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INTRODUCTION TO BLOCK 1

Welcome to the study of the Basic course on HIV/AIDS, You are in the 1st
Block of the course. Inthis Block there are four units which will provide basic
facts about HIV/AIDS. Unit 1 is on ‘Global agpd National Scenario of HIV/
AIDS’ The statistics on HIV/AIDS keep changing everyday. However, we
have tried to provide the latest information available. Perhaps you may be able
to pet better updates from the Supplementary Reading Books which the
University will keepissuing from time to time. Unit 2 deals with ‘HIV/AIDS
disease profile’. In this unit an understanding about immune system of the
body, difference between HIV and AIDS, different stages of HI'V infection and
the signs and symptoms of HIV/AIDS. have been described. Unit 3 explains
‘Misconceptions of HIV/AIDS/STDs’, Attempt has been made in this unit to

identify some of the misconceptions related to HIV transmission, .. .
misconceptions pertaining to HIV/AIDS treatment, care and renabilitation.

Urit 4 discusses the ‘History of HIV/AIDS'. Apart from recognizing the
clinical desciiption of HIV/AIDS,an attempt has beer. madc in this unit to trace
the history of HIV/AIDS in the worZ as well as some cfthe theories of the .
origin of HIV/AIDS. ' : :

The four units provide a comprehensive understanding about the basic facts of
HIV/AIDS which will help you as a learner to proceed to other blocks of this
course dealing with specific topics. '
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UNIT 1 GLOBAL AND NATIONAL
~ SCENARIO OF HIV/AIDS

Contents

1.0 Aims and Objectives

1.1 Introduction

1.2 Global Scenario of HIV/AIDS

L3 Regional Scenario of HIV/AIDS

1.4 Situation of HIV/AIDS in India .
15 Impact ot HIV/AIDS on Socio-¢conomic Development
1.6 * The Need for Inter-sectoral Co-ordination o
1.7 L&t Us Sum Up '

1.8  Key Words

1.9 Model Answers

.10 Further Readings

1.0 AIMS AND OBJECTIVES

In our country, HIV appeared much later than in other parts of the world.
However, this killer disease is spreading rapidly and has now.emerged as a -

serious social, economic and public health problem. -AIDS does not differe-
rtiate between age, sex, profession and religions, social, political, economic, _
cultural, educational and family status. The tragedy of AIDS in the worst ‘
affected countries of Africa and the West is likely to repeat itself in India in the
next few years unless imeasures are taken in'time to counter it.

While offering curative care to AIDS patients sems to be distant.reality in the
absence of a vaccine, evolving strategies to prevent and control the unabated
spread of this disease is desirable and possible. There is also an urgent need for
timely intervention in-the area of treatment of opportunistic diseases,
advocating. healthy lifestyles and. providing an enabling éhvironment for those
in need for care and support. For this an immediate and effective response is
required from every educated individual in our country. For this purpose we
have prepared these lessons which are presented to vou in the form of books or

blocks. This firstunitis on the global and national scenario of HIV/AIDS.

Afier studying this unit you will be in a position to:
. Understand the global scehariq of HIV/AIDS;
*  Analyze the situation of HIV/AIDS in different regions of the world
ane the major initiatives from different,governments in these regions;
®  “Indzestand the problem of HIYV/AYDS in India; and

®  Perew s impact of fhe problen: S HIV/ATLE in soric-eccnomic
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Basic Facts of
HIV/AIDS
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1.1 INTRODUCTION

AIDS, which is one of the most dreaded diseases of humanity, has spread to
every part of the world, threatening people from all spheres of life. The first
case of HIV infection was reported in 1981 among the homosexuals in the
United States of America while HIV was first reported in 1986 among

- commercial sex wcrkers from Chennai, India . The recent report from the Joint
‘United Nations Program on HIV/AIDS (UNAIDS) and the World Health

Organization (WHO) estimated 32.4 million adults and 1.2 million children
with HIV infection as on December 1999. The widespread prevalence of HIV/
AIDS has to be seri~usly considered for any type of public health program. In
this section we shall analyze the prevalence of HIV/AIDS at'the Global,
Regional and National levels together with its impact >n the socio-ecpnomic
development.

I

1.2 | GLOBAL SCENARIO OF HIV AIDS

AY

According to the World Health Organization (WHO projections), atotal of
40 million men, women and children worldwide wilt have been infected with

‘HIV, by the end of 2000.

1In 2990, AIDS became a phenomenon in almost all the continents. In 1992,

in Europe, most of the cdses were repprted from France, Italy, Spain, Germany
and the United Kingdom. Certain countries had higher rates of AIDS like

" Switzerland (65 cases) France (66) and Spain (67 cases ). In the America’s,

Canada, Brazil and Mexico have the largest number of cases outside ths United
States. Bermuda and Barbados reported of highest rates of AID{ - iases.

In the South-East Asian and Pacific countries, Australia, Singapore, India and
Indonesia have reported substantial number of HIV infection,

There was also a rise in the number of AIDS cases in adults and children from
9,85,119 in 1994 to 1,69,811 by mid 1995 as reported by the Global Program
on AIDS (GPA). But GPA also approves the fact that the actual number of
cases may be four times greater than the reported number. Among the reported
AIDS cases, only at about half accounted for the developing countries though
the GPA estimate of actual cases stands higher. It has been estimated by GPA

that about 18.5 million adults and more than 1.5 million children have been

infected with HIV since the first incidence in the late 1970’s and early 1980’s.

Incidence of AIDS in Dilferent Countries -

Irrespective of the incompleteness of the reporting of AIDS cases, the World

Health Organization maintains a tally of all the cases reported to it. As per the
1991 WHO report, the number of AIDS cases in various countries per 100,000
population is as follows: In America, Bahamas (95.1), Bermuda (40.3) Cayman
Islands (23.5), United States (16.3), Honduras (9.1) and Mexico had (3.5)

. reported AIDS cases. In Europe, Spain had highest number of reported cases
-(8.7) of the AIDS and Sweden had the lowest -1.5 AIDS cases. African

region had got the highest number of HIV/AIDS cases reported in the world:




Malawi (85.3), Uganda (53.5), Congo (52.5), Zimbabwe (45.7), Tanzania (40.9)

and Togo (17.6). In the Western Pacific region, Australia (3.9) had the highest
number of AIDS cases and Japan hall the Jowest (0.1) number of cases
reported.

In 1999, an estimated 5,70,000 children aged 14 or younger became infected
with HIV. It has been estimated that over 90 per cent were babies born to HIV-
positive women, who acquired the virus at birth or through their mother’s
breast milk. In this category, also -nin&-t‘:nt’bs were in sub-Sahara Africa. -

A recent report of the Joint United Naticns Program on HIV/AIDS (UNAIDS)
published in"Dec 1999, gives the global summary of the HIV/AIDS epidemic
(Table-1.1).

Table 1.1
Global Summary of HIV/AIDS as on December 1999 .
People newly infected Total /5.6 Million
with HIV in 1999 Adulits 5 Million
Women -2.3 Million
o Children<15 Yrs, 570000
Number of people living Total 33.6 Million
with HIV/AIDS ‘Adults 32.4 Million
! Women 14.8 Million
. Children < 15 Total |- 1.2 Million _
-AIDS deaths in 1999 Total . 2.6 Million
: Adults 2. 1Million
Waomen 1.1 Million -
Childrén < 15 Yrs, 470000
Total number of AIDS Total 16.3 Million
deaths since beginning Adults 12,7 Million
of the epidemic Women R 6.2 Million
Children<15 Yps. 3.6 Miljion
. L .

Source: AIDS cpidemic Update: December 1999 UNCADS (Joint-United Nations
Program on HIV/AIDS).

The report of the UNAIDS shows that the overwhelr 11g majority of people
with HIV-some 95 per cent of the global total-livz 11 the developing world.
The report also affirms that HIV s stili a challenge in industrialized countries
due to the unsafe sexual behaviour of gay men-HIV infections in the

former Soviet Union have doubled in just two years. There has been a steep.
dse in HIV incidence in Eastern Europe and Central Asia due to intravenous

drug abuse. The same reason has been reported in the Middle East, though
AIDS cases are still relatively low there, -

Sub-Saharan Aftica continues to have the highest number of HIV/AILS cases,
with close to 70 per cent of the global total of HIV-positive people. A vast
majority of them may die in the next 10 years or so due to the infection and the
existing poor socio- economic condition of that region.

