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From the Literature 
Transforming Male Gender Roles to Combat Cross-Generational Sex 

Population Reference Bureau 
by Donna Clifton  

(March 2009) Cross-generational sex—or Sugar Daddy syndrome—is a pattern of sexual 
behavior between young women and much older men that brings increased health risks and 
consequences for young women. In most cases of cross-generational sex, the young women 
are 15 to 19 years old and unmarried; their male partners are at least 10 years older. 
Although most cross-generational sex is based on the exchange of favors or material goods, 
it is different from commercial sex or prostitution.1 

Cross-generational sex is not limited to sub-Saharan Africa, but most research on the 
practice has been conducted in that region (see table) because the behavior is associated 
with a higher risk of HIV infection. Data show that young women ages 15-24 in sub-Saharan 
Africa are three times more likely to be infected with HIV than young men the same age.2 It 
is clear that, in much of Africa, young women bear the brunt of the AIDS epidemic. 

Cross-Generational Sex Country Data  

Country, year of survey 

Percentage of sexually active 
women ages 15 to 17 with 
partner at least 10 years 
older in past year 

Percentage of sexually active 
women ages 18 to 19 with 
partner at least 10 years 
older in past year 

Ghana, 2003  1.7  7.9 
Nigeria, 2003  21.3  4.2 
Malawi, 2004  0.9  2.4 
Tanzania, 2004  4.9  7.8 
Lesotho, 2004  7.5  7.0 
Uganda, 2004-05  9.4  9.9 

Source: Macro International Inc., country survey data. 

Sadly, few large-scale interventions have been undertaken to combat this risky behavior, 
and even fewer have been evaluated to show how well they actually work.3 However, in 
Uganda, an important collaboration between the government, local organizations, and 
USAID may be leading the way. According to the 2006 Demographic and Health Survey in 
Uganda, seven percent of young women ages 15-19 reported that they had recently had 
high-risk sex with a partner 10 or more years older than themselves.4 The survey also 
reports that age mixing in sexual relationships is more common among young women who 
do not know where to get a condom, those in rural areas, and those with only primary-level 
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education.5 These factors often leave young women vulnerable to high-risk sexual behavior 
and HIV infection. 

 
The Y.E.A.H. Initiative 

In 2004, a coalition of Ugandan organizations and Young People's Advisory Groups, under 
the auspices of the Uganda AIDS Commission HIV/AIDS Partnership,6 designed and 
implemented the Young Empowered and Healthy (Y.E.A.H.) Initiative. Its purpose was to 
address the growing need to improve health and social practices among young people in 
Uganda as well as to answer the government's call for improved and coordinated behavior 
change communication efforts. Developed by and for young people ages 15-24, Y.E.A.H. is a 
communication campaign that combines mass media, person-to-person dialogue, and 
community media. The mission of Y.E.A.H. is to stimulate discussion and action among 
communities, families, schools, and health institutions; and, through the use of local and 
national media, to encourage positive practices. Its end goal is a reduction in the incidence 
of HIV and early pregnancy, and at the same time, an increase in the number of young 
people who complete primary education and beyond.7 

'Something for Something Love' 
In 2005, Y.E.A.H. worked with young people throughout Uganda, as well as with key 
individuals and groups in adolescent sexual and reproductive health, to determine the most 
useful focus of a communication campaign. Workshops with young people exploring 
background research and campaign strategies determined that transactional sex poses a 
common and significant risk to youth in Uganda. At the suggestion of young people, Y.E.A.H. 
termed these relationships "Something for Something Love" and designated it as the main 
theme of its first campaign.8 

According to campaign organizers, young women are often pressured into compromising 
situations, such as having unwanted or unprotected sex. These relationships are usually 
problematic for young women and lead to consequences such as unplanned pregnancy, 
dropping out of school, abortion, HIV/AIDS, and other sexually transmitted infections. 
Violence is common in "Something for Something Love," especially if the young woman 
refuses sex or tries to end the relationship. For the older married partner, "Something for 
Something Love" often results in broken marriages or violence if the spouse learns about it.9 

Y.E.A.H. has made significant progress stimulating dialogue and action around "Something 
for Something Love," using its popular "Rock Point 256" radio drama series and reinforcing 
media materials and community outreach activities. Young people ages 15-24 were given 
three clear messages: abstain from sex until you are ready to settle down for a long-term 
relationship; set long-term goals that you do not compromise for material gain; and do not 
give or receive gifts or favors in exchange for sex. Hence, the campaign's catch phrase, 
"Short term gain, long term loss." Adults were also given a message: Examine your personal 
role in protecting young people.10 
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Political and cultural leaders in Uganda, including the First Lady, have spoken out about the 
harmful effects of "Something for Something Love" on young people and their health. Media 
coverage of the issue has not only increased but also become more critical of the practice.11 

