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Dear SEA-AIDS subscribers, 

One of the leading Indian journalist RUPA CHINAI is questioning the idea of the government of India 
plunging into the second phase of the AIDS prevention and control programmes without evaluating 
the result of the first phase of the programme. [the Hidden Costs of AIDS Obsession., The Times of 
India, wednesday 2 September 1998]. Will the World Bank authorities care to develop evaluation 
parameters to measure the efficacy of their AIDS related funding in India?. 

As Ms. Chinnai is asking certain crucial questions on the policy directions of AIDS prevention in 
India the following article may be of interest to the SEA-AIDS members. 

(forwarded by Joe Thomas for reference.joethomas@hivnet.ch) 

The Hidden Costs of AIDS Obsession 
By RUPA CHINAI 

WITHOUT any evaluation of how its AIDS control and prevention programme has worked in the 
past decade, India is plunging into the second phase of the programme bent upon repeating the 
same mistakes. With many questions still remaining unanswered about HIV/AIDS, the disease is 
being given top ranking status, eclipsing all other killer diseases, and skewing India's health policy. 

AIDS is a unique disease because it is linked to a range of opportunistic infections that arise with its 



onset. It provides a window to look at what is going wrong within the health system, in our 
patterns of social and economic development. It provides impetus for change. 

Three Questions 
By pouring money into a narrowly conceived AIDS policy, India is yet again missing the bus. The 
past decade's experience reveals that an AIDS programme cannot stand in isolation, while general 
primary health care remains in a state of shambles. 

In the first phase of the programme (1992-1999) the AIDS programme received Rs 320 crores; the 
second phase will see an unprecedented Rs 800 crores assured through World Bank loans. Over the 
past decade, three questions have consistently been raised by public health experts in India. While 
donor agencies and the Indian government have spoken of ·projections' and ·estimates' about the 
AIDS epidemic sweeping India, where is the epidemiological data supporting those claims? 

Secondly, AIDS is connected with a range of diseases like TB, diarrhoea, malnutrition or malaria (the 
presence of these factors depress the immune system leading to the faster onset of AIDS). Why 
then are we seeing the eclipse of all other disease programmes, and a major portion of the ·AIDS 
funds' poured into a ·targeted' intervention programme, gearedat condom promotion and sex 
education? 

Thirdly, the hysteria and scare tactics being used to create awareness about AIDS is wreaking social 
havoc. In the past months, reports have poured in from across the country about incidents of 
lynching and ostracism by entire communities against AIDS patients. 

To date, the National AIDS Control Organisation records 5,204 AIDS cases in India, primarily 
reported from four states. Meanwhile, those testing HIV positive number 75,000. Until 1997, these 
samples were drawn from 55 ·sentinel surveillance sites' -- blood banks, sexually transmitted 
disease clinics and ante-natal clinics -- that are not uniformly spread across the country. Bihar, for 
instance, has none, and its one testing centre in Patna reports 29 HIV cases and 3 of AIDS. 
Meanwhile, Maharashtra reports 46,000 testing HIV positive and 2,518 AIDS cases. Such uneven 
trends, drawn from selectively chosen groups in a few urban areas, are being extrapolated to the 
general population across the country. 

Despite the absence of epidemiological data, India unquestioningly follows the diktat of donor 
agencies in pursuit of a vertical AIDS programme. Countries like Thailand have integrated AIDS into 
a strong primary health system. They are now seeing results in AIDS prevention, and 
simultaneously in malaria control. India's primary health services remain in shambles. A vertical 
AIDS programme cannot work when there is no primary health base it can stand upon. Indian health 
experience offers one key insight: When the community receives a comprehensive package of 
curative services it needs, only then does it becomes receptive to the prevention message. 

Comprehensive Care 
Meanwhile, a fundamental debate rages internationally on whether HIV is the sole cause of AIDS. Is 
AIDS related to abuse of lifestyle rather than a virus? Do factors such as antibiotic and recreational 
drug abuse, anal sex, nutrition and stress disorders play any role in immune system suppression? 
Does AIDS research need to look at drugs that modulate or boost the immune system response? 
When so many questions remain unanswered about HIV/AIDS, shouldn't our interventions be as 
broad-based as possible? 

There are also questions about whether public policy should encourage HIV testing when there are 
doubts about the accuracy of the kit and whether the virus itself has been isolated. If HIV exists, 
but is • ·constantly mutating", can the HIV test show a false negative result? When the HIV test is 
conducted on persons suffering from malaria, TB, malnutrition and other common infections, can 
there be a cross-reaction, leading to false positive results? 



After a decade of living with AIDS, maybe this disease seeks to teach us that there is more to it 
than condoms and sex education. AIDS is about creative responses to social and economic needs, 
comprehensive health care and education. 

Moderator's note: Just a quick note re. the paragrap on whether HIV causes AIDS. On the 
Healthdev discussion forums we assume that HIV is the cause of AIDS. If you would like to join a 
debate on whether this assumption is correct or valid write to: Rethinking AIDS -
ben@aidsinfobbs.org 

----------,----------------------------------------------
-A posting from sea-aids@lists.inet.co.th 
- For anonymous postings, add the word "anon" to the subject line 
- Browse postings at: http://www.hivnet.ch:8000/sea-aids/tdm 
- To join or leave this forum, add the word "join" or "leave" to 

the subject line or, go to the registration page at : 
http://www.hivnet.ch:8000/join/ 



. ; ... 

• 

• 

A STATUS REPORT 



. ' -. 

' -

HIV/AIDS IN INDIA 

A STATUS REPORT 

Prepared for the session on 

AIDS in India: 

The Problem and Programmes to Address it 

India Development Forum 
JlJNE 23-25, 1997 

PARIS 



Table of Contents 

Executive Summary ...................................... ~ ........................................................ I 

HIV/AIDS in India 

1. Introduction ............................................................................................................ 1 

2. HIV/ AIDS in India ................................................................................................ 1 

3. Why AIDS is Different from Other Diseases ........................................................... 3 

4. Long Term Implications of HIV/AIDS ..... , ............................................................. 3 ,. 
r-
~ t. 
i9 r-

Programme Review 

1. Introduction ............................................................................................................ 5 

2. Overview of Programme ......................................................................................... 6 

3. Other Programme Achievements ............................................................................. 8 

4. Constraints and Limitations .................................................................................. 10 

r-r-e ... 
-. ... 

_ Future Strategy: Key Issues and Priority Areas for Action 

1. Introduction .......................................................................................................... 12 

2. Framework for an Expanded Multisectoral Response ............................................ 12 

3. Programme Priorities for Expanded Multisectoral Response .................................. 15 

3.1 Prcl'ention of HIV Transmission .............................................................................. 15 ... ... 3.2 Ii-catmcnt, Care and Support .................................................................................. 18 
4. Promoting a Collective Response .......................................................................... 20 -. .. References ............................................................................................................ 22 ... ... Bibliography ........................................................................................................ 23 .. 

' ... ... .. .. .. .. .. 
• 
• • .. .. ... 



~ 

•· 
t 

• List of Abbreviations 
t 

~ HIV 

AIDS 

Human Immuno-deficiency Virus 

Acquired Immuno Deficiency Syndrome 

~ 
NACO 

WHO 

~ 
PLWAs 

~ SAARC 

~ 
ODA 

DFID 

National AIDS Control Organisation 

World Health Organisation 

People Living With AIDS 

South Asian Association for Regional Cooperation 

Overseas Development Cooperation 

Department for International Development 

t9 USAID 

~ IEC ,. 
~ NGO 

United States Agency for International Development 

Information, Education and Communication 

Nongovernmental Organisation 

re STD ... Se:\.'Ually Transmitted Diseases 

~ TN SACS TamilnJdu State AIDS Control Societv .... .... APAC AIDS Prevention and Control 

• AR CON AIDS Research and Control Centre .... .... AU SAID 
' 

Australian Agency for International Development 

-.... ... 
..... 
-.. 
..... .... ... ... ... .... ... .... 

... ,. 



Executive Summary 

India is in the eleventh year of the epidemic. The available data clearly indicate rapid increase 
in HIV prevalence and AIDS cases. As of May 1997, 56,409 of the 3.033 million screened were 
found to be positive. At the same time a cumulative total of 3551 AIDS cases have been reported. 
The most rapid spread of HIV is being documented in Maharashtra and Tamilnadu, and among 
injecting dmg-users in the North Eastern States. The predominant mode of transmission is through 
heterosexual intercourse followed by injecting drug use and infected blood. 