Glnbal and Natjonal
Scenarin of HIV/AIDS
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Busic Facis of
HIV/AIDS

Check Your Progress I
1. Give a brief account of the incidence of HIV/AIDS across the globe.

................................................................................................................

1.3 REGIONAL SCENARIO OF HIV'AIDS
'In this section, we shall focus on ehe sifuation of HIV/AIDS v ith specific

reference to the Various international regions. These areas include Aﬁ'lca,
Asia, Europe and the United. States.

Situation of HIV/AIDS in Africa

. Africa has the highest prevalence rate’ of HIV in-the world. There are ebout_.

fifteen countries in Africa with very high incidence of HIV. In the beginning of

- the 21 century, some 23.3 million Afticans, south of the Sahara are estimedets

by UNAIDS/WHO to have HIV infection or AIDS. This means that almost
70 per cent of the world’s HIV/AIDS infected pa+ients are present in a region

—that is home to ]USt 10 per cent of the world’s population:

.Vanous studies show that the-increas_e in HIV prevalence is very re-."Tin «
Africa. In Kinshasa, Zaire, examination of pregnant women found thdt the
aptibody positive rate rose from 0 (zero) percent to 8 percent over a 16 year
period. AIDS has been the leading cause of death among males and the

second leadint cause of death among females in some central Afiican cities
stnce 1989.

Recently, around15 studies on HIV prevalence in the general population were .
conducted in various African countries. They have given more insights into the
spread and shape of the epidemic. The findings of the 15 studies conducted in
both rural and urban areas in nine different African countries suggest that
between 12 and 13 African women are infected for every 10 African men.
UNAIDS/WHO estimate that, at the end of 1999, 12.2 million women and 10.1
million men aged 1549 were living with HIV in sub-Saharan Africa.

~ The studies, as quoted in the report of UNAIDS;; December, 1999,  suggest

that in many African counfries, antenatal estimates tend to underestimate the
real levels of HIV infectiGi in women who progressively become less fertile;
the longer their infection progresses, the less-chance they lave of getting
pregnant. Since many HIV infected women are no longer becoming pregnant,
they are not showing up at antenatal clinics where blood samples for _
anonymous HIV testing are taken, ‘Thus, the antenatal estimates do not give a
true picture of the extent of HIV infection in the female population as a whole.

[




It is to be also noted that the population-based studies suggest that infection

levels in'men are lower than the levels 6f HIV recorded among pregnant

women. The conclusion seems to be that there are significaritly more women
‘ than men having HIV infection in sub-Saharan Africa.

The reasons behind more infection among females is not very clear.
Combinations of certain factors are ¢learly involved. HIV passes more easily
from men to women through sex than from ‘women to men. Another factor is

" related to the difference in age patterns of HIV infection in men and women as

women tend to become Infected 7t a younger age than men for both blologlcal ‘

and cultural reasons. The studies show that in Affica, girls aged 15-19 are
around five or six times.more likely to ‘be I-IIV-posuwe than boys of thelr
own age

Impact of HIV/A]])S

The impact of HIV' ancl AIDS on African natlons is cIearIy manifested in the

' 1999 Human Development Index-a ranking published by the United Nations
Development Programme (UNDP). While life expectancy at birth in Southern
‘Affica was 59 years in the 1990’s it is set to recede to just 45 years
between 2005 and 2010-its lowest level in half a century, accordmg to the
Populat1on Division of the Umted Nations.

In Africa, the private sector is feeling the cumulative impact of the epidemic. A
recent study of. commercial farms in Kenya revealed very high levels of HIV.
On one sugar estate, a quarter of the entire workforce was infected with HIV.
Direct cash costs related to HIV rose dramatically as company spending on
‘funerals mcreased five-fold and direct health expenditure increased ten-fold.-
Due to the | increasing health costs of the employees, the owners of a flower
farm sold their company. Many companies have started prevention
programmes in the work place so that they are able to protect their investment -
in human capital. Still there exists 2 dilemma in terms of the benefits and
insurance’ payments to the AIDS. victims and it involves more expenditure for
. the companies. If the same trend continues in Africa, new busmess ventures
would be far from reality.

Situation of HIV/AIDS in Asian Countries

Irrespective of the fact that AIDS arrived relatively late in Asia, UNAIDS/
- WHO estimate that 6.5 million people were living with HIV at the end of 1999

and over five times as many as have already died of AIDS in the region. In this .

sectlon we shall focus on the situation of HW/AIDS in some of the Asian
countries.

- -A.. Thailand
Thailand is considered to be ane of the leadmg HIV mfected nations, but
there is a significant reduction in the incidence rate due to active

" prevention programmes. As per sentinel surveillance data the nomber
of people living with HIV at the end of 1991 was 200, 000 to 400,000.
It has been projected that 3.4°to 4.3 million Thais could be infected by

the year 2000. Total AIDS cases during 1990s could" reach 650,000 and
. cumulative AIDS deaths could reach 500 000, :

Global and National
Scenario of HIV/AIDS
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Though the AIDS epidemic is rcl_atively'new in Thailand, in the
opinion of experts, transmission of the HIV began in the late 1980’s.
The Ministry-of Public Health' (MOPH) estimated that as of
December 1990, approximately 200,000 Thais were HIV-positive.
The MOPH has also divided the population into following risk

groups IDUs. commercial sex workers, high-risk men and new

norns Another sentinel survey conducted in June 1991 showed that

.an additional 50.000 to 100,000 Thais became infected in the first

six months of 1991, raising the cumulative total to 250,000 to
300,000 infected.

_ The report of the Joint United ivations Programie on HIV/AIDS

published in December 1999 has appraised the well-established HIV

: prevention programmes of Thailand due to which theré seems to be a

considerable reducticn in the prevalence rate. A study conducted in

. Northern Thai province of Chiang-Mai showed that the proportion of

p'opulation that was H1V infected fell from a peak of 6.4 per cent in
1994 to 4.6 per cent in 1997, It is also observed that there is a fall in
HIV prevalence in young women. In women under 25 expenencing
their first pregnancy, HIV pre_valence'fell by 40 per cent over the three-
year period.- A slightly.earlier decline’in HIV prevalence among young
male'military conséripts was also observedin Northern Thailand.

Thailand is the first Asian country, which has observed a decline in its
HIV Jjnfection figures. oo Co o

Reépublic of Korea_

- An estimated number of sero-positive individuals in Korea in 1991

accounted for 494 in which the major risk groups were homosexuals
and bisexual men. By March 1992, 185 AIDS / HIV cases had been
officially reported by. the heaith authorities. .

. . Malaysia _ ;

“The official data from the Ministry of Health show that by the end of
February 1992 the country had 2,900 HIV-infected persons and had
only 46 cases of AIDS, of whom 33 had died. But it was also stated -
that the number of AIDS cases reported constitute about 80 percent of

‘. the actual number of cases. Intravenous drug'gbusers among the
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Indonesian migrant population in Peninsular Malaysia also contribute to :

_ .the increase in HIV.infection.

-

" Lao PDR

-Lao PDR, one of the twenty least developed countries in the world can
have unimaginable disaster if there is ari out-break of any epidemic.
The geographical location of Lao PDR is very risky. HIV-infected
giants Thailand, China, Mynmar, Vietnam and Cambodia surround it.

