues taking priority,
and mistrust of resources. However, factors that facilitated
the meaningful engagements of PLWHA included a
valued lived experience, training and mentoring
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opportunities, financial compensation, trust building and
accommodating PLWHA’s needs [19].

Public policy creation exists in a complex environment
and therefore, the creation of a policy network - a vast
network of cross-sectoral stakeholders including
government, public and private organizations, interest
groups, and the target population is crucial for the
development of healthy public policy [14,20]. This
concept has been further characterized by Rhodes to
describe a highly integrated and interdependent network,
with a continual need for the exchange of resources [21].
Within a policy community, there will be recognition
among the members that given the complexity of the
issues, no one organization can solve the public problems
[20]. Shared capacity will allow multiple organizations
interested in serving the population to operate in an
effective manner. A positive byproduct of a highly
integrated and interdependent policy network is increased
collaboration and information exchange among the
network actors [21].

Within the women and HIV policy community, each
stakeholder can have different levels of interaction with
women at risk of, living with or affected by HIV, but
regular interaction with the target population is an asset, as
it will enhance trusting relationships needed to effectively
engage women themselves. A literature review conducted
by Jones and Sargeant revealed that community-based
initiatives can lead to increased rates of testing, and
healthy behaviour changes among at-risk populations [15].
This being said, in order for community-based
organizations to deliver effective prevention interventions,
the development of initiatives must be an evidence-
informed process that requires significant organizational
capacity.

3. Discussion

Capacity must be enhanced in order to more effectively
meet the prevention needs of women living with, at risk of
or affected by HIV. Effective capacity development
begins with three fundamental questions: 1) To what end
to we need to develop this capacity? What will be its
purpose? 2) Whose capacities need to be developed?
Which groups or individuals need to be empowered? 3)
What kinds of capacities need to be developed to achieve
the broader development objectives [22]? Community-
based initiatives have proven promising in terms of HIV
prevention, but greater system coordination and improved
collaboration within the women and HIV policy network
is required to adequately respond to the HIV prevention
needs of women. Changes can occur at both the public
health agency level and the community-based organization
level to enhance collaboration and utilize the women and
HIV policy network more effectively. Policy alternatives
as a result of organizational reviews of internal and
external activities, that focus on education and training,
improvements in knowledge translation endeavors, as well
as effective means of enhancing agency and network
capacity is required. New and amended policies must be
multifaceted solutions grounded in the social determinants
of health, and challenge stigmatization and
marginalization of women living with, at risk of or
affected by HIV.

The role of community-based organizations is
fundamental to ensure an effective capacity building
strategy as they have the ability to inform, advocate, plan
programs and deliver services to their targeted population
[23]. Further, one of the greatest challenges faced in health
promotion initiatives is making contact with target
populations who are difficult to reach, and developing
trusting relationships to ensure that the message is heard,
and viewed as legitimate [1]. Community-based
organizations are the conduit to vulnerable populations
who make frequent use of social services, as they have
relationships with their clients that are regular and
ongoing, making them ideal candidates for message
delivery [15]. It is essential that service providers optimize
these relationships ensuring that they are meaningful, and
are based on trust and respect.

While community-based organizations understand their
role in dealing with health issues, decision makers within
the organization may find it challenging to evaluate
current policies appropriately, or implement new
evidence-informed policies that have positive implications
for the individuals whom they serve [23,24]. Many
organizations are understaffed or underfunded and they
lack the supply of, or the capacity to generate information
to create evidence-informed policies [23]. On the contrary,
public health agencies are better equipped to develop,
implement and evaluate evidence-informed policies and
programs given their financial and human resources,
although they do not have the same intimate relationships
with target populations. As with all effective partnerships,
each party can bring to the planning table a skill or
resource that the other does not have. Public health
organizations can ensure the necessary resources to create
policy and build organizational capacity to support service
users, and community-based organizations can reach out
to marginalized populations to involve them in the policy
making process and greatly improve uptake of public
health messages that are integrated into their agencies.