India initiated.the National AIDS Control Programme in 1987, a ye;ir after the first case of 
AIDS was reported in 1986. In 1992, the National AIDS Control Organisation was established 
and a Five Year StrJ.tegic Plm was implemented with a US $84 million loan from the World Bank. 
A r;mge of bilateral and multilateral agencies and NGOs contribute to this national effort. WHO 
provided the initial policy guidelines, technical assistance and support. 

This Strategic Phn, \vhich is national in scope, hJ.s as its main focus key metropolitJ.n are;.is 
and epicentres of HIV infection. A comprehensive structure has been established for effective 
programming at the central level and the State AIDS Cells in each of the states are responsible for 
prevention J.nd CJ.re efforts including the manJ.gement of grJ.nts to NGOs at the state level. 

During the last five years, the programme was successful in raising public awareness of 
HIV/AIDS through mass media campaigns, community mobilisation and HIV/AIDS education 
in schools. Comprehensive interventions comprising of HIV/AIDS information and education, 
condom promotion and treatment of STDs targeted at popubtions practising risk behaviours h;we 
been implemented especiall~· in the major metropolit~m :treas. Some of these, such JS the commercial 
sex worker project in Sonagachi, Cucutta have succeeded in increasing condom use .rnd reducing 
the STDs levds. 

Progress has also been mJde in STD treJunent through training in syndromic m~magement 
of STDs. Likewise, efforts have been made to promote the use of condoms. To address the need 
for epidemiological data, 62 scrosurveillance centres a.nd 55 sentinel sites h;wc been established. A 
major achievement has been in ensuring blood safety with the Supreme Court Directive of 1996 
which instimted mand;Hory HIV testing in JU blood banks. Projects in C1re and Support have 
been initiated in collaboration with NGOs. 

However, available HIV/AIDS data and epidemiological observations indicate that HIV 
pre\';1lence continues to increase and spread from the urban to the rural areas, and from individuals 
practising risk beh~l\"ioui-s to the general population. Smdies indicate tlut more and more women 
;mending antenatal clinics ;ue HIV positive increasing the risk of perinat;u transmission. This 
rapid spread of the infection and tl1e changing trends could be attributed to factors such as hbour 
migration ;md mobility, low literacy levels, gender disparity and high levels of STDs and RTis 
which make the population susceptible to HIV infection. 

Incre~1sing rates in HIV inkction and death through AIDS will have an impact not only on 
individu~lls, households and communities, but also on some of the bcnchm::irks of human 
development: life expect~mcy, per capita income, school enrollments and he~uth. The most dr~unatic 
immediate impact will be on individuals and families affected, as indicated by results of smdies in 
India. This might undermine ;my gains made in poverty eradication. The impact on tl1e health 
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sector will also be felt in the coming years. Because HIV infection will increase the onset of 
opporrunistic infections such as TB, the health system which is already overburdened will be strained 
even further. 

To respond effectively to these infection trends and to reduce the impact of AIDS, the national 
response, initiated by the government in 1992, needs to be accelerated, intensified and expanded 
by adopting a multisectoral approach. 

However, for the implementation of an expanded response, constraints which slowed the 
implementation of a number of programme components and limited the effectiveness of others 
during the last five years will have to be overcome. These are lack of commitment at state level and 
poor management, cultural inhibitions about dealing with matters related to sex, unavailability 
and inaccessibility of condoms in some pockets of the country, insufficent number of skilled personnel 
in all aspects of programming and the dearth of epidemiological data. 

Therefore immediate action in: advocacy and sensitisation, strengthening of surveillance 
data collection, analysis and dissemination, decentralisation and promotion of ownership ar state 
level, and strengthening of capacity and human resource development are prerequisites to laying 
the framework for the development and implementation of a strategy for an expanded response. 

Within this expanded response, HIV/AIDS prevention efforts will continue wbe the main 
priority, with a focus on promotion of safe behaviour and practices through strengthening of 
community mobilisation, interpersonal communication and counselling. Efforts will be made to 
ensure that youth have access to preventive inform:ition and support services. There will be :i wider 
implementation and strengthening of comprehensive targeted interventions for conunercial sex 
workers, truckers, injecting drug users and street children to meet the needs of vulnerable populations 
nationally. 

A second area of priority is Treatment, Care and Support for people living with AIDS and 
impact reduction. With the epidemic into its second decade, people infected with HIV are nmv 
falling ill and progressing to AIDS. A Continuum of Care comprising of clinical management, 
nursing care, counselling and social support will be implemented. Emphasis will be on community­
based initiatives such as home-based care through community mobilisation and participation of 
people living with AIDS. 

Pilot studies will be conducted on the use of anti-rerrovir:ils to rest its effectiveness in India. 
The short and long term impacts of the epidemic on individuals and households will be ~lssessed so 
that policies and interventions ro reduce the impact of rhe epidemic can be implemented. 

Based on experience from orher countries, it is becoming extremely clear that the future 
strategy will have to address not only the prevention of HIV/AIDS but at the also same time the 
key issues affecting susceptibility to infection. This calls for a collective response through 
empowerment of communities, widening rhe response to include other sectors and through 
mobilisation of the private sector. 

The national HIV/ AIDS prevention programme is at a critical juncture. The Government of 
India is fully committed to preventing a catastrophic epidemic. Therefore a concerted effort will be 
made to accelerate, intensify and expand the national progr:.unme that has been implemented. Ar 
the same rime, immediate action will be taken to confront the key issues that increase susceptibility 
to the HIV/ AIDS epidemic. 
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HIV/AIDS 1n India 

1. INTRODUCTION 

The HIV/ AIDS epidemic continues its expansion across the globe with 
approximately 8500 new infections a day. As of July 1996, WHO estimates that 27.9 
million adults and children have been infected with HIV since the start of the epidemic.* 

This global epidemic has been fueled by a number of explosive epidemics especially in 
Asia. The region, which accounts for 18 percent of the world's total HIV infections, has 
aln:ady overtaken Africa in recording the fastest-growing rates of new HIV infections in the 
world. This is of critical concern, given that it is home to 60 percent of the world's total 
population. What happens in Asia will have a major impact on the global pandemic. 

The epidemic in Asia has predominantly been spread through hererose\1.1al contact, 
and is strongly influenced by gender inequality and the frequent practice of men visiting 
commercial sex workers. 

Governments in ThJ.iland, Singapore, Malaysia and India ha\'l': committed extensive 
resources to responding to the HIV/ AIDS epidemic. However, most go\·ernmcnts 
continue in a state of denial and are relucr~rnr to releJ.sc surveilbnce Jnd behJ.viourJ.l 
information. 

2. HIV/AIDS IN INDIA 

The first case of AIDS in India was registered in 1986. Since then, HIV prevalence 
has been reported in all stares and union territories except Arunachal Pradesh. By May 31, 
1997, of a total of 3.033 million individuals practising risk behaviours and suspected AIDS 
cases who were screened for HIV infection, 56,409 were found to be seroposirive, 
indicating a seropositiviry rare of 18.6 per thousand. At the same rime, a cumubrive total 
of 3,551 cases of AIDS have been reported. Available data from the start of sentinel 
surveilLrnce to the present clearly indicate rapid increases in HIV seropositivity. 
(F~qurcs 1 and 2). 

Figure 1: hzcrcasc in HIV Prevalence 
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' All global figures ore from WHO and notional figures ore from the Notional AIDS Control Organisation unless otherwise indicated . 
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Figure 2: Increase in Nitmbcr of AIDS Cases 
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Analysis of epidemiological data and survey reports in India indicate that: 

• The highest number of HIV infections have been reported in Maharashtra and 
Tamilnadu and among Injecting Drug Users (IDUs) in the North-Eastern states such as 
Manipur. 

• 89 percent of the total reported AIDS cases occur in the sexually active and 
economically productive 15-44 age group (Figure 3: Age and Gender Distribution of AIDS 
Cases) 

• Of the total reported AJDS cases, 76. 7 percent are men, and 22.3 percent are women. 

• The predominant mode of HIV transmission is through heterosexual contact (76. 8 
percent), followed by intravenous drug use (9 percent), blood transfusion and blood 
product infusion (7.4 percent) and unspecified others (8.6 percent). 

• Trends indicate that HIV infection is spreading in two ways: from urban are;is to 
rural areas, and from individuals practising risk behaviours to the general population. Dara 
from antenatal clinics indiCJ.te rising HIV prevalence among women, which in turn 
contributes to increasing HIV infection among children (Figure 4: HIV Prevalence in 
Different Population Group)). 