The estimated population of the country is 4 million in which only one

case of AIDS was reported by the Lao Government to WHO office in

_ Bangkok. Poor testing reporting system and lack of awareness could be .

some-of the resons for this.




|
e . ’ . BN Glohal and Nutional
Philippines ’ Scenurio of HIVIAIDS,

Though the first case of HIV in the Philippines was reported in 1984, it
had reached 335 in June, 1992. In addition to this, the Philippine
department of Health assumes as many as 4,000 to 7,000 Philippines
may be infected during the same period. Among the 335 reported cases,
166 were men and 169 were women. Analysis of the reported HIV and -
AIDS cases shows that sexual relation was the one main mode of
transmission in the Philippines (50 per cent heterosexuals, 13 percent

- homosexuals, anid 5 per cent bisexuals). '

The AIDS epidemic update: December 1999 published by the UNAIDS
admits that the HIV infection in the Philippines appears to remain
tontained at low levels. It is reported that registered sex workers are
screened every two weeks for other sexually transmitted infections
(STIs) and are treated for any STIs. According to the National
Behavioural Surveillance conducted in 1997, nearly three-quarters of
registered commercial sex workers said that they had used a condom
with their most recent client.

‘ Indonesia

The Republi~ of Indonesia has an estimated 187 million population as of
1993 in an unevenly distributed in about 6,000 islands. The first victim

- of AIDS recorded in Indonesia was a foreign tourist who died in Bali, in
1987. Cumulative total up to 31* March, 1993 shows a sum of 31 AIDS
cases including 22 deaths, and 109 HIV positive cases in that country.

China

£ fter having detected the first AIDS case from among a foreign tourist
group, in 1985, the government has taken s&rious measures,

Surveillance centers on ATDS have been established in different areas
namely, Province/Municipalities and Autonomous Regions by the health
authorities. The total number of AIDS cases and HIV positive cases
reported up to November, 1992 from 18 provinces and autcnomous
regions were 261 and 969 respectively.

The report of the UNAIDS shows that the bulk of new infections were
concentrated among intravenous drug abusers even in areas where it was
previously little recorded like the populous coastal province of
Guangdong. HIV prevalence among intravenous drug abusers in this

- province rose from virtually notHing at the start of 1998 to 11per cent by

- the start of 1999. Due to various socio-economic factors sex industry

has been very active in China in recent times and it has been esiimated /
that there may be as many as 4 million commercial sex workers through

- out the country. Behavioural surveys show that more than 5 out of 10 sex -

workers have never used a condom {in some areas 9 out of 10} to protect

themselves and their clients which anticiates a potestial threat el 1TIV/

© AIDS in China. From the behavioural surveys itis deduced that there was

negligence and lack of awareness amongst people.
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“H. . Vietnam

Prevalence rates of HIV in V:etnarn remain relatively low, which are on
the rise. There has been more than ten-fold increase between 1994 and
1998 in the prevalence rate of HIV in pregnant women. This is

‘indicated in the HIV surveillance system, but it did not claim beyond 1.5

per.1000. Intravenous drug abusers are considered to be the highest risk
group whose HIV prevalence remained stable over that period at 18 per
cent. In the female sex workers, HIV*prevalence increased five-fold in
the four years to 1998, reaching 2.6 per cent. National surveillance '

" suggests that the HIV infection rate in male ST1 patients doubled to I
per cent in the same period.

L Bangtadesh

Bangladesh does not have a serious prevalence rafe but the report of the
UNAIDS predicts warning sigrials that rates could rise quickly. Take the

~ case of female sex workers; HEV infection rates ranged between 0 to 15
per 1000 in different sites. Around half of all commercial sex workers,
are infected with syphilis, which increases the chance of HIV
transmission if her customer is infected with the virus. As far as the use
of condom is concerned, less then 20 per cent of sex workers had this -

. practlce 1t is estimated that Bangladesh has about 25,000 intravenous

-drug; abusers who share needles and syringes daily. -For themoment, HIV
prevalence in this group is relatively low, about 2.5 per 1000. It could
be a serious, threat if needie exchange programmes and other prevention
measures are not urgently undertaken.

J. Cambodia

Cambodia has the highest levels of infection in Asia. An improved
surveillance system shows that HIV is well established in the general
populatron in all provinces, reports UNAIDS. HIV prevalence among

v pregnant women in 1998 exceeded 2 per cent in 12-out of the country’s
19 provinces. It is reported that nationwide, on an average, some 3.7 per
cent of married women of reproductive age were living with HIV in
1998. Men may. be having more infection, as observed among the male
blood donors than the females.

K Mongolia

Mongolia has got the lowest rate of HIV infection. The first case of HIV.

infection was reported in this country in August 1992. Thisled to a
strong political commitment from the Government. Asa result, 90,000
serum samples from different groups were tested till 1992 and there was
oonly one positive case. :

;o BRI
Problem of HIV/AIDS ip Eastern Europe and Central Asia

Newly independent states.of the former Soviet Union have reported a high
rate of HIV prevalence in 1999. According tu the UNAIDS report-AIDS

" epidemic Updaie, Dec. 1999-the proportion of the population living with HIV

doubled betweén end-1997 and end-1999 in this part of the world: .InCentral
and Eastern Europe, the number of infected people rose by a third over the
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:ourse of 1999, reaching a total of 360,"000.

n the Russian Federation and Ukraine, intravenous drug abuse is considered to
»¢ the main cause of the major part of the new infections. It is also admitted that
eported infections represent only a fraction of real HIV infections. In the first
line months of 1999 over 2,700 HIV cases were reported in Moscow which
shows a three times increase; as many as in all previous years combined. Sudden

ise is also recorded in the towns and cities around Moscow.

n addmon to the practice of intravenous drug abuse, there was ewdence for
nprotected sex with multiple partners in the Russian city of St. Petersburg. As
\ result, sexually transmitted infections such as syphilis, and gonorrhea have
lso found a fertile ground. This situation was also recorded in the report of
JNAIDS. The report of Outreach Service Providing Support and Safe Injecting
Jervices for Drug Users in the Russian city of St. Petersburg show that 10 per
:ent of over 1800 clients tested positive for syphiiis. There is another group,

wvhich could be another vulnerable group for HIV infection. This is the female -

Irug inje_ctbr who earns her livelihood by commercial sex work. It is reported
hat among 100 females of this high- risk category who used to attend the out
each service, 32 per cent had syphilis. This is another indication of the
xossibility of uncontrolled HIV transmission in the near future.

Another ared of great concern is the large number of intravenous diug abusers
imong the unemployed young people and even among ; the school children in
nany of the industrial cities of the Russian Federation. Ttis reported that among
he intravenous drug abusers, there are clients as young as 12 years. There has -
)een an increase in the percentage of client’s aged less than 14. It has raised
rom 0.1 per cent in 1997 to 2 peg cent in the first quarter of 1999. It has been
ecorded by the European Centre for the Epidemiological Monitoring of AIDS
hat 90 per cent of all AIDS cases reported in 1993 and 1999 in the Entire
Zastern European region were in Ukraine. This was mamly due to the

ncreasmg number of intravenous drug abusers.

jituation of HIV/AIDS in the Middle East

11V is no more a far away reality in the Eastern Mediterranean region mainly
lue to intravenous drug abusers. According to UNAIDS report, drug injecting

s the most common cause of AIDS in some countries, accounting for two-thirds
i reperted cases in Bahrain in 1998 and. half in the Islamic Republic of Iran.
Vhile in Tunisia intravenous drug abuse causes more than one third of AIDS
ases, i Egypt it accounts for one ATDS case in 10 among intravenous drug
bu_sers In Pakistan, 5.4 per cent of 783 intravenous drug abusers tested for

1TV were found to be positive in 1995. Studies of United Nations International

drug Control Programme (UNDCP) show that in a few countries of the Middle
iast-Egypt, Iran and Lebanon-drug abuse is a real problem and the number of
ddicts are counted in. millions in this part of the world. There has been a rise in
1¢ occurrence of Sexvally Transmitted Infections in the Eastern Mediterranean
egion, which is estimated to be around 10 million cases every year though the -

sporting level is very low in this region. This is another indicator of the high-

sk about sexual practices that exist in this region.

Glohal and Natienal .
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. Buivivc Facts of
HiA .:\ iDS

Situation of HIV/AIDS.in the United States ' N

AIDS was first reported in 1983 here. 1t is recorded that, there were more than
2,50,000 AIDS affected persons by the end of 1992 and more than 1,70.000 had
already died. Gay men are the most vulnerable groups, as majority of the AIDS
cases are reported from this high-risk group. Itis also noticed among

. heterosexual men and women. AIDS is among the three major causes of death

for women and men aged 25-49 years. It is one of the top 10 causes of death
for children 1-to-4 years old. Hence, AIDS in now becoming a disease of the
families. An analysis of the number of reported cases during the course of |
epidemic find that the cumulative number of cases doubled rapidiy from 1978 ~
to |982. It has been estimated that 1984 may have been the year with greatest
number of new infections, about 1,60,000.