 
'Be a Man' Campaign 

Ongoing research in Uganda has led to increased scrutiny of traditional male attitudes and 
behaviors, particularly as they contribute to an increase in HIV infections. According to the 
2004 Behavioural Surveillance Survey conducted by the country's Ministry of Health, HIV 
infection rates are highest among unmarried women and married men.12 Due to cultural 
and societal expectations in Uganda, men generally have more power in sexual 
relationships, are not expected to be faithful, often use violence as a way to resolve 
conflicts, and are not involved in reproductive health matters, including HIV testing and 
disclosure.13 A 2006 study by the Uganda AIDS Commission concludes that challenging 
existing gender imbalances can be an important element of HIV prevention.14 

Building on such research and its previous successes, Y.E.A.H. launched the "Be a Man" 
campaign during the 2006 World Cup soccer broadcasts on national television. The 
campaign, which was estimated to reach 9 million viewers nationally, aimed to promote and 
facilitate responsible behaviors among men, specifically those that will contribute to a 
reduction in the prevalence of HIV and to improvements in the health and well-being of 
both men and women. In addition to television broadcasts, messages were spread through 
the "Rock Point 256" radio drama, posters, billboards, newspaper articles, and community 
theatre productions. All media materials were produced in five languages and disseminated 
nationally. Community and interpersonal activities focused on targeted audiences such as 
workplaces and clubs.15 

Does It Work? 
A qualitative evaluation of the "Be a Man" campaign was conducted in 2007 in specific areas 
including tea plantations, army barracks, and selected districts. The purpose of the 
evaluation was to assess how gender norms and attitudes toward gender equity may have 
been affected by the campaign. Through focus group discussions, participants shared their 
attitudes about such topics as gender-based violence, HIV, and gender equity. Participants 
included married men and women ages 20-24 and unmarried men and women ages 15-19 
who were exposed to the "Be a Man" campaign through the media, special events, or 
community outreach. 

Respondents clearly identified with "respectable men," those who are faithful to their 
partners, have only one partner, drink little or no alcohol, and resolve conflicts with women 
in a non-violent manner. One male respondent proclaimed, "Long ago, the culture used to 
support the wife beating in case she does anything wrong. But according to me [sic], it is 
something that should not be done because a woman is also a human being." However, 
some men and women said that there are instances where a man is justified in using 
violence against a partner, such as if she is unfaithful or becomes "big headed."16 
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While participants indicated that the materials used in the "Be a Man" campaign were 
changing attitudes among males, testimony from the focus group discussions showed that 
men who have undergone HIV testing are still unlikely to reveal the results of the test if it is 
positive. This type of behavior is particularly harmful, putting many young women in 
vulnerable situations and unable to take the necessary precautions.  

The "Be a Man" evaluation provides several helpful recommendations for others planning 
such behavior change programs, including: 

• Create opportunities for youth to interact with "respectable men," or role models, in 
their own communities.  

• Target religious leaders and other influential opinion leaders, especially if the goal is 
to change community gender norms.  

• Anticipate the need for additional HIV counseling and treatment services in 
communities where such campaigns successfully raised awareness. 

A Resonant Chord 
The association between cross-generational sex, unsafe behaviors, and HIV risk makes the 
situation a priority concern in Africa today. While there is much work to be done, Y.E.A.H. 
has successfully involved the community in its efforts. According to program organizers, in 
one year, audiences sent in more than 900 letters with questions and comments about the 
radio dramas and related materials.17 The program has obviously struck a resonant chord in 
Uganda, one that could possibly be replicated in other countries of sub-Saharan Africa. 

Donna Clifton is a communications specialist at the Population Reference Bureau. 
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Changes in Fertility Rates among Muslims in India, Pakistan, and 
Bangladesh 
By Eric Zuehlke  

(April 2009) The number of Muslims worldwide is projected to grow over the next decade to 
reach one-quarter of the world's population, largely because of higher fertility among 
Muslim populations. Yet, it is simplistic to argue that there is a specifically Islamic pattern of 
fertility due solely to religious influence, says Mehtab Karim, a senior research adviser and 
senior fellow at the Pew Forum on Religion and World Affairs. Karim visited PRB as part of 
its ongoing Policy Seminar series and presented findings based on the latest Demographic 
and Health Survey (DHS) data from India, Pakistan, and Bangladesh. 