Change in policy is an effective tool to enhance
capacity at an organizational level [25,26], and can play
an important role in creating a supportive environment for
women to address sensitive issues of concern such as HIV
risk. Organizational policies have an immediate impact on
the accessibility of an agency’s services. Decision makers
must be able to evaluate their current policies and
procedures and recognize their ability to leverage policy
instruments to solve issues or exploit opportunities.
Further, decision makers within organizations may not
realize that existing policies may have unintended
negative effects for some of the clients whom they serve.

The integration of HIV prevention messages specific to
women into waiting rooms, client rooms, or community
events of existing network agencies that serve at risk
women will greatly improve access to important
information and resources [7]. The benefits of such a
policy are twofold. First, it prevents feelings of shame
associated with accessing services such as an ASO, by
making information easily accessible in locations where
at-risk women frequent. Secondly, it can also greatly
increase awareness and understanding of HIV risk
amongst women in the community, allowing for more
communication about prevention. Having policies that
ensure confidentiality and inclusiveness is equally as
important to improve access to HIV prevention resources
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for women. While resources such as condoms may be
available in many agencies who serve women considered
to be at risk of HIV, a woman may feel embarrassed or
judged for accessing them if they are located in visible
places such as waiting rooms [7]. Adapting policy so that
condoms are made available in washrooms or within
washroom stalls where they can be accessed in privacy,
can greatly improve the likelihood that women utilize
available resources [7].

Organizations must possess a strong policy capacity to
ensure a successful and ongoing policy development and
review environment. Capacity within all levels of the
organization, including at the individual level, at the
operational level, and at the board level must be present
and the resulting policies must be multidimensional [26].
Further, organizational structures, processes, and cultures
must be supportive of policy development and
enhancement. Without these capacities, organizations may
attempt to develop or amend existing policy but may do so
unsuccessfully.

It is recommended that organizations conduct an
environmental scan to ensure internal and external
activities are supportive of proactive policy development.
This scan should include questions regarding the
organizations goals and values, their relationship with
other stakeholders in the policy network, their ability to
support continuing professional development, their
understanding of the impact current policies and
procedures have on the women that they serve, and their
skills and resources relevant to researching, developing,
implementing and monitoring policies. Appropriate
organizational culture will support external relations
among organizations and create an environment where
more effective relationships can be fostered.

3.1. Education and Training

Organizational policy should be integrated within long-
term strategic plans and within shorter-term operational
plans of agencies. These plans should allow for a
significant education and training component. Continuing
and ongoing education supported by the agency, would be
required to ensure employees are adequately trained and
have the necessary resources to acquire further
information that can support women living with or at-risk
of HIV. Employees of public health agencies and
community-based organizations should be educated about
a woman’s unique experience with HIV-risk and have an
understanding of the role the social determinants of health
play in their experiences. Understanding the intersectional
nature of these factors will facilitate the essential increase
in awareness, education, and positive communication
regarding the complexity of HIV risk. Education and
training goes beyond the identification of such knowledge
and skill enhancing programs, but incorporates the
opportunity of individuals to participate in these training
sessions, including financial and travel support.
Individuals should be afforded adequate time to upgrade
their skills without concern for their workplace workload.
Free educational workshops offered by ASOs across
Ontario regarding women and HIV, harm reduction, and
working with marginalized populations should be better
utilized. Interventions should be aimed at challenging
stigma and marginalization of women living with, at risk

of or affected by HIV to parallel successes of similar
interventions with other at-risk populations.