Figure 3: Age and Gender Distribution of AIDS Cases 
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Figure 4: HIV Prevalence in Different Population Groups in Mumbai 
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3. WHY AIDS IS DIFFERENT FROM OTHER DISEASES 

• • • • Sex Workers 

- STD Patients 

- Women Attending 
Antenatal Clinics 

• HIV/ AlDS presents an unusual challenge. Unlike other diseases, it selectively and 
disproportionately targets two groups -- young adults who are in their prime reproductive 
and economically productive years, and very poor, economically marginalised populations . 

• Large mobile populations, rapid urbanisations, illiteracy and the presence of STDs 
influence the spread of the disease 

• HIV infection occurs not randomly but through specific risk behaviours -- the most 
common mode of HIV transmission is unprotected sex -- that are mostly within the realm 
of private life. 

• Unlike other diseases, AIDS retains a long period of "invisibility;" with oppommistic 
infections appearing years later. In the absence of a cure -- treatment options J.re only in the 
initial trial stages and are prohibitively expensive -- HIV/AIDS is essentially an incurable 
and fatal disease. 

• There is a strong likelihood of multiple cases of AlDS within a household. Srudies 
indicate that increasingly the disease is being transmitted from husband to wife, and from 
mother to child. 

• The personal and social repercussions of the disease include severe discrimination and 
, stigmatisation of people living with AIDS (PLW As). This has a bearing on the implications 

of the disease and how the people affected cope with them. 

4. LONG-TERM IMPLICATIONS OF HIV/AIDS 

Because HIV/ AIDS is a fairly recent disease, its long-term implications are only just 
being recognised. What is clear, however, is that it will have a multiplier effect that will 
impact not only individuals, households and communities, but also some of the 
benchmarks of hrnnan development: life expectanC); per capita income, school enrollments 
and health. HIV/AIDS therefore will have a long-term and profound impact, unless 
effective steps are tal<.en to check the spread through advocacy, safe blood products, safe sex 
practices and control of STDs. 

HIV/AIDS IN INDIA 3 



Impact on the Economy and Society 

The first generation of economic research on AIDS considered the impact of the 
di,sease on macroeconomic indicators such as national economic growth to be significant. 
However, more recent $nidies based on assumption-free frameworks indicate that HIV/ 
AIDS is unlikely to have a statistically significant impact on macro economy -- in the initial 
years. (IJ This is because its occurrence is concentrated mostly on economically marginalised 
groups whose participation in the economy is limited. However, for that very reason, its 
impact on households that are already disadvantaged and least able to cope \Vill be 
especially severe. Therefore, economic research on AIDS is now beginning to focus on the 
impJct of the. disease at a microeconomic level, on individuals and households. 

In India, four key srudies have contributed to highlighting the microeconomic 
impacts of the disease. A study conducted in New Delhi, using major illness and death as 
a pro>..)' for AIDS-related morbidity and mortality, reveals that the household expendirure 
on health care in India is four to five times the level of state expendirure on health care. 12

) 

Discrimination in treatment expenses and ostracisation of individuals and families affected 
by the disease further exacerbate their economic hardships, leading to their increasing 
p<rnperisation. 13J This will undermine (any) gains made in poverty eradication, a primary 
goal to which India lus made renewed commitment both in till.: Ninth Five Ye<lr Pbn as 
well as at the recent Ninth 5,-\ARC Summit.(4 ) 

\Vomen, the prime CJregivers in a family, are likely to be the worst affected. A 
Mumbai-based study of the household and community responses to AIDS reveals that the 
household responses were more supportive and positive in the case of HIV-positive nules 
than females. (oJ Because the \\·ife of an HIV-infected man is also w,e1y to be infected herseli~ 
her physical capacities will also diminish. 

Impact on the Health Sector 

HIV infection will increase the onset of opportunistic infections such as ruberculosis, 
one of the leading causes of adult death in the region. Between 30 and 50 percent of people 
in developing countries have dormant TB which will become active once HTV weJ..kens the 
immune response. In fact, studies indicate that 60 percent of AIDS cases in the country 
mmifcst themselves JS TB c1ses. The in.cre.1sed levels of TB, even among those who are nor 
HIV-infected, increJses sharply the medical expendirures of the individuals Jnd families 
affected, and further strains a fragile and overburdened health system. 

Despite the increJsing prevalence of HTV infection, India is still in the early stages of 
the epidemic's progression. Because prevention and. control efforts were initiated. right from 
the beginning, there are still opportunities to mitigate the tragic consequences of a brge­
scale epidemic. This calls form intensification, expansion and diversification of efforts tlut 
are already in place. 
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. . S;,{tP';'{!·:'Soon after the first case of AIDS was registered in the country in 1986, a National 
o: t//V':; 'AIDS Committee was constituted. The following year, the government launched the 

··::~!~~f>· . :National AIDS Cc~nrrol Programme whic~ focu~se~ ~n increasi~~ a\v~reness o~ HIV/ 
:.f/;t;+};, AIDS, screening of blood for HIV, and testing of md1v1duals pracnsmg nsk behaviours. 

:.;~~);< In 1992 the National AIDS Control Organisation was established by the Ministry of 
Health and Family Welfare to manage the programme of activities. NACO is supported by 
a multisectoral committee and a National AIDS Control Board as well as various specialist 
advisory committees. NACO collaborates with a range of bilaterals, multibterals and UN 
agencies, with WHO, DFID and USAID providing financial and technical support in stJ.te­
level design, implementation and monitoring of the programme. 

The same year, a Five-Year Strategic Plan for HIV/ AIDS prevention and control was 
implemented on an allocation of US $15 million from the Government of India and a US 
$84 million loan from the vVorld B.mk. The plan which is national in scope has as its main 
focus metropolitan areas and epicentres of HIV infection. The programme components of 
the plan are: programme management, IEC and social mobilisation, surveillance, increasing 
blood safety, clinical management, condom promotion, and treatment, care and support. 
Resources are allocated according co the prioritisation of programme areas (FfrJttrc 5: 
Allocation of Resourccsfor Progmmme Components). 

Fi__rrurc 5: Allocation. of Resources for Pro.._qrcr.nmzc Components 
froin 1992 to 1997 

Blood 
Safety 

,•· · 32.SB . 
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2. OVERVIEW OF. PROGRAMME 

Programme Management 

• Establishment of a National AIDS Committee and AIDS Control Board at the 
centre; 

• Decentralisation and the setting up of State AIDS Cells in 25 states and 7 Union 
Territories to manage state efforts for HIV prevention and care, including the management 
of NGO grants; 

• Strong support from the State Directorate of Health especially for State AlDS Cells 
in Mahaq.shtra and Tamilnadu; 

• Conversion of SAC in Tamilnadu to a Society. 

IEC and Social Mobilisation 

• Six-strategy programme including intersectoral collaboration with the Nlinistry for 
Information and Broadcasting, mass media, advocaq~ NGO involvement, training and 
research; 

• Intensive campaign using range of media launched by advertising agency; 

• Implementation of school education programmes in 15 states; development of 
curriculum and training packages; 

• Development ofIEC packages for all groups practising risk behaviours; 

• Prevention Indicator surveys conducted in 1996 in four states on knowledge about 
practices for HIV/AlDS prevention, STD incidence, condom availability and accessibility 
Data indicate that knowledge of at least two HIV/AIDS prevention methods was between 
54.4 percent and 77.9 percent in the targeted metro areas, and between 13.4 percent and 
63.8 percent in the rural areas; 

• One of the findings of the 65-City High Risk Behaviour study, initiated and 
implemented by NACO, is that contrary to popular belief, multiple partners is very 
common both in rural and urban areas. Such srudies provide d:.1ta imperative to strategic 
planning; 

• Implementation of cross border intervention projects; 

• Counselling. 

Condom Promotion 

• Promulgation and enforcement of policies for upgrading condom quality to 

international standards; 

• Implementation of social marketing to increase the use of affordable quality condoms; 

• Condom use during most recent intercourse with non-regubr partner varies from 
19.4 percent to 77.8 percent and 8.6 percent to 25 percent in rnral areas. Condom use with 
regular partner continues to be limited. 