In the 1960s and 1970s, a large body of research among Western demographers argued that 
cultural and religious factors caused high fertility in the developing world. Muslims tended 
to have higher fertility rates than those in other religious groups. But starting in the mid-
1980s, fertility declined in many countries where Muslims are a majority. In most cases, 
effective family planning programs caused fertility transitions, debunking the previous belief 
in religion's role in population growth, according to Karim. Socioeconomic conditions and 
policies have far more impact on the average family size than religion, according to Karim's 
research on the demographics of Muslims in South Asia. With over 450 million Muslims, the 
region has the highest concentration of Muslims worldwide. The total fertility rate (TFR), or 
average number of lifetime births per woman, has fallen among Muslims in India, Pakistan, 
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and Bangladesh since the mid-1980s, following the same trend as many countries with large 
Muslim populations, with the exception of western Africa. 

Karim sat down with PRB after the seminar to answer a few questions on his research: 

What are some of the major trends in fertility rates in countries with Muslim majorities?  

Well, the only major religion left out of the demographic transition was Islam until the 
1980s. At least until the late 70s, the total fertility rates were quite high—6 per woman. But 
as a religious group, fertility started declining in predominately Muslim countries then. So 
the role of religion in determining family size has largely disappeared...The only exceptions 
where fertility hasn't declined much in predominately Muslim countries are Somalia, 
Afghanistan, and Yemen.  

So do socioeconomic realities have more of an impact on fertility than religion in countries 
with Muslim majorities?  

It depends on the region...socioeconomic development played a key role in Turkey, where 
fertility started declining even without a very aggressive family planning program...That's 
the model of fertility decline followed by Muslim countries in North Africa and Central 
Asia—economic development. In Southeast Asia, particularly Indonesia, followed by 
Bangladesh and then Iran, it was family planning programs [that affected fertility]...Different 
regions and countries have followed different models. Still there are certain countries that 
have not implemented a successful family planning program, for example, Pakistan...and 
there are certain countries unable to mainly because of civic strife, for example in Somalia 
and Afghanistan.  

 
Trends in Total Fertility Rate (TFR) in 46 Muslim-Majority Countries  

 TFR 

 7 or 
more 6 5 4 3 2 or Less 

1960-65 25 17 4 0 0 0 
1975-80 19 10 11 5 1 0 
1980-85 12 15 6 9 4 0 
1995-2000 4 8 8 3 11 12 
2008 1 7 3 8 6 21 

Sources: United Nations Population Division and Carl Haub, 2008 World Population Data 
Sheet  (Washington, DC: PRB, 2008). 
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What are the some of the major findings from the recent DHS in India, Pakistan, and 
Bangladesh?  

In Bangladesh and among Muslims in India, fertility has started converging...for Muslims, it 
has gone down to a total fertility rate of three children. In Pakistan, it is four. Pakistan is 
behind mainly because...the contraceptive use rate among currently married women is 
about half as it is in Bangladesh. Secondly, even though DHS data suggests living conditions 
are better—there's a higher level of literacy in Pakistan, women get married later, which are 
all factors which result in lower fertility rate or high use of contraceptives—it has not 
happened mainly because family planning programs have not been effectively 
implemented.  

Population growth rates and fertility can be major political issues, particularly in India. Are 
there common misperceptions about the Muslim rate of growth?  

I think there is fear on both sides in India. Indian Muslims are officially reported to be about 
13.5 percent of the population. So there is fear among them that they're already a minority 
and in a democratic setting, numbers matter...The second part of the fear is that 
traditionally, the Muslim fertility rate has been high in India. Of course, it varies from state 
to state...In some Indian states where the TFR has gone down, the religious difference of 
TFR is very little—very similar among Hindus and Muslims. In the northern states of India 
where the TFR is very high, the difference is greater. There are different theories as to why 
Muslim fertility is high: because they don't accept modern methods of contraceptives...or 
that remarriage among Muslims is allowed whereas with Hindus it's not...And what has 
become evident from Government of India reports is that certain areas that are 
predominately Muslim, slum areas...where there is no access to primary health care or 
preventive care which is part of family planning programs and health workers are unable to 
reach Muslim women...But the census and DHS results conducted in 1992-1993, and 2005, 
[show] the largest decline in fertility by religion has occurred among Muslims.  

The second issue that is very important is that the Indian family planning program has 
predominately promoted female sterilization. Many Muslim scholars believe that the 
permanent method of contraception is not permitted in Islam. So they are in favor of 
temporary methods like IUD or condoms...So India has to diversify its approach to the 
spread of contraceptives.  

Can you discuss the difference across countries regarding contraceptive use? In Pakistan, 
education levels make a huge difference but less so in Bangladesh.  