3.2. Knowledge Exchange

More effective use of shared resources within the
network will enhance network capacity to respond to the
unique HIV prevention and support needs of women
through knowledge exchange and evidence-informed
policy development. Both public health agencies and
community-based organizations play a critical role in this
process because of their differing strengths and resources.
Public health professionals are able to access and
synthesize scientific evidence and provide tangible
resources, while service providers from community-based
organizations can share their experiences of working with
women living with, at risk of, or affected by HIV to
provide context to published literature and act as a voice
for the target population. Stakeholder engagement is
viewed as a critical component of successful public health
interventions [13,14,15,16,17], yet the act of engaging
marginalized populations is a continuous challenge for
public health professionals [19]. Service providers who
work with at risk women on a day-to-day basis should be
increasingly involved in the policy process to help to
include or as a minimum, act as proxy for the target
population to ensure feasibility and acceptance of
proposed solutions. An ongoing two-way dialogue
between community-based organizations and women in
the target population is critical to successful knowledge
exchange, as it will have the positive effect of creating
uptake from the target audience, as they are better able to
identify emerging trends, and contribute to policy
development, implementation and evaluation.

3.3. Working within the Policy Network

The interdependence of organizations within the policy
network is fueled by continual interaction between
network members and an ongoing need to exchange
resources [21]. Within the women and HIV policy
network, local public health agencies and organizations
that have a strong research focus, provide a valuable
knowledge base for policy making, but implementation of
these policies is not possible without the inclusion of
community-based organizations that will deliver programs
and services to at-risk populations. ldentifying
organizational strengths within the policy network will
facilitate increased collaboration of all of those involved.
Ideally, the network should develop a working committee,
with input from all members where roles and
responsibilities can be identified. This will help ensure the
efficient allocation of resources by decreasing overlap and
maximizing the opportunity for resource exchange.
Effective and consistent communication is essential in
ensuring that the women and HIV policy network is able
to sustain these interactions.

This approach will not be without its challenges as
community-based organizations are typically under
resourced and do not have the precedent of sharing scarce
resources among partner agencies. Many of the
community-based agencies that engage with this target
market may have similar capacity given their origins and
focus, and many gaps within the policy network may
continue to exist, even through extensive collaboration.
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Engaging a vulnerable, hard-to-reach target market for a
sustained period of time that would allow for
meaningfully participation in the development of
educational programs and services has proven very
difficult to achieve [19]. Additional research regarding the
challenges associated with sustained engagement of
marginalized populations as well as the challenges of
community-based research is necessary.

4, Conclusion

Community-based organizations are an under-utilized
resource for ensuring evidence-informed HIV prevention
policies and delivering prevention messages. For these
organizations to be truly effective, they require an ongoing
review of their organizational policies to ensure that these
policies create a supportive and enabling environment.

Community-based organizations are the conduit to
vulnerable populations, and increasing their involvement
in the development and implementation of prevention
initiatives  provides the necessary community-level
participation for sustainable positive change to occur
[14,24,25]. These organizations can give women a voice
in the policy making process, ensuring services are more
inclusive and integrating acceptance that HIV is an issue
that affects women into the community. This is a huge
step forward in challenging stigma and discrimination, the
greatest barriers to accessing services, treatment or
support. In the bigger picture, using organizational policy
to generate community support and educational messages
will make these items more accessible.

Building organizational capacity to strengthen overall
community capacity is necessary to respond to all
multifaceted health issues of increasing complexity.
Improving policy at an organizational and network level
will facilitate the essential increase in awareness,
education, and positive communication regarding health
issues that precedes the adoption of healthier behaviours
and new social norms. Improving partnerships between
public health organizations and community-based
organizations is crucial to ensure policies are improved
accordingly. Moreover, creating effective partnerships
based on complementary resources and need will allow
public health practitioners to overcome the challenge of
developing trusting relationships with target populations,
and greatly increase uptake of health messages. Greater
inclusion of the target audience in the development of
these programs and educational materials will greatly
enhance their success, ensure uptake, and create further

awareness among the target community of these initiatives.

Improving organizational policy is the necessary first step
to foster an environment where meaningful, positive
change can occur, and the health of our population can
improve as a whole.
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