Impact of Anti-Retroviral Therapy on the Disease

There was a steep rise in the rates of infection in homosexual and bisexual men
in 1984 and then fell significantly. The.total rates of infection of this group
were estimated to be 5,90,000 in 1991. Though early fears had

witnessed increasing new infections in drug users, it decreased after 1986 and
the estimated cumulative rates are 2,65,000 in 1991, As per the observation
made by Lyn Frunkin and John Leonard, by 1986, about 15,000 new HIV
infections occurred annually in heterosexuals and a total of about 100,000 were
infected by 1991. The UNAIDS report admits the effectiveness of antiretrovira®

_ therapy in protonging death. In the United States, there was a decrease in AIDS

deaths by 42 per cent between 1996 and 1997, but only 21 per cent between-

1997 and 1998. Western Europe is experiencing a decline in A1DS deaths.

Antiretroviral therapy is commonly used here.

Check Your Progress I1 ,
1.  Describe briefly the situation of BIV/AIDS in the United States

1.4 SITUATION OF HIV/AIDS IN INDIA

In India the I-IIWAIDS epl,clemlc is about fifteen years old and is considered to be one
of the most serious public health problems. While the first AIDS case in India

was reported in May 1986, 10,857 cases of AIDS have been reported to the
Ministry of Health and Family Welfare from 32 states and Union Terfitories tuil
31* January 2000 as per NACO. Table 1.2 illustrates the state-wise cumulative:-
occurrence of AIDS cases as on January 31, 2000.
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| Table 1.2 State-wise disfribution of the-reported cases el
HIV?AIDS as'on 31'January, 2000

SNo| State/Union Territory | mam®™® | UV Positive | AIDS
1 2 _ ' 3 4 5
1 Andhra Pradesh S 74566 704 48
2. | Assam ‘ 17310 251 67

3. | Arunachal Pradesh 495 0o 0.
4 Andaman & Nicobar Islands 12432 129 0
3 Bihar . 10194 41 3
.| 6. Chandigarh , ] 56737 266 137
11 Punjab o 1523 65 100
8. | Delhi 335594 1545 219
9. | Daman & Diu (UT) 250 8 |
10. | Dadra & Nagar Haveli(UT) . 160 | 0
1. | Goa ' | 7463 | 2490 19
12. { Gujat ' - 454372 © 1767 137
13. | Haryana 171810 645 !
14. | Himachal Pradesh 5896 130 27
{15, | Jammu' & Kashmir - 8981 .40 . 2
16. | Kamataka _ | 415976 | 5006 250
17, | Kerala : 44547 215 | 106
18. | Lakshadweep(UT) 1211 8 0
19. | Madhya Pradesh . 112148 1022 354
20. | Maharashtra | 442081 | 50336 3405
21, | Manipur 43124 6952 454

22. | Mizoram 44022 134 12 -
23. | Mcghalaya 14250 60 8
24, | Nagaland ' ' 9136 | 469 .37
25. | Orissa ' 93750 192 16
26. | Pondicherry(UT) 92896 " 3479 141
27. | Rajasthan 23044 554 106
28. | Sikkim 616 | - 120 2
29. | Tamil Nadu _ 765531 15107 4914
30. | Tripura . 3613 ) 4 0
31. | Uttar Pradesh _ - 122436 1565 234
32. | West Bengal 163991 649 37
Total. : 3622095 94,966 10,857

+ Source: NACO. Ministry of Health and Family Wellare, Govt, of Tndia.

-

The UNAIDS repost estimates that around 4 million Indians have HIV infection
by the end of 1999, Table 1.2 shows that 10857 AIDS cases have been reported to
the NACO as on 31st January 2000, Among the 36,22,095 sample screened
across the country, 94,966 samples were found to be HIV positive. The number

Epidemiology of HIV/AIDS in India ‘ -

"Globul and Nutional
Scenurio of HIVZAIDS
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Basic Facts of

HIV/AIDS, - _
n .
EXERCISE .

You may fill up the blank boxes with appropriate figures

(see Table 1.2 on page 15) pertainihg to-¢ach state. Follow
the example given for Andhra Pradesh.
JANNBKASHMIR
. ’

i i g ARUNACHAL PRADESH
PUNJAB & CHANDWGARH x‘\,"“‘“‘“’“‘_"“‘ . : ;
' . . . , 3
| 1
HARYANA : ? : ¥
o/ o ® MECHAUYA - |
- i 7
RAJASTHAN unm *.\2:
, DES :
™ R H‘Bmm‘)\ :
GULARAT _ |
: UADHYA PRADESH * |
. ] e L
DADRA'S KAGAR HAVELI - * ¢
. :
( | TP
- ) ~ORISSA } RIPURA |
DAAN - I . !
B0V -7 unkARASHIA ¢ :
AHOAMAN & KICOBAR ISLARDS :
ANDHRAPRADESH ~ o i
¢ 48 ~
74566 -
~— KEY X
KARNATAXA
b . o - ‘ :
o - PONDICHERRY No. of AIDS )
LAKSHADWEEP Db ~ Samples ——
: Screened 1
o - HIV s
KERALA o TAHILEADY [g
] —1
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of AIDS cases repoi'ted in India does not give a full picture of the reality or the Gluhal and National
. L - . Scenarie of HIV/AIDS

magnitude of the probleni. The factors. responsible for these phenomena are

under reporting by states and lack of diagnostic facilities and skills. = .

‘A. Distribution of AIDS as per Age/Sex

According to NACO'’s 1998 report, sexually active and economically
productive age group (15-50-yéars) accounted for majority of AIDS cases
(89%), 1£+ve split the age factor into further divisions,.30-45 years age group
~has the highest rate of infection; 45 per cent followed by 15-29 years age group
44 per cent, 46.and above 7 per ¢ent and 0-14 years 4 per cent. - Among tlie
total number of 5204 AIDS cases in 1988, males accounted for 4108 (78.94%)
and female 1096(21.06%) and the Male: Female ratio was 3:1.

Another arca of great concern is the rise of paediatric AIDS. About half of the
cases are recorded within six months of age and die within five years. If this
situation continues, child survival programme of Government of India would
not attain its intended objectives. The main mode of transmission is from
mother to child. In some slums of Mumbai, the prevalence is as high as 6 per
cent among persons who attend Antenatal clinic (ANC). Attenders in these
clinics record a prevalence rate of more than 1 per cent. After having realized
the severity of the problem, NACO has started a prevention programme for

prevention of paediatric AIDS through AZT prophylaxis on experimental basis
from 1998-1999. ' .