One very interesting thing about Bangladesh is that in terms of literacy level of women, 
poverty, and in percentage of population living in urban areas—three indicators of 
development—it is far behind Pakistan. When we look at DHS data, the most intriguing 
thing is in Bangladesh, whether it is literacy or levels of schooling, the contraceptive use is 
very similar. It means that Bangladesh's family planning program has been able to reach 
everyone. The same is true for economic status of households...contraceptive use remains 
the same at close to 60 percent across all areas and segments of the population. Whereas in 
Pakistan...if the woman is illiterate, the rate is very low and if she has gone beyond 
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secondary level of education, the rate increases about three times. The same is true if the 
woman is poor... 

Is that due to government support of family planning in Bangladesh compared with 
Pakistan?  

When you have an effective family planning program, it should reach everyone. In 
Bangladesh, it has been able to reach everyone, irrespective of level of education, urban or 
rural, whether they are poor or affluent. In Pakistan, because there has not been an 
effective family planning program, only women who are living in urban areas, more 
educated, or coming from upper- or middle-class families are using contraceptives...In 
Bangladesh, there is accessibility of everyone to contraceptives—they are almost free and 
health workers are able to deliver it to those who can't afford it.  

Finally, I'd like to ask about the significance of culture when looking at population growth 
and fertility.  

One of the basic theories of fertility has been that...certain cultures support smaller family 
norms and others don't. That was a theory that was pretty acceptable until the 1970s. I 
think a factor which had tremendous impact on the cultural transition vis a vis family 
planning and fertility is the concept of globalization. That includes many things, access to 
television for example, which has opened doors to people to understand that there's 
nothing that's culturally specific. There are certain things that play a dominant role in one 
culture and don't in others. Building on that theory, I think the role of culture in determining 
family size is fast disappearing...There are also different patterns of culture. Bangladesh and 
Pakistan are both predominately Muslim countries, but culturally far apart. They speak 
different languages, [have] different patters of age at marriage, but what has made the 
most difference is the role of civil society...So it all depends on how one defines culture. I'm 
not a specialist in the study of culture, but what I understand is that the one beautiful thing 
about culture is that it doesn't remain the same from generation to generation...Due to 
modernization, the impact of culture and religion is fast disappearing from determining the 
demographic transitions taking place. It is clearly social and economic [factors that matter] 
and of course, at the top of it all, what public policies each country follows.  

 
Eric Zuehlke is an editor at the Population Reference Bureau. 

***************************************************************************
***Sex Ratio at Birth Deteriorating Among Asian Immigrants in the 
United States 

by Nadwa Mossaad  

(November 2008) A new study in Proceedings of the National Academy of Sciences reports 
on a sex ratio that favors boys among U.S.-born children in Indian, Korean, and Chinese 
families. Using the 1990 and 2000 decennial censuses, the study found that the ratio of male 
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to female births is much higher if the first child is a girl and even higher, by as much as 50 
percent, if the first two children are girls. The normal ratio of males to females at birth is 
1.05:1. However, if the first child is a girl, the ratio increases to 1.17:1, and if the first and 
second children are girls, the ratio increases more dramatically to 1.51:1 in favor of boys. 
The authors note that this is not evident with white parents and that the trend among the 
base group was not evident in the 1990 census. 

The phenomenon is not unique to Asian immigrants in North America. In 2007, an Oxford 
University study suggested a similar phenomenon among Indian-born mothers in both 
England and Wales. It found that the proportion of male to female newborns increased from 
103 male births per 100 female births in the 1970s to 114.4 by the end of 2005. 

The authors expect the sex ratio to move upward given the recent surge in immigration 
from Southeast Asia and the availability of new technology that makes sex determination 
possible within the first five weeks of pregnancy. New reproductive technologies used for 
sex selection such as embryo screening, sperm sorting, and blood tests have been marketed 
to Indian expatriates in the United States and Canada in recent publications such as India 
Abroad and The Indian Express. 

Given the small size of the Asian-born population relative to the total U.S. population, the 
practice is unlikely to have major consequences on the national sex ratio at birth in the short 
term. However, the implication of such practices might have a profound effect beyond U.S. 
borders. Since 1994, laws have been in enacted in India banning the use of embryo 
screening, sperm sorting, and other methods for sex selection, although these are not 
always strictly enforced. Canada, the UK, China, and the Council of Europe's Convention on 
Human Rights and Biomedicine have all outlawed and condemned any type of sex selection 
method. However, the U.S. fertility industry remains largely unregulated and American 
Society of Reproductive Medicine recommendations on the ethical use of the technology 
are largely ignored by practitioners.  

 
Nadwa Mossaad is research associate, Domestic Programs, at the Population Reference 
Bureau. 
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