PROGRAMME REVIEW 6 
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• The Supreme Court Directive of 1996 making HIV screening mandatory at all blood 
banks; envisages complete elimination of all professional blood donations by end 1997; 

• Framing and dissemination of a national HIV testing policy addressing key issues 
such as HIV testing procedures, mandatory screening and confidentiality; 

• National and State Blood Transfusion Councils set up as registered societies to 

oversee all aspects of the blood safety programme; 

• Strengthening of 815 public sector .and voluntary blood banks have been 
strengthened; 

• Comprehensive programme to modernise blood banks that makes licensing 
contingent on banks meeting minimum requirements; 

• lvlandatory testing for HIV, Hepatitis B, malaria and syphilis of all blood units 
collected for transfusion; 

• Dissemination ofrapid test kits for HIV testing at all district level blood banks; 

• Increasing voluntary blood donations and reducing professional blood donations; 

• EstJ.blishment of 154 zonal testing centres to give backup facilities for blood banks. 

Surveillance 

• Establishment of 62 serosurveillance centres and 55 sentinel sites all over the country; 
The surveillance centres monitor the geographical spreJ.d of HIV and the sources of 
infection among individuals practising risk behaviours, J.nd the sentinel sites monii:or HIV 
trends over time in certain sections of the general population such as women attending 
;:mterutJ.l clinics and the groups J.t risk such as injecting drug users and persons with 
sen1ally transmitted diseases; 

• Implementation of reporting mechanisms for monitoring HIV/ AIDS progression 
;ind programme implementation; 

• Training programme for surveillance staff; 

• Regional workshops to review surveillance activities . 

Control of Sexually Transmitted Diseases 

• Strengthening of 504 existing public STD clinics through training in diagnosis and 
management, training in syndromic management of STDs; 

• Promotion of quality condoms for STD prevention and provision of drugs at STD 
clinics; 

• Provision of training at primary health care centres for better diagnosis and 
management, and reduction of discrimination and stigmatisation of PLWAs; 

• Production of training guidelines. 
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Clinical Management 

• Provision of training to the "Physicians Responsible for AIDS Management" 
(PRAM), a network of professionals; 
• Provision of training to 7,500 private doctors and 44,817 public doctors at general 
hospitals and primary health care centres in AIDS diagnosis and case management. This 
was done in collaboration with the Christian Medical Association, the Indian Medical 
Association and State AIDs Cells; 
• Training programme for nurses is underway. 

Care and Support 

• Judgement by the Bombay High Court ordering financial compensation by <1 
company to an employee who was fired upon being diagnosed HIV-positive; 

• Implementation of pilot Continuum of Care programme in l\tlanipur; 

• Development of a training module and a guide on home care for PLWAs; 

• Implementation and development of a national training programme for counselling;, 
identification of apex institution and five regional counselling centres; development of 
training modules including one for grassroot level counselling in western region. 

3. OTHER PROGRAMME ACHIEVEMENTS 

T.1rgeted intervention projects, the active involvement of NGOs, and collaborations 
with the public and private sectors have contribured in large measure to the achievemenrs 
of the programme. 

Targeted Interventions 

Several very effective targeted intervention projects have been implemented for 
groups practicing risk behaviours. These interventions include outreach activities, IEC and 
interpersonal communication, condom promotion, and gener::il health and STD service 
provision. Targeted intervention projects such as that for commercial sex \vorkcrs in 
Calcutta's Sonagachi are::i, the Men who have Sex with Men project in Madras, truck 
drivers in Rajasthan and Injecting Drug Users in Assam, Manipur and Nagaland h~l\'c 
increased condom use and reduced STDs, yielding lessons in best practice (Box 2 Examples 
of Best Pmctice) 

Role of Non-Governmental Organisations 

NGOs have played a major role in initiating and ensuring effective interventions, 
defending the human rights of people living with HIV/ AIDS and in providing care and 
support to PLvVAs (Box 3: Care and Support IniticttiJJes) 

The Government of India has also made active efforts to involve NGO p~1rticipatio11. 
The USAID supported AIDS Prevention and Control project in Tamiln~H.iu is being 
implemented by an NGO, showing the confidence invested in them by the gO\Trnment. 
Some St;:ite AIDS Cells have been particularly effective in mobilising community 
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~x ::t> ' light district, Sonagachi~·~· DFID-sup.po~t:d ;,'/:~i :~. ; :_'~Injecting Drug Us~rs are.die focus of '':'}~'~ 

: 'fi~j~T\:: ~.~:':: .and pa~ o~ the .~ro_ader We~t ~enga~·~5~~al )i:.r·-~ r~-~~'AUSAID-supported SHAL_~M .project _·_ ' - ~ 

.
' .• ,:•.~.· •.•.. [ __ ;1·~_.,::•~.:·.= .. ··''.::··!·':~.·,;·:·.::·,·:.: __ ~!'~.,·":.·:

1

·.·f,·:.,:·:,:·:·:·:_,···:-~·:' .. _~ .. ·:·;··· .... ~:,:::_'..·.'_:·.·.: .. : ~i"._ '" -Health Prn1ec~. Proiect evaluanon condusre~:· ::.»': 'in Chur,1chandpur. The project,_ which lays . , . ·~- ~-.::. ;~' ) :-in'· 1994\~dicates that regular .cond.?!l\~s~ ·'~:.;'.~·; ::e111phasis on participation, has as its key .. :·:f.:1~/ 

'· .,.,., l'.fr:·<~% ~~;~~~~{r~~ P1~~:i~r~;~~~nf ;;:~?~""f ii~f::~~~~~f c~~~ct=~~~;~~:<l1tt~~~~:~ . '~c;~\~i:'.i 
.. ,: ·often or regularly use cor:idoms mcr~~~e~ f,:~;;~~(thrOugh confidential HIV:cotinselling and 
: [~om 3,percent to 68 percent. The;~9f~l 1,·'.'!;,_:}testing, community education and 

· · ntimber cif reported STD cases drc:>pp,ed ::::::>::>'.>rehabilitation. Some of the factors that 
. from 80 .. 6 percc:nr to 59.3 percenr;':'.\vhile'"~~,,~~·~%~sisted in harm reduction \Vere learning 

HIV prevalence remained at virtu~lly}he·: _:r·: from existing models and groups in the 
saine level. Th_e project highlightrt.I.~e :·};,:?'region, using community and government 
effectiveness at appro<1ches such as. p~er \/{' leaders as educators and lobbyists among 

. education, condom promotion and n~eds- . ;:: '''their own peers, introducing h:trm reduction 
based prO\·ision of health care such as STD.· .··;:,; in the context of the other concerns of the 
<;linics. ··.· , _ , . ,_commw1iry and documenting all agreements 
• · Men \vho have sex with men (MSM) · "\vith govenunent and enforcement .1gencies. 
arc: the focus of targeted interventions • Street children and youth are the 
implemented by thc:~Community Action ·····focus of a project implemc:ntc:d by the: Naz 
Network (CAN) in Chennai. The WHO/ , Foundation (New Delhi) in colbboration 
GPA supported proje..:t, tht: first of its kind in . with Salaam Balak Trust and tht: Delhi 

·· Imfo. ha.<; as key objcctin:s addressing STD/ Brotherhood Society. The project provides 
HI\' pre\·ention in the conrc:xt of general se:rnalitv .111d sexual health awarenc:ss and 
health, providing in..:ome-gent:ration and counselling, in the context of the other needs 
reducing the consequences ·of ,·' of the children: night shelter, drop-in ..:entres, 
marginalis.uion. The use of peer education " · non-formal education, food and medical 
<rnd tht: implementation of needs-based '. treatment. Efforts espc..:ially focus on older 
projects such as general health, inc'o.me .: .· ., :bovs \vho are the decision-makers in most 
generation, savings. education and housing : : ·· .. -~c~u.1 1 c:ncounters, and condom use has 
to gain the support of the commun.ity was.,··.·. increased among street boys who visit 
integral to the success of the projecL• .. O'_<>. commercial sex \VOrkers. · 
Evaluation studic:s indicate an increase in/'.~'".· ·.... . · . . .· ·.« 
condom use from under 10 percent in 19_94: ·-'. :'·Source.: Review of Best Pmcticc inintcrvmtions '( .. 
to 50-55 percent at the end of 1995; a~d ;:::; fm· Sexual Health, DFID, 1997. · · .. · · ~-::·}~:;:~~ 

.=··:,:·!- - . . ·.·:.·: -~:·'.-!·;"'"::h~ 

involvement. The i\falurashtra State AIDS Cell, for ex;unple, works through ;1 noLbl ~GO 
to coordinate the work of all other NGOs in the state, while the TN SACS h;1s a nodal 
NGO officer on its staff. An NGO AIDS cell has been esublished at the All Indi.;1 Instirute 
for Medical Sciences to encouratTe networking among NGOs. State AIDS Cells have been v ~ ~ 

authorised to make grams of upto Rs. 500,000 to NGOs. 