B.. Mode of T'rans‘mission

The Sentinel surveillance data of HIV as on 31* January 2000 of NACQ shows
that 48.46 per cent of HIIV positive individuals had been infected, through -
sexual#ransmission. While 6.76 per cent persons acquired through blood and,
blood products, 3.88 per cent persons acquired through'infected syringes and
needles. Due to prenatal transmission 0.28 per cent persons have been infected.
In a farge number of cases the mode of transmission is not known. .

o Growth in Seropositive Cases

There has been a comparative rise in seropositive cases between 1986 and
1998. A figure of 10.2 per cent per thousand in 1986-1992 has reached 22.7°
per cent in'March, 1998 which accounts for 11.5 pélj cent increase. The main
cause of infection is heterosexuality as it accounts for about 75 per cent,
Surveillance reports (RACO, 1998) of few years show alarming situations
among different HIV high-risk groups with the following trends:

Infection among sex workers in Mumbai hau increased from 1% to
>50% in 5 years; '

2 Infection among 1VDU’s in Manipur has increased from 1% to 55.8%
in 5 years: _
’ Infection among STD clinic attendants in Mumbai has increased from

1% 10 558% in 5 Years;
*  There has been also an increase of HIV infection among STD clinic
attendants in Mumbai from 23% to 36% in one year and;
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 that there has been a 50 per cent increase in casual sex among factory workers

e  Infection rate among the truck drivars in Tiruchinapalli rose from 2.7%
to 5% in 2 years. ‘

We shall see the situation and pattern of transmission of HIV/AIDS in detail in
soine of t* = staies 'r. ths country. '

' HIV/AIDS in South India

Tamil Nadu |

Tt was it .t .mai that the first few seropositive cases were reported in ti.e
country in 1986.As per the sero-surveillance rate up to 31* January 2000 Tamil

Nadu has reported 15107 HIV positive cases and 4914 cases of AIDS out of '

_ 765531 blood samples screened. The state stands second in terms of the

highest number of ATDS cases and the state has also got a good system of
surveiliance in the country compared to other states. Available data shows that
HIV prevalence among women has been 1.5 per cent in Chennai. The state
AIDS society has also Jaunched campaigns that address the issues of AIDS
related stigma directly, aloag side a campaign to encourage safer sexual
behaviour, UNAIDS. report 1999, acknowledging bebaviour surveys, shows

over past two years and an increase in the condom use with casual partners

from 17 per cent in 1999 to 50 per cent in 1998. .
1
Kerala : :

“In Kerala as per the NACO report, there are 106 AIDS and 215 HIV cases.
There is a strong belief that there could be more number of cases, as a ¢ Jed
number of the productive workforce in the state either migrate to Middle East
or to Metropolitan cities in India for employment. Many of them are reported
to be either indulging in pre-marital £%: or extra-marital sex. This needs to be
further verified and the findings should be based on scientific research.

Due to the fear and stigma associated with HIV/AIDS, there are reported
incidences of violence against the HIV infected in the state. A report in the
. Hindu (Dec. 17,1999) speaks of the tonsure of two women by a mob of about

100, allegedly spreading AIDS in a small town near Malapuram in Kerala.
Even private/religious institutions taking care of the AIDS patients are being
threatened by the locals. Many feel that aiiti-ATDS campaigners in the state-

TURIRCIATTOE D MO IE T MmN Y L T oI TR b T o D Erre-datria I B ol art b

| have contributed to some extent in generating an exaggerated scare about the

disease in the general population.

Karnataka

" In Karnataka the reported cases of HIV and:AIDS accounted for 5909 and 250

respectively, ason 31 ] anuary 2000. Karnataka has several homes taking care :
of the HIV infected . St. John’s Mediéal College Bangalore, is one of the
pioneer Medical Colleges in the country providing treatment to the HIV/AIDS
infected 1in the country. _ : :

m g e T

' Andhra Pradesh

Andhra Pradesh had as many as 704 H]V cases and 48 AIDS cascs among the
74,566 blood samples screened. Many patients from the state go to Tamil
Nadu and Kamataka-for treatment, care and rehabilitation.




Umon Territories

Pnndlcherry reported. 1479 HIV and 141 AIDS cases Up

significant to note here that the Unton Territories (UTS) of

Andaman and Nicobar Islands and Lakshadweep have reported of 129 and 8
cases each respectively. No AIDS cases have been have been reported from
these Union Territories officially 1Ithoug,h media keep rcportmg, actual cases of
death due to HIV/AIDS. :

HIV/AIDS in North ‘Inc_ha :

The situation of HIV/AIDS in"North India shows 2 .. - ng trend thotigh the
surveillance system in this region is no* 21p to the JgZrum level. Delhi has.
reported 219 AIDS and 1545 HIV cases out.of the 33554« blood samples
screened up to 31 January, 2000, w*iz Chandigarh and Funjak reported of 331
(266+65) HIV and 237 (137 +100) AIDS cases. During this period, Uttar
Pradesh had 1565 HIV anc 234 AIDS cases Bihar, which is one of the
backward states of Indiz in many of its socio-demc graphic indicators, does not
have a well-established testing svstem, due to w"ich less number of screenings
for HIV is done here. The total blood samples s:reened accounted for 10,194
of which only 3 cases ~f AIDS and 41 cases :f HIV were reported from this
state. Bihar is also rll-eqmpped to meet th~ menace though the state is located
in 2 geographically high-risk region clos+ to north-eastern states and Nepal.
The state also has a large number of mi 3rant population, who works in
metropolis and other near by states. Himachal Pradesh, which has got five
sentinel sites, reparie! 130 HIV and 27 AIDS cases. Jammu & Kashmir, with
three sen‘ire] sités detected 2 AIDS ar * 40 HIV cases. It may be noted that for
every reparted case there will be hund "=ds of unreported or undiagnosed cases
in thc country.

HIVfAms in Western Indin
Maharashtra

Maharashtra has a well-establis 1cd surveillance system for HIV/AIDS in India.
This does not mean Maharaslia is free from this menace. n the contrary,
Mumbai, the business capital of the country has the highest prevalence rate of
HIV/AIDS in the country. As per NACO data out of 44298 1samiples screened
in Maharashtra, as many as ‘§0‘356 were found to be HIV carriers while 3405
AIDS cases were detected as on-31° .Tanuary 2000. Mumbai is known for the
large concentratlon of commercial sex workers as well as other risk groups like

the truck drivers, , grant labours, professional blood donors etc. There are

large number of NGOs who work exclusively in the area of HIV/AIDS

inthis state.

Gujarat

Gujarat had screened 454372 blor . samples, the maximum in the western
region as on 31° January 2000. Amoe *he total sam o5 screened in the s‘ate,
1767 HIV and 137 AIDS cases were detectc . duung Lhe corresponding period.
A study conducted by the Preventive ©. . Social Med:cme Dept. at Surat
Medical College in 1994 shows that Hi} sero-prevalence in male is rather hign
among -the population of Surat City. 953 persons from different occupational

sroups were screened in which the sero-prevalence rate was observed to be 24
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per cent. It was high among prisoners (5%/178 prisoners), which was followed
by-STD patients (3.5%/313 STD patients) and diamond workers (0.8%/236).
Sexual contact was the only reported reason for the mode of transmission. A
vast majority of them were living away from thier families.

' Raj asthan

According to NACO report, as on 3 1"January 2000, 23044 blood samples were
screened in Rajasthan out of which 554 HIV and 106AIDS cases were detected.
It has been reported that there are several tribal groups in Rajasthan, where
women are traditionally working as commercial sex workers, in several centres
in villages and small towns of the state. Such trends are likely to make the
situation worse. A study conducted in 1994 in the eastern part of the state
shows that at least 20,000 women were known to be involved in sex trade.
Among them, 2000 persons were detected with HIV. .

Goa

Baina in Vasco-de-Gama, the largest town in Goa, has shown an increasing
trend in HIV prevalence rate from one per cent in 1987 to 27 percent in 1993.
According to NACO report, this town has got 2000 female sex workers. Goa

has got 2490 HIV cases and 19 AIDS cases from 73463 blood samples screened’
as on 3 1")anuary 2000. With a large tourist population visiting the state, the risk
factors involved in this state are several, -

HIV/AIDS in East India

North East -

North Eastern region in the India is reported of having kigh prevalence rate of
HIV/AIDS, due to its special geographical location. As per NACO’s report,
Manipur has 6952 HIV cases and 454 AIDS cases out of 43124 blood samples
screened as on 3 1"January 2000, Nagaland teported of 469 HIV and 37 AIDS
cases while Assam rzported 251 HIV and 67AIDS cases during the

L]

‘corresponding period. During the same period, Meghalaya reported of 60 HIV -

and.8 AIDS cases. Arunachal Pradesh has not reported even a single case,
mainly due to the small number of screening of blood samples (495) in the
state. It has been observed that the prevalence .ate among intravenous drug
abusers in Manipur is 60 per cent to 70 per cent. The same miode of
transmission has entered into Nagaland, with 50 per cent prevalence rate and 6 -
per cent to 10 per cent in Mizoram in mainly high-risk category of IVDUs.
.The drug smuggling in Manipur and parts of Mizoram and Nagaland is mainly |
from Burma. The nearness of Manipur to notorious Golden Triangle of f
Myanmar, Thailand and Laos and the free borders of Myanmar make the

availability of heroin in the state easier. Assam is also not far away from this
influence.