I ntersectoral Collaboration 
NACO has promoted intersectoral collaboration with other ministries such as 

Hunun Resource Development, Information and Broadcasting IDd the Railways. NACO 
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. . . . .. , . . , . g . ,. . . . .. . , ·-;- .,. • .... ,J'he AIDS Research ;and Control . . 
,·L:./J\1~ip~.(~dlocat.~Gq§;{ft:~g:~~q0,~:~;:~F~fr;ff?htf~r~f~~~PN).Proje5.t).~.11-~~b~}:\a·'U; 
· .~• ;_. have be_er.i,developed for health wor~r;:rs ,and,::c.:;;,,.collal:forationbetween the:Mahiirashtt'i :: .. :. 

'.f ~~-~fi:!E£0~~~~~~':e;~~~*~'g~~i~;:~:~~~~·~) 
, · PLWi:s}~.~also been de\ eloped · •.. ··:t , :::, ·.··. · .~hange_:~_rJ1e1r attitudes and .overcome . 

II •Tht:.AUSAID-supported project by . .fear_s· ofc.aring for patients. 'Currently.· 
·the YR G~itonde Centre for AIDS Re5earch · ~vb hospitals in Mumbai are participating 

:U1d Educ1tioniri Chermai lisi:s an integrated · ·.in.this initiatives.<61 · · ,. ~: 
...:are model_.providing home-based ai1d. . O;,'..'/·~:.~·· . 

... ·.:··.: 

has successfully colbborJ.ted with the Steel Authority of IndiJ. J.nd the Indian Oil 
Corporation in HIV/ AIDS prevention efforts. 

Private Sector Collaborations 
Effective collaborations have also been built with the privJ.te sector through the 

Confederation ofindim Industries and the Bengal Chamber of Commerce. The Tata Iron 
and Steel Company, for example, has incorporated HIV/AIDS prevention into their 
ongoing family welfare programmes. 

4. CONSTRAINTS AND LIMITATIONS 

• The states are already overburdened with the immediate morbiruty J.nd mortality of 
other health problems such J.s malaria. 

• The slow utilisation of funds by the some states, delays in the release of funds from 
the stJ.te founce department to the progrJ.mme have slowed the pace of the programme 
considerably. The performmce and utilisation of funds across states varies from very high 
to very low. 

• Despite the increJ.se in general awareness of HIV/AIDS, misconceptions and risky 
behaviours persist. IEC capacity of most stJ.tes is uneven. 

• In general, little is known about the factors influencing health-seeking behaviour. 
Because sex and sex-related infections are especiilly clouded in ignorance and secrec}; there 
is a reluctance to seek treatment for STDs. Inadequate infrJ.structure results in the 
underutilisJ.tion of many government clinics. Mmy individuals prefer private practitioners 
or alternative health care prm·iders. 

PROGRAMME REVIEW 10 

~· 



t 
F r .. 
l: i 
• 
~ I. ... ... ... 
1 ... 

' 

.,?;~<}'.'···. 
1;K>. The unavailability and inaccessibility of condoms in some parts of the country have .. _.,, ... 
~-~de increasing condom use especially challenging. Culture is another important 

i:fu~~training factor, given male reluctance to use condoms, female inability to negotiate it, 
.;- .. f~d powerful imperatives to have children. Further, despite efforts to promote condoms for 
·t:· the dual purpose of family planning and protection from STD/HIV infection, they 
· continue to be negatively perceived and associated solely with family planning. 

• Widespread societal refusal to acknowledge or address sex and sex-related problems 
further exacerbates the problem. 

Despite the progress made, there are certain constraints to HIV/AIDS prevention and 
control efforts in the country which have forced us to assess longstanding issues and 
inadequacies inherent in our country. These include the fragile health infrastrucrure, the 
dearth of credible surveillance data and the lack of skilled human resources in the field of 
public health which make strategic planning for AIDS prevention and control especially 
difficult, and socio-culrural factors and the high levels of ignorance combined with a 
reluctance to address issues related to sex. The AIDS epidemic has brought to the forefront 
many of these constraints, providing a window of opportunity for addressing them. 
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Future Strategy 
KEY ISSUES AND PRIORITY AREAS FOR ACTION 

1. INTRODUCTION 
India is in the eleventh year of the epidemic. Available HI_V /AIDS data and 

epidemiological observations indicate that HIV incidence is increasing and affecting 
populations previously untouched. Therefore the national response initiated by the 
government in 1992 and implemented in collaboration with other sectors and the Non 
Government Organisations, supported by bilateral donors and the UN agencies, needs to 
be intensified and expanded by adopting a multisectoral approach. Changes and 
developments have taken place during the last five years that have created a more conducive 
environment for this expanded response: 

• Media campaigns have increased HIV/AIDS awareness and highlighted the 
underlying socio-cultural factors which increase susceptibility to HIV infection; 

• Improvements in safe blood provision, hospital infection control and STD treatment 
have been initiated; 

• The experience, knowledge, tools and strategies required to prevent HIV infections 
are now available in the country; 

• India's commitment to the Programme of Action of 1994 Cairo International 
Conference on Population and Development set in motion changes in approach to 
reproductive health including STD/HIV prevention; 

• The 73rd and 74th Constitutional Amendments have paved the way for 
decentralisation to states, districts and right down to the Panchayat level; 

• India's renewed commitment to the eradication of poverty as outlined in the Ninth 
Five Year Plan and the recent SAARC Summit; 

2. Framework for an Expan.ded, Multisectoral Strategy 

For the implementation of this expanded response, the constraints that slowed the 
implementation of a number of programme components and limited the effectiveness of 
others during the last five years will have to be overcome. In this connection, immediate 
action in the following areas is seen as a prerequisite to lay the framework for the 
development and implementation of a strategy for an expanded response. 

2. 1 Advocacy and sensitisation 
As in many other countries, there is still continuing denial of the epidemic at various 

levels in the society. Advocacy efforts in countries like Thailand and Uganda have had an 
important impact on public perceptions of the epidemic and were instrumental in setting 
policies that were conducive to the adoption of safe behaviour and practices. 
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The advocacy programme that was initiated in 1996 will be continued and sustained 
not only at the highest levels with politicians, policy makers and leaders in society but at all 
levels and fora. The objectives of this nationwide programme will be to: 

• sensitise policy makers and implementers to all the issues related to HIV/AIDS; 

• generate political commitment to prevention and care at both central and state 
levels; and 

• advocate for legislation and policies that will enable people to adopt safe behaviour, 
protect the rights of people living with the virus as well as prevent discrimination and 
exploitation, and social policies that will reduc<:; the impact of the epidemic. 

A collaborating institution will, within the next six months, develop a plan of action 
for the further development and implementation of the programme. At the same time, the 
programme will be implemented in Kerala, Gujarat and Uttar Pradesh. 

2.2 HIV/AIDS/STD surveillance data collection and dissemination 

There is an immediate need for .a concerted effort to study the reach and penetration 

of HIV infection by using the existing surveillance system and the available epidemiological 
tools. This surveillance data is necessary to assess the current status of the epidemic, select 
population groups for targeted interventions, perform trend analysis and to measure the 
potential impact of the interventions. 

For an effective strategy to be developed and implemented, a fully functional 
surveillance .system must be in place to enable a systematic collection of current HIV 
prevalence data which can be analysed and used as a basis for pLrnning programme 
interventions, for making projections and to determine the possible impact and burden of 
the epidemic. 

A plan of action for the next five years will be developed by an expert committee to 

fully functionalise the 62 surveillance centres and the 55 sentinel sites which have been 
established all over the country. The priority will be to improve progressively the quality 
and effectiveness of the existing centres by localising technical assistance at the state level. 
There are also plans to increase the number of sites to cover the rural areas . 

2.3 Decentralisation and promotion of ownership at state level 

It is recognised that prevention of a major AIDS pandemic in India requires 

commitment and action not only at the central level but also at the state level, down to the 
Panchayats. 

Each state is responsible for preparing their plan of action. However, the le\'el of 
implementation differs depending on various factors . 

Prior to the implementation of the next strategic plan: 

• the advocacy programme will be implemented in all states to sensitise the policy 
makers and to increase their level of support; 
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• policy dialogue will take place between especially low-response states and NACO to 

define roles and for effective transfer of responsibility to promote ownership; 

• advocacy efforts in the form of study tours to states with high-response and efficient 
management strucrure will be organised; 

• technical assistance will be given for the establishment of a management strucrure, 
which will expedite decision-making in the flow of funds, implementJtion of the 
programme and its monitoring and evaluation. 