West Bengal

Among the 163991 blood samples screened in West Bengal, 649 HIV and 57
AIDS cases were reported, as on 3 I'January 2000. In Orissa 213 HIV and 16
AIDS cases were reported during the same period. Sonagachi project in West
Bengal started in 1992 cover over 5000 CSWs residing in About 370 brothels,
apart from around 1500 street based sex workers. The project started with
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NACO/WHO financial support. At present the Diuject is being supported by
DFID. The basic components for interveatign inclide provision of health
services including STD treatment, use of IEC techniques and promotion of
condom programming. It has been found to be a successful intervention
Initiative. '

AIDS in Special Situations

In 1991, it was estimated that there were around one 'akh CSWs in

Mumbai. Among them 20 to 30 were infected with HIV at that time. A study
conducted by Tata Institute of Social Sciences in 1989- 1990 shows that there
were approximately two million CSWs in India, residing in 817 red light
districts. According to a WHO report the increasing rate of positive case in
Mumbai is higher than that of Africa and the large scale mobility of people
makes the possibility of transmission of the disease outside the city more
stronger. A study conducted by Indian Health Organization in Mumbai in
1993 on the sexual life of the truck drivers shows that about 90 per cent of the
truck drivers visit CSWs on highways, red light areas and other places. A vast
majority of them were aware of STDs but did not use condoms. Assam has
also got a large number of floating populations like truck drivers and security
personnels which makes the situation conducive for the spread of HIV. These
groups usc lhe services of CSWs  and many are found to be infected with
STDs,

Interventions

How can the pioblem of STDs and HIV be addressed in the Indian prison?
Though homosexuality has been practised among the prisoners, how it can be
controlled is a major issue. That was the main reason why the then IG
Prisons, Ms. Kiran Bedi refuséd to order free distribution of condoms in Tihar
Central Jail because of section 377 of the Indian Penal Code which outlawed

sodomy. Though many NGO activists sought decriminalization of consensual -

homosexuality, on 5" May, 1994, the then Minister of State for Home Afairs
Mr. PM. Sayed informed the Lok Sabha that there was no proposal under
consideration of the Government to supply condoms to prisoners in Tihar Jail,
The Minister also said that the Delhi Government had reported that a team of
doctors took blood samples of high-risk prisoners and only one case was found
to be HIV positive,

Though AIDS is spreading, AIDS awareness in rural areas is not u,; io the
optimum level. A study was conducted by the Department of Preventive and
~ Social Medicine, Rural Medical College of Pravara Medical Trust, Loni,
Abmednagar in 1992-93, in 20 villages covering 1000 respondents.

Among the total respondents, 40 per cent reported that they were aware of
AIDS. It was also observed that 94.4 per cent respondents did not know
anything about the signs and symptoms of AIDS, while 77.1 per cent were
unaware of any preventive measures.

All India Institute of Hygiene and Public Health (ATTHPH), Sonagachi,

Calcutta, has introduced a new AIDS intervention programme, using sex
workers as ‘peer educators’. After having undergone a six-week training
programme, they go about visiting each brothel, educating the occupant,

Glulvl and National
Scenarin nf HIV/AIDS




Basic Facts af _ distributing condoms and reiterating the urgency of combating AIDS. This
HIVIAIDS . programme is considered to be very effective as the number of condoms
~ distributed by the sex workers in Sonagachi have gone up from 1500 in
September 1992 to approximately 65,000 in April 1994, The abortion rate
and STD prevalence rate have also come down in this region. NACO has
already initiated various intervention programmes in some of the North
‘Eastern states with assistance of international development organizations,
especially for the intravenous drug abusers. The Indian Council of Medical
Research (ICMR) has also taken up an active step with the support from
WHO in conducting operational research on @utreach programming in the
region. A model project, “Continum of Care Project™ on the home or
community based rehabilitation for the persons with AIDS is at work in
- Manipur which is a joined programme of Oxfam, Sharon NACO, WHO
and the Government of Manipur.

Check Your Progress II1
1. Briefly describe the situation of HIV/AIDS in Northern India.

1.5 IMPACT OF HIV/AIDS ON SOCIO - ECONOMIC
DEVELOPMENT

HIV/AIDS can affect every sector of the country, due to the special nature of
the disease and the existing socis-economic condition of the masses in our
country. In this section, we shall brleﬂy analyse tt.e impact of I-IIWAIDS on
socio-economic development.

Economic Impact

The youth are considered to be the economically™ ntive work force of any

economy. Since majority of the AIDS victit»s z1e v °th, it may in the long run
. - destroy the productive force of any country. Tris trene. has been already
observed in Africa. The killer disease thes~k'l s the ex’sing production
system. It may also prevent the ent~ ~f ncw business opportunities, since no
one would be interested te ir+est ii.an epld"m[c dominated region. This would
add further fuel irto the fire of a collapsing * SOnOoN1y. The gains made through
liberalisatisn, - . 1 market econoiny could be-badly affected if timely measures
are not takerrin timeto contain the spread of HIV/AIDS.

\
!
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Global and National

Health Impact :
Scenarin of H]\_J'MIDS

S

Another issue is the rising health expenditure, Even before the incidence Jf
HIV/AIDS ir "ndia, it was impossible to satisfy all the health care needs of
citizens in India. With the widespread prevalence of HIV/AIDS, a good
percentage of heath expenditure is spent on HIV/AIDS related programmes, at
the cost of other health problems. This would furthér weaken the existing .

. health care delivery system.

A ﬁ.lll-blown AIDS patient is susceptible to various communicable dis' ases ‘ike

Tuberculosis, Pnevmonia etc. This may also lead to the increa=. in-the
prevalence of these communicable diseases in the general population as it has
been already noted in India. All the moré, if proper measures are not taken, the
entire health care delivery system has to bear the consequences of the diseae.
For example, an ill-functioninz blood bank in a hospital, may generate many
‘innocent AIDS victims’ tllrough the blood transfusion process.

Due to the particular nature of disease, AIDS vnct1ms no more exist as
independent persons, “ut always remain dependent on the rehabiiitation
personnel or on family members.. This may create a vicious circle of
dependence i~ ociety.

1.6 THE NEED FOR INTER-SECTORAL
CO-ORDINATZON.

Havmg understood that HIV/AIDS is no longer a health problem alone, it is
important to‘have proper collaboration between different sectors. This calls for
an effective co-ordination among different Central and State Government
Departments, Educational Instituticns, Local Bodies, partnerships with Non-
Government Organizations (NGOs) and corporate bodies for preventlng and

'controllmg HIV/AIDS in India.

NACO has already taken some steps to conduct periodic meetings with various
organizations to elicit views and sensitize them on issues concerning HIV/

“AIDS. NGOs and other Private Voluntary Organizations (PVOs) have been

welcomed to participate in the programme management. NACO has also

ensured the participation of corporate sector in addressing the problem. Top

level bodies like Confederation of Indian Industries (CII), Federation of Indian
Chambers of Commerce Industry (FICCIL), ASSOCCHAM and Bengal Chamber of
Commerce and Industry have already startéd programmes in collaboration witly
NACO for the integration of HIV/AIDS/STD prevention and control activities

into their on ‘going health care, educatonal, and other social developm=nt

activities. Tata Iron and Steel Company (TISCO), Jﬂmshedpua has already

taken a lead role in integrating HIV/AIDS awareness programme in their on- -

. going family welfare programme.
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" Pasic Favts of Check Your Prbgrcss v
HIV/AIDS® : _ .
‘ 1.*  WhatAs the impact of HIV/AIDS on the health care sector in India?

P L R L

1.7 LET USSUM UP

HIV/AIDS has entered every part of the world, posing a threat to people from
all walks of life. In this unit we have discussed the global scenario of HIV/-
AIDS. We have also tried to get a picture of the problem in different regions of
the world and the associated social development problems in different countries.
1t is evident that no country in the world can deny the prevalence of HIV/AIDS
and if it denies, it affirms thg fact that there is no proper surveillance system
there. : .