Once an effective management strucrure has been established at the state level, the 
states will be encouraged to decentralise further to involve the districts and sub-districts 
down to the Panchayat levels in all stag~s of planning, implementation and monitoring. 

2.4 Capacity building and development of a human resource base 

Acceleration of efforts, decentralisation, effective programme management, strategic 
planning and a multisectoral programme approach require not only strengthening of 
existing capacity but also a broader human resource base at both central and stlte levels. 
Currently, there is a shortage of skilled staff in all aspects of programming, particularly in 
management. 

A short-term solution to solve the acute shortage in management skills would be to 

tap these skills from the private sector as is being done in Kerala and Gujarat. However, if 
responsibility for planning, design, implementation, monitoring and evaluation is to be 
transferred to the states, then each state will need, as a priority, a strong technical support 
unit which will provide the immediate technical support. In addition, this unit will together 
with the state technical advisory committees, develop a human resource development 
strategy which will be based on: 

• the identification of skills required for all programming components 

• ¢e identification of appropriate training facilities and mJ.terials within the country; in 
the region and elsewhere. 

Partnerships and collaborations in human resource development will be built among 
institutions, NGOs and the State AIDS Cells. The technical resource base can benefit from 
the development of information-exchange networks to provide for sharing of experience 
and knowledge within tl1e country and in the region. 

2.5 HIV/AIDS Documentation and Information Exchange 

Substantial technical expertise, programming know-how and support material h;we 
been accumulated in the country. Behavioural studies are underway which will result in 
more tools and guidelines. Several efforts were undertaken to document either the 
experience or the materials, and more initiatives are underway. In order to reinforce these 
efforts a National information gathering and exchange mechanism will be established to: 

• serve as a reference centre and a clearing house for information materials appropriate 
for local use; 
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. :j:~ ,._ establish a. da.ta base on human and instirutional resources available in the country on 
, ~f HIV/ AIDS prevention and care; 
d'w.· · Jf''' • provide documentation on projects and sn1dies that could be used as a basis for the 

J> design of interventions; 

·:.;:. • exchange information on existing partnerships, donor and co-sponsor programmes as 
:~~~i: well as information networks. 
"I:''l'"'"' 
;;~M;~t~ The first phase of the establishment of this information exchange mechanism 

'-1~· :~nsis;::::~=::i;::::~e:::.p~:t :::::::lld:e~:.::s:::o~::e:~::~~::7. 
·~. 

Within this expJ.nded response, Prevention of HIV Transmission will continue to 
remain a priority A second area of emphasis will be Treatment, Care and Support and 
impact reduction. 

3.1 Prevention of HIV Transmission 

• Prevention efforts have been shown to work. There is strong evidence from that firm 
political commitment, community empowerment and a multisecroral approach to address 
socio-economic factors has led to reduction in HIV transmission; 

• Srudies show that it is more cost-effective to prevent HIV infection than to cope with 
the consequences of a massive epidemic; 

• The prohibitive costs of the new protease inhibitor treatment makes it inaccessible to 
the majority of people vulnerJ.ble to HIV infection or already suffering from its 
consequences in India. 

3. 1. 1 Promotion of safe behaviour and practices 

The prevention of HIV trJ.nsmission through the promotion of safe beha\·iour J.nd 
practices will remJ.in the first priority in the national response to the epidemic. 

Experiences gained and lessons learnt during the last five years show thJ.t 
implementing education and communication on safe behaviour, condom promotion, and 
STD prevention and treatment simultaneously through community mobilisation and 
participation is the most effective way to promote the adoption of safe behaviours. Such 
interventions have succeeded in increasing condom use and decreasing STD and HIV 
prevalence. 

The implementation of these comprehensive interventions, during the last five years, 
has been limited to well-defined groups such as sex workers in the major cities. 
Consequently, the impact of these successful projects have so far been felt only among a 
small number of tJ.rgeted groups and their partners. The strategy, therefore will be: 

• A wider implementation and expansion of these pilot projects in all sectors to meet 
the needs of vulnerable groups nationally. This is necessary since infection rates are 
increasing and affecting populations in urban as well as rural areas; 
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• to address, at the same time, the key socio-economic issues affecting vulnerability to 
infection through multisectoral collaboration and mobilisation of the private sector. 

For a wider, simultaneous implementation of these successful interventions, the 
following areas will need strengthening and expansion: 

Education, communication and community mobilisation 

• Efforts will be taken to make mass media campaigns more effective through designing 
messages based on results of behavioural studies, by conducting impact evaluation of 
interventions, and assessing access to media. A recent shift from using only government 
media channels to exploiting private television and radio channels as well as entertainment 
media will continue. At the same ti.me, efforts will be made to expand the reach of these 
programmes to the rural areas; 

• These mass media campaigns will be supplemented by interpersonal 
communication offering a range of options for behaviour ch;rnge through dialogue, peer 
education and skills training. Studies point to the potential effectiveness of group 
discussions, especially for women, and of dialogue between men and women; 

• Training in counselling will continue since there is still a need for counsellors to do 
preventive counselling and follow-up in STD clinics, in testing centres, and in heJ.lth care 
facilities as well as to give psychosocial support to PLWAs and their families. A model HIV 
Counselling Centre has started functioning in Safdarjung Hospital in New Delhi. An 
evaluation of this pilot project and others already implemented should be used for the 
development of a counselling strategy for capacity building as well as for the establishment 
of accessible counselling centres. 

Promotion of safe behaviour for youth 

Since one fourth of India's population is made up· of young people, the priority is to 

ensure that all of them have access to information and education, and will be given the skills 
to respond to social pressure and mal'e the right choices: 

• Advocacy efforts will be intensified to introduce family life education including 
senIJlity in J.ll schools. The nu.in focus in school education will be to integrate HIV/ AIDS 
into the teacher training and school curriculum. 

• A wider implementation of education on sex and se:.\"Uality will be undertaken in 
schools based on the lessons learned during the last five years. Planning for implementJ.tion 
at st;itc level will be done through regional seminars which will be initiated in 1997. This 
will be done in coliJ.borarion with the Ministry of Hwnan Resource Development and the 
UN agencies. · 

• Educ1tion on sex and se~mality and accessibility to se:·mal health clinical services will 
be part of projects aimed at children and youth outside the school system. An agenda for 
action will be developed in collaboration with community-based NGOs, UN agencies, the 
Ministry of Human Resource Development and the Ministry of Welfare to reach street 
children and other groups of young people who do not attend school. 
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STD prevention and treatment . ··>~:·,i::r :~it, 
• Training will continue on syndromic treatment for government clinic staff and ~1'~~e"'i'·~•>,-· . ¥S 
extended to alternative service providers. . .· •· :'\~:~'.-~t 

• The provision of condoms, counselling and follow-up services and the integration of 
these to the Ministry of Family Welfare Reproductive and Child Health Programme and in 
primary health care services will receive special attention in the coming years. Special efforts 
will also be made to make these services accessible and culturally appropriate to women as 
\Veil as to other vulnerable groups such as street children and intravenous drug users. 
Results from studies on healthcare-seeking behaviour will contribute to making the facilities 
more accessible and acceptable. 

Condom promotion 

• Advocacy for policies to support accessibility and availability to qualiry condoms 
should be the first step of the action agenda; 

• Promotion of condom use through social marketing and community-based 
distribution with emphasis on the dual purpose of the condom; 

• The Tamilnadu State AIDS Control Society in collaboration with an NGO is 
pbnning to conduct a pilot study to test the ::icceptability and accessibility of fem::ile 
condoms. More such pilot smdies should be implemented among: different population 
groups. 

3. 1.2 Blood safety programme 

Steps have been taken to esublish HIV testing facilities, modernise blood banks ::ind 
cre::ite a legal framework. N<1tional and State Blood Transfusion Councils have been set up 
to oversee all aspects of the blood s::ifery programme. Efforts will continue to: 

• strengthen the training programme for staff in blood banks and in hospitals on the 
rational use of blood and on proper blood transfusion protocols; 

• strengthen the management capacity at the blood banks to ensure the implementation 
of n::ttional guidelines; 

• promote voluntary blood donations through communication and education 
progr::immes which \\·ill be widely disseminated and through the involvement of private 
practitioners and NGOs. 