A detailed analysis of the problem in India shows that how it has become a
serious public health problem in India in general and different states in
particular. Though sexual contact is the main mode of transmission in India,
other modes like intravenous drug use, biood transmission,and mother to foetus
transmission are also commonly observed NACO has initiated various
programmes to control t'is epidemic.

HIV/AIDS is not a health broblem alorie. It is also a socio-economic problem.
We have also analysed how it poses a threat to the economy and other social
institutions. Inter-sectoral co-ordination is a must in controlling this problem.-
NACO has taken a lead role in co-ordinating other Government departments,
NGQs-and corporate scctors to participate in its various programmes. However,
we have still a long way 10 go in ensuring the participation of dlﬁ‘erent agencies
to prevent and control HIV/AIDS in India.

[
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AlIDS : An acronym from the abbreviation A.1.D. S Acquired Immuno
Deficiency Syndrome :

HIV + Human Immuno Deficiency Virus
Pandemic : An epidemic over 2 wide geographical area — usually worldwide

STD : Sexually Transmitted Disease
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1.9 MODEL ANSWERS Scenario of HIV/AIDS

Check Your Progress 1 , o
1. Give a brief account of thd incidence of HIV/AIDS acr‘dlss the globe.

Irrespective of the incompleteness of the reporting of AIDS cases, the World /
Health Organization maintains a ta!y of all the cases reported to it. As per the _ :
~1991 WHO repdrt, the flumber of_.“-QTDS cases In various coul t fes per 100,000
population is in the following direction. In the Americag, Bahamas (©5.1), f
Bermuda (40.3) Cayman Islands (23.5), United States (16.3), Honduras (9.1)
and Mexico had (3.5) reported AIDS cases. Inthe Europe, Spain had highest
number of reported cases (8.7) of the AIDS and the Sweden had the lowest 1 5
.AIDS cases. The African region had the highest number of HIV/AIDS cases
reported in the world: Malawi (85.3), Ugaiida (33.5), Congo (52.5), Zimbabwe
(45.7), Tanzania (40.9) and Togo (17.6). In the Western Pacific region,
Australia (3.9) had the highest numbeér of AIDS cases and Japan had the lowest
(0.1) number of cases reported, '

L i A

- Check Your Progress I
1.~ Describe briefly the situation of HIV/AIDS in the united states.

AIDS was first reported in 1981 in the USA. It is recorded that, there were more than
2,50,000 AIDS affected persons by the end of 1992 and more than 1,70,000 had
already died.

- Gay men are the most vulnerabie groups, as majority of the AIDS cases are .
reported from this high-rick eroup. 1t is also noticed among heterosexual men

* and women. AIDS is among the three major causes of death for women and

men aged 25-49 years. 1t is one of the top 10 causes of death for children 1 to 4

years old. Hence, AIDS in now becoming a disease of families.

L R R Pt

Analysis of the number of reported cases during the course of epidemic find
thdt the cumulative number of cases doubled rapidly from 1978 to 1982. 1t has
been estimated that 1984 may have been the year with greatest number of new
infections, about 1,60,000. :

(3]

Check Your Progress. IIT _
: . ¢ - .
I Briefly describe the situation of HIV/AIDS in Northern India.

The situation of HIV/AIDS in North India shows a rising trend though the
“surveillance system in this region is not up.to the optimum level. Delhi has :
Teported 219 AIDS and [545 HIV cases ot of the 335594 blood samples o !
screened up to 31 January, 2000, while Chandigarh and Punjab reported of 331 -
(266+65) HIV and 237 (137 *+100) AIDS cases.” During this period, Uttar ' ' t
Pradesh had 1565 HIV and 234 AIDS case. Bihar, which is one of the ‘
backward states of India in many of its socio-demographie indicators, does not
have a well-established testing system, due to which less number of screemings
for HIV is done here. The total blhod samples screened accounted for 10,194 of
which only 3 cases of AIDS and 41 cases of HIV were reported from this state.
Bihar is also ill equipped to meet the menace though the state is lnunted in g

a




Basic Facts of geoaraphically high-risk region cfose to northeastern states and Nepal. The statc
HIVIAIDS also has a large number of migrant population, who work in metropolis and
"other near by states. ' :

Hirhachal Pradegh, which has got five sentinel sites, reported 150 HIV and 27
AIDS cases. Jammu & Kashmir, - 7ith thréc sentinel sites detecled 2 AIDS and
40 H1V cases. 1t may be noted that for every reported case there will be
hundreds of unreported or undiagnosed cases in the country,

Check Your Progress IV
\ , . 1. What is the impact of HIV/AIDS on the health care sector in India?

Even before the incidence of HIV/AIDS in India, it was impossible to satisfy all the
health care needs of citizens in India. With the widespread prevalence of HIV/AIDS, a
good percentage of health expenditure is spent on HIV/AIDS, related programmes, at
the cost of other health problems. This would further weaken the existing health care
delivery system. A fullblown AIDS patient is susceptible to various communicable
diseases like Tuberculesis, Pneumonia etc. This may also lead to the increase in the
prevalence of these communicable diseases in the general population as it has been
atready noted in India. '

All the more, if proper measures are not taken, the entire health care delivery
system has to bear the consequenees of the disease. For example, an ill-
functioning blood bank in a hospital, may generate many ‘innocent AIDS
victiins through the blood transfusion process. Due to the particular nature of
disease, AIDS victims no more exist as an independent person, but alhways
remain dependent on the rehabilitation personnels or on family members. This
may create a vicious circle of dependence in society. B
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. 2.0 AIMS AND OBJECTIVES

The 6bj ective of this unit is to provide you with an understanding about the
disease profile of HIV/AID S, its characteristic features, signs and symptoms. It
is aimed at dis<zminatiug the factual information about HIV/AIDS in its true

i ' T

comneptiii. Adfter reading this unit, you should be able to: -

| o Visualize the functions of immune system of the body, prior to HIV
infection and after HIV infection; '

o Understgmd the basic difference between HIV and AlDS;
! e Explain the different stages in the development of HIV infection;
o Identify the signs and symptons of # T ©

»  Torrelate between TB and HIV infection and similarly HIV infection and ty
' STDs; ' )

" @ Know how AIDS is different from other diseases.

2.1 INTRODUCTION

Inthe previous unt, you have leamt the global and national scenario of

' HIV/AIDS, and its impact on developmental issues: '

: The AIDS epidemic has cut across the conventional boundaries of nationality,
sex and age in the course of time from its specific geographic and particular

~ high risk group population to the general population. The Human Immune
Deficiency Virus (HIV), which causes AIDS, has infected millions of men,
women and children in developed as well as developing countries. AIDS is the -
‘Late’ stage of infection with a virus that takes many years to cause illné'ss. '
Although, AIDS was first recognized in USA in 198 1, the phenomenon has
occurred worldwide within a short span of time. There is no substantial -
treatment or vaccine available and this has made the communities to react and
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adopt measures, which c.n < urtail the spread and prevent any further new .

‘infections.

This unit will look at the disease-profile of HIV/AIDS, the role of immune

* system in a healthy person and in an HIV infected person and the correlation

between TB and 111V infection. Inthe unit which shall follow we discuss how HIV/

. AIDS is nol transmitied and about myths and misconceptions of 1 [IV/AIDS /

and STDs.