3. 1.3 Prevention of perinatal transmission 

Mother-to-child trJnsmission of HIV is currently estimated to account for more than 
90 percent of all infections in infants and children. There is a 30 percent risk of HIV 
tr::insmission from an infected mother to the baby. Research smdies demonstrate that the 
risk is considerably reduced through administration of AZT. A pilot project will be 
implemented to test tl1e feasibility and effectiveness of such interventions in the reduction 
of perinatal transmission. 
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• policy dialogue will rake place between especially low-response states and NACO to 
define roles and for effective transfer of responsibility to promote ownership; 

m advocacy efforts in the form of study tours to states with high-response and efficient 
management structure will be organised; 

• technical assistance will be given for the establishment of a management structure, 
which will expedite decision-making in the flow of funds, implementation of the 
programme and its monitoring and evaluation. 

Once an effective management structure has been established at the state level, the 
states will be encouraged to decentralise further to involve the districts and sub-districts 
down to the Panchayat levels in all stag~s of planning, implementation and monitoring. 

2.4 Capacity building and development of a human resource base 

Acceleration of efforts, decentralisation, effective programme management, strategic 
planning and a multisectoral programme approach require not only strengthening of 
existing capacity but also a broader human resource base at both central and state levels. 
Currently, there is a shortage of skilled staff in all aspects of programming, particularly in 
management. 

A short-term solution to solve the ;1Cute shortage in management ski.Us would be to 

tap these skills from the private sector as is being done in Kerala and Gujarat. However, if 
responsibility for planning, design, implementation, monitoring and evaluation is to be 
transferred to the states, then each state will need, as a priority~ a strong technical support 
unit which will provide the immediate technical support. In addition, this unit will together 
with the state technical advisory committees, develop a human resource development 
strategy which will be based on: 

• the identification of skills required for all programming components 

• the identification of appropriate training facilities and materials within the country, in 
the region and elsewhere. 

Partnerships and collaborations in human resource development will be built among 
instimtions, NGOs and the State AIDS Cells. The technical resource base can benefit from 
the development of information-exchange networks to provide for sharing of experience 
and knowledge \vithin the country and in the region. 

2.5 HIV/AIDS Documentation and Information Exchange 

Substantial technical expertise, programming know-how and support material have 
been accumulated in the country. Behavioural studies are underway which will result in 
more tools and guidelines. Several efforts were undertaken to document either the 
experience or the materials, and more initiatives are underway. In order to reinforce these 
efforts a National information gathering and exchange mechanism will be established to: 

• serve as a reference centre and a clearing house for information materials appropriate 
for local use; 
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• establish a data base on human and institutional resources available in the country on 
/.HIV/AIDS prevention and care; 

· .. ~ provide drn:umentation on projects and studies that could be used as a basis for the 
desian of interwntions; 

~ 

• exchange information on existing partnerships, donor and co-sponsor programmes as 
well as information networks. 

The first phase of the establishment of this information exchange mechanism 
consisting of a fca$ibiliry srudy and a pilot project will be set up before the end of 1997. 

3. Programme Priorities for an Expanded, Multisectoral Response 

Within this expanded response, Prevention of HIV Transmission will continue to 
remain a priority. A second area of emphasis will be Treatment, Care and Support and 
impact reduction. 

3.1 Prevention of HIV Transmission 

• Prevention efforts have been shown to work. There is strong evidence from that firm 
political commitment, community empowerment and a multisectoral approach ro address 
socio-economic factors has led ro reduction in HIV transmission; 

• Srudies shO\v that it is more cost-effective to prevent HIV infection than to cope \Vith 
the consequences of a massive epidemic; 

• The prohibitive costs of the new protease inhibitor treatment makes it inaccessible ro 
the majority of people vulnerable to HIV infection or already suffering from its 
consequences in India. 

3. 1. 1 Promotion of safe behaviour and practices · 

The prevention of HIV transmission through the promotion of safe beha\·iour and 
practices will remJ.in the first priority in the national response to the epidemic. 

Experiences gained and lessons learnt during the last five years show that 
implementing education and communication on safe behaviour, condom promotion, and 
STD prevention and treatment simultaneously through community mobilisation and 
participation is the most effective way to promote the adoption of safe behaviours. Such 
interventions have succeeded in increasing condom use and decreasing STD and HIV 
prevalence. 

The implementation of these comprehensive interventions, during the last five years, 
has been limited to well-defined groups such as sex workers in the major cities. 
Consequently, the impact of these successful projects have so far been felt only among a 
small number of targeted groups and their partners. The strategy, therefore will be: 

• A wider implementation and expansion of these pilot projects in all sectors to meet 
the needs of vulnerable groups nationally. This is necessary since infection rates are 
incre::ising and affecting populations in urban as well as rural areas; 
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• to address, at the same time, the key socio-economic issues affecting vulnerability to 
infection through multisectoral collaboration and mobilisation of the private sector. 

For a wider, simultaneous implementation of these successful interventions, the 
following areas will need strengthening and expansion: 

Education, communication and community mobilisation 

11 Efforts will be taken to make mass media campaigns more effective through designing 
messages based on results of behavioural studies, by conducting impact evaluation of 
interventions, and assessing access to media. A recent shift from using only government 
media c~annels to exploiting private television and radio channels as well as entertainment 
media will continue. At the same ti.me, efforts will be made to expand the reach of these 
programmes to the rural areas; 

• These mass media campaigns will be supplemented by interpersonal 
communication offering a range of options for behaviour change through dialogue, peer 
education and skills training. Studies point to the potential effectiveness of group 
discussions, especially for women, J.nd of dialogue between men J.nd women; 

• Training in counselling will continue since there is still a need for counsellors to do 
preventive counselling and follow-up in STD clinics, in testing centres, and in health ore 
fKilities as well as to give psychosocial support to PLWAs and their families. A model HIV 
Counselling Centre has started functioning in Safdarjung Hospital in New Delhi. An 
evaluation of this pilot project and others already implemented should be used for the 
development of a counselling strategy for capacity building J.S well as for the establishment 
of accessible counselling centres. 

Promotion of safe behaviour for youth 

Since one fourth of India's population is made up of young people, the priority is to 
ensure that all of them have access to information and education, and will be given the skills 
to respond to social pressure and make the right choices: 

• Advocacy efforts will be intensified to introduce family life education including 
sexuality in all schools. The main focus in school education will be to integrate HIV/ AIDS 
into the teacher training and school curriculum. 

• A wider implementation of education on sex and se:x."Uality will be undertaken in 
schools based on the lessons learned during the last five years. Planning for implementation 
at state level will be done through regional seminars which will be initiated in 1997. This 
will be done in collaboration with the Ministry of Hwnan Resource Development and the 
UN agencies. 

• Education on sex and se:malitv and accessibilitv to sexual health clinical services will . , 
be part of projects aimed at children and youth outside the school system. An agenda for 
action will be developed in collaboration with community-based NGOs, UN agencies, the 
Ministry of Human Resource Development and the Ministry of Welfare to reach street 
children and other groups of young people who do not attend school. 
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STD prevention and treatment .,'<;·,f , 

• Training will continue on syndromic treatment for government clinic staff and ~~ .. ~be·.·····": ·., 
extended to alternative service providers. . · .. ···,·'(:>.:? 

• The provision of condoms, counselling and follow-up services and the integration of 
these to the Ministry of Family Welfare Reproductive and Child Health Programme and in 
primary health care services will receive special attention in the coming years. Special efforts 
will also be made to make these services accessible and culturally appropriate to women as 
well as to other vulnerable groups such as street children and intravenous drug users. 
Results from studies on healthcare-seeking behaviour will contribute to making the facilities 
more accessible and acceptable. 

Condom promotion 

• Advocacy for policies to support accessibility and availability to quality condoms 
should be the first step of the action agenda; 

• Promotion of condom use through social marketing and community-based 
distribution with emphasis on the dual purpose of the condom; 

• The Tamilnadu State AIDS Control Society in collaboration with an NGO is 
pbnning to conduct a pilot study to test the acceptability and accessibility of female 
condoms. More such pilot studies should be implemented among different population 
groups. 

3. 1.2 Blood safety programme 

Steps have been taken to esublish HIV testing facilities, modernise blood banks and 
create a legal framework. National and State Blood Transfusion Cmmcils luve been set up 
to oversee all aspects of the blood safety programme. Efforts will continue to: 

• strengthen the training programme for staff in blood banks and in hospitals on the 
rational use of blood and on proper blood transfusion protocols; 

• strengthen the management capacity at the blood banks to ensure the implementation 
of 1utional guidelines; 

• promote voluntary blood donations through communication and education 
progr:unmes which will be widely disseminated and through the im·olvemenr of private 
practitioners and NGOs. 

3.1.3 Prevention of perinatal transmission 

Mother-to-child transmission of HIV is currently estimated to account for more than 
90 percent of all infections in infants and children. There is a 30 percent risk of HIV 
transmission from an infected mother to the baby Research studies demonstL1te that the 
risk is considerably reduced through administration of AZT. A pilot project will be 

- implemented to test tl1e fo1sibility and effectiveness of such interventions in the reduction 
of perinatal transmission. 
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3.2 Treat e I, C re and Support to PLWAs 

A second area of priority is Treatment, Care and Support for PLWAs and impact 
reduction. With the epidemic into its second decade, HIV-infected people are now falling 
ill and progressing to AIDS. Experience from other countries and the available knowledge 
from within the country indicate that the responses called for by infected and affected 
people, as well as care providers go beyond clinical care. What they require are: 

• access to health care and empathy from health staff; 

• financial assistance for daily needs to make up for the loss of income; 

• material assistance to meet basic needs -- food, clothing, housing, essential medicine; 

• some security for survivors. 

To effectively respond to these ne.eds, the challenge for the coming years is to build up 
a continuum of comprehensive care which should-comprise of clinical management, 
nursing care, counselling and socio-economic support. This challenge can only be met by 
inputs from the health sector as well as from all the other sectors. An agenda to forther 
develop, strengthen and scale up effective approaches will include: 

Intensive advocacy and sensitisation to: 
• promote positive attimdes among health care workers. There are still reports of 
patients known to be HIV-infected being rejected by some medical instirutions and private 
pracnnoners; 

• develop empathy within the community for PLWAs and those affected; and 

• set policies that will create an enabling environment by de;iling with issues related to 

loss of employment of those infected and ill, health costs, educational and other social 
support for orphans and other family members. 

Continued strengthening of health care provision through: 
• assuring provision of essential drugs and supplies for the treatment of oppornmistic 
infr:ctions; 

• hospital infection control by strictly observing guidelines already in existence, 

• setting up of counselling services to give psychosocial support for PLvVAs and those 
affected; 

• training of staff in early diagnosis, rational treatment J.nd planning for follow-up of 
HIV-related illnesses by core-interdisciplinary team of trainers; 

• establishment of an efficient referral system to and from testing and counselling sires, 
hospital or clinics, community-based services and home-based care. 

Replication of successful initiatives 

The projects such as the Manipur Continuum of care and other NGO community 
based initiatives in care and support (Box 3: Care and Support lnitiatiPe.1) should be 
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\eplicated in other seriously ~ffe~ted states taking into account specific needs. AIDS 
r.J-Iomecare Handbook and gmdehnes have already been developed for the design and 

implementation of similar projects. A national workshop is planned for the end of 1997 to 

exchange government and NGO experiences in the field of care in India and in other 
countries, to share best practices and to explore possibilities of further collaboration 
between NGOs, governments, bilaterals and the communities for an expanded 
implementation of care and support. 

Community mobilisation and involvement of PLWAs 

Experience in other countries have shown that the needs of PLWAs are only partially 
being met by the formal health and social services. Communities in many African countries 
and in Thailand have generated innovative responses to provide appropriate care and 
counselling away from an overburdened hospital system. The way forward is clearly to use 
this potential for community-based public health initiatives to linl<: up prevention and care. 
Closely linked to community care is home care, which includes teaching family members to 

become care providers and the provision of drugs, counselling and hospital-based support 
through N GOs 

Community-based services may also include dJy care centres, PLvVA support groups, 
with linkJges to welfare organisJtions, income-generJting activities and \·arious orhe· 
services provided by NGOs and voluntary groups. 

Mobilising PL\VAs as agents of chJnge and JS peer educators can contribute 
effectively to prevention and care efforts in their communities. They should also be actively 
involved in the de\·elopment of policies to protect the rights of PLWAs ~rnd in strategic 
planning for prevention and care. 

Pilot studies on anti-retrovirals 
Combination therapy using anti-retro\riral drngs is in use in many parts of the world. 

The long-term outlook of these therapies is still somewhat uncertain bur the results are 
encouraging in the improvement of the quality of life of PLWAs. A pilot project on the use 
of antiretrovirJ.l drugs is being pbnned to test their effectiveness in IndiJ.. 

· ,Studies related to impact reduction 

Individuals and families need assistJ.nce in the years between infection and during the 
time of illness. The immediate need is to implement social policies to provide this assistance 
and to reduce the impact of HIV/ AIDS on the individual and the household. To do this, 
studies are needed: 

• To ascertain the coping mechanisms that exist within families. This will be necessary 
to determine the imp;:ict of HIV/AIDS on households and on individuals 

• Since the health insurance system in India is almost non-existent, the country will 
have to find resources financial and non-financial to cope with the mounting health costs. 
Studies are necessary to determine: accessibility to care, which services are feasible in 
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alternative models of care, their costs and who will bear the costs; it will be important to 
know the treaanent costs in relation to income and the cost effectiveness and sustainability 
of community-based care and support. 

• It will be important to assess the number of children that might be affected and how 
their needs can be met; the impact of AIDS on school attendmcc and the resultant increase 
in child labour. 

• Egually important will be studies to assess the impact of the epidemic on the size and 
guality of the labour force as well on the public and private sccrors. 

All this information and knowledge is necessary to plan a humane support network 
for those living with the vims and their families. 

4. PROMOTING A COLLECTIVE RESPONSE 

Ir is becoming increasingly evident from experience in other countries that effective 
AIDS prevention and care are those that have broadened their focus beyond the health 
sector to create a supportive environment to enable people to adopt safe behaviour J.nd 
pracnces. 

The link between poverty J.nd susceptibility to infection has been established. 
Likewise the inJ.bility of marginalised and poor populations to protect themselves has also 
become evidenr. Poor and marginalised populations are unlikely to participate in strategies 
promoting safe behaviour if other concerns such as economic survival, children's education 
are seen as higher priorities. A study among street children in five mJ.jor cities in India 
reveJ.led that street children's priority needs are health care, shelter and food. Results of a 
pilot study in Calcutta showed that the mJ.in concern of sex workers \VJS provision of 
schooling and child care facilities for their children. 

'-

Therefore programmes will have to Jddress not only the prevention ofHIV/AJDS 
tLrnsrnission but at the same rime address the key issues affecting vulnerability such as 
pover~; urbanisation, migration as well JS cross-border factors and most important gender 
disparity. Programmes that leJ.d to improvements in the status of women open up the 
possibility of improvements in all dimensions of their lives including protecting themselves 
and their children from infection. All this calls for J. collective response through: 

• Empowerment of communities by acti,·e!y involving communities, NGOs and 
women's groups from both health and non-health sectors in policy development as well as 
in strategy design, implementation and monitoring. This calls for improved mechanisms to 

advocate and support community-based responses which would ensure participJtion and 
strengthen the sense of community ownership. 

• Widening the response to include other sectors: An agenda for action should be 
developed that will, for example, integrate HIV/AJDS prevention and care with ruL1l 
development eftorts, with income generJ.ting projects that are either already in place or will 
be estJ.b!ished such as credit programmes, agricultural extension services for farmers, 
women's cooperatives or savings schemes. vVidening the response in this way requires 
coordinated action to form viJ.b!e public coalitions and partnerships between the National 
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· <f)'s Control Programme and the different agencies and ministries in areas like education, 
.:'.".",'::~development, family welfare, water and sanitation in order to strengthen their links 

·~th each other as well as with the communities they address. 

:~> . Mobilisation of the private sector: HIV/AIDS is as much a public sector problem 
-'·":problem as it is a priv~te sector concern. Efforts ar~ being initiated to advocate the 
(formation of partnerships between NGOs and the pnvate sector and to promote good 

:~;_;· practice in partnerships. However the key to future action lies in the private sector going r out into the communities in which they are placed. In times of declining financial support, 
x~ linkages with the p:ivate sector can pave the way to ensuring financial sustai1ubility of the 

programmes. 

The HIV/AIDS prevention and care programme is at a critical juncture. The 
Government of India is fully committed to preventing a catastrophic epidemic. Therefore 
a concerted effort will be made to accelerate, intensify and expand the national programme 
that has been implemented. At the same time immediate action will be taken to confront 
the key issues that increase susceptibility to HIV infection. 
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