22 IMMUNE SYSTEM OF THE BQDY

We are familiar with the term pollution. There are various types of pollution

such as: water pollution, air pollution, sound pollution, etc. These can cause

various illness. There are several types of unseen organisms existing around us.
Very often it is difficult to detect them with our naked eyes. However, some of
these organisms can cause us health problems. It is very difficult to avoid

" many of these organisms. Very often it is not possible for us to eliminate these

organisms from the environment as contact with them is unavoidable . The air
around us is usually filled with viruses, parasites and bacteria. They are found
e.cry where on our dress, restaurant, drawing room, school, hospital, market
place etc. They live among animals, birds and plants. They are also found in
large numbers in the garbage, stagnated water, drainage etc. They also cause -
decomposition of dead plants.and animals. Many of these bacteria. are our
constant companions. They are not dangerous to our health and good living,
In fact we live in friendly relationship in the company of these bacteria which
help each other to survive. : T

-1t is important to know that most of these friendly bacteria live on the mucous:
. membranes that line our body’s natural opening. They help protect ourselves

in potentially harmful situations. It is interesting to know that most of the
body’s undesirable invaders are overcome by the natural pesticides in sweat,
saliva and tears. They are also dissolved by stomach acids, or trapped in the
sticky mucous of the nose and throat before being expelled by a sneeze or

1

“cough. Some of the viruses and bacteria can make people sick. The ones that -

can make us sick are called germs, There are many kinds of germs. They
cannot be seen through naked eyes. Sometimes these organisms which can
cause disease may enter the bloodstream of our body. I they enter the
bloodstream and tissues, they will multiply fast and start destroying, vital body
cells. In most situations, the body defeat these invaders. Thus we recover from
ordinary diseases like common cold or a flu.

Communitable and Non-Communicable Diseases

‘Some of the diseases can be passed from one person'to-another. These diseases
are called communicable diseases. Influenza, common cold and are
examples of communicable diseases. There are also non communicable
diseases. They cannot be passed from one person to another. Heart disease,
Cancer, Dabetes and Cataract are some of the examples of non-communicable
diseases. ‘ :
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AIDS is a communicable dlscase However this disease cannot be easﬂy passed ~ HIV/AIDS
on from one person to another like the common cold. ‘AIDS cannot be spread Discase Profile
through air, water or ordinary contacts. It can be spread only through certain

specific routes. We shall discuss those details in a separate chapter_ in this book.

There are at least two known ways to protect ourselves against a commumcable
disease. One sure way to protect our body from such diseases is to keep

the body free from germs. In other words, we should not allow germs to enter
our body.. The.second way to protect our bodyfrom communicable diseases is
to use our body’s own defence system against the germs which have entered our
body.

Defence System of the Body

Every human body has a defence system to protect the body from diseases. This
-defence system is known as the immune system. Our body’s immune system
helps in fighting off germs that enter our body. Our body has-several parts and
organs which are made up of small units. These units are called “celis”. There
are different types of cells in our-body. For example, there are bone cells, blood
cells, muscle cells, skin cells, ete.” in our body." If we are infected with the virus
(HIV) which causes AIDS, our immune system becomes weak. The HIV
destroys the célls that are responsible for our body’s immune system. If the cells
are destroyed, then our body will be unable to fight off germs. Therefore, if we
are infected by the AIDS virus, we become sick and die faster than any other
normal person.

Func_tioning of the Immune System

The immune system within our body functions like an army. Usually an army
consists of hundreds of thousands of persons. They keep round the clock vigil to
safeguard and protect the country. Similarly our body consists of special blood
cells. These blood cells fight off the germs that enter our body. Our body
constantly keep producing millions of blood cells. ‘These blood cells are in fact
part of our body’s tmmune system.

There are two types of Cells in our body: 1) Phagocytes and Z) Lymphacytes.
Phagocytes destroy all types of external particles entering into our blood stream.
Lymphocytes are white blood cells. They kill the germs that attack our body.
There are different types of white blood cells. Two of these types which are
important for fighting off the germs are T-cells and B-cells.

When a germ enters our body and attacks our immune system, the Phagocytes
became activated. They send signals to the T-cells. The first T-cells which are
alerted are called Helper T-cells. Although they don’t fight, they convey
emergency messages to other special cells. These special cells destroy the virus
as well as the cells within our body that the virus has infected.

The Helper T-cells also convey emergency signals to the B-cells. The B-cells
produce antibodies which fight the germis. Therefore, the Helper T-cells
function as an alarm system within our body. In the absence of this alarm
system, our body’s immune system or defence system becomes non-functional.
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fusisns Body

Wihite Bleod cefls & |

. )

-~ (A) White blood cells guard our body against diseases. {B).They fight germs that attack our body. (C) Serious illnesses make us
sick during light against germs, but finally white blood cells win. (D). If HIV enters our body, it will destroy white blood cells. (E) After

white blcod calls are attacked, our body loses all types of protection. (F) Without white blood cells d
{G) Once HIV has weakeneld us anv rlisease can take over our bedy.

__.EFISF h_._..‘.._ :

—

iseases can attack our body.
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HIV and Helper T-Cells

The HIV/AIDS virus is a unique virus. It immediately kills the Belper T-cells

- after entering our body. Therefore, the Helper T-cells are not able t~ send any
signal to other special T-cells and B-cells. ‘Thus, HIV/AIDS virus hinders our

_ immuine system from protecting our body. Once HIV has attacked our immune
system, our defence system becomes weakened. It will help the germs to take
over our body and we become sick, Since we do not have a strong immune
system to fight off the germs, day.by day our body will become weaker and
weaker gradually.- This will lead us to an early death.

People’ with HIV/AIDS vims are deprived of Helper T-cells, Therefore it is
easy for them to develop infections that people with normal Helper T-cells do
.not get. These infections take the opportunity of the weak immune system of
our body. Since our body’s alarm system does not work in the absence of the
Helper T-cells, the germs causing infections enter our body. These infections
are called “opportunistic infecfions”. Once infected with any kind of a

, disease, people with HIV/AIDS virus "will stay sick all through. They. normally
have an untlmely death.

-

Check Your Progress I

1.  What do you understand by communicabie and non-comﬁiunicable diseases?

2.3 PROFILE OF HIV/AIDS

Disense Profile

“What'is AIDS?

The first cases of AIDS were diagnosed in 1981. Some physicians in California
and Néw York ceme across unusual opportunistic infections among
homosexual men. These infections did not respond to medication. Therefore
the patients could not live longer and eventually died. These patients did , ct
show.usual conditions of illness known to Medical Science at that time, “Th s
it became evident that we have a new illness to be treated. This new disease
was nemed “Acjuired Immuno-deficiency Syndrome” (AIL .

'AQUIRED IMMUNO-DEFICIENCY SYNDROME (AIbS)

The San Francisco AIDS Foundasi-n has explained the acronym AIDS as:

A = Acquired — not born with

I = Immune — body’s defence system

D = Deficier~y — 2ot working properly

S Syndreme — a group of signs and symptoms.
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"The word acquired was chesen because the disease was neither genetically
determined nor the result of other conditions. In other words, it was acquired .
during a normal period of life. Several years lapsed between the identificatio
of the virus that caused AIDS and the first reports of AIDS cases. So '
far in all cases, the developmient of HIV in human body leading of ATDS has
proved to be fatal. - In other words they died of AIDS defining illness. ,
Therfore, AIDS is not a single disease. It is a set diseases which result from
the destruction of the body’s defence system. This destruction is done by th
Human Immunodefieicy Virus(HIV). : '

Human Immunodeficiency Virus(HIV)

HIV is a very small and fragile virus. It cannot survive outside the human,
body. Therefore, it is not a contagious disease. It cannot be passed from ¢ne
person to another easily like a common cold or flu virus, nor can it be passed
through ordinary social contacts.

HIV is a member of a group of viruses called.retroviruses. Retroviruses are
simple microscopic organisms dependent on a host for reproduction. These
microscopic organisms lack an independent metabolism. Therefore, they
cannot grow without energy and nutrients supplied by a host cell,

feverse
pol Iranscriplase
pé6s 51

host - cell antigens

8P 120 ——¢R . : N RNA (associated with p7 and-p9

C . gag {core}
P18,

Representation_ of the structure of ‘the human immunodeficiency virus

\

An HIV infected person may continue to live a perfectly normal life without
showing any physical symptoms. Such a situation is called HIV non-
Symptomatic. Once the disease progresses, the person will begin to have
different illnesses. He/she may also show certain physical symptoms. The
situation is called HIV symptomatic. The term ‘AIDS’ is used when the
disease as progressed and tne person develops one or more serious
infections or conditions. HIV was first described in 1983 in Paris. It has
had se¢eral names during its short history of less than two decades. But
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HIV has now been accepted internationally. Some people also call it the _ HIV/AIDS
“AIDS Virus”. The virus enters the Helper T-cells of the immune system. Disease Profile
In the celis, it destroys genetic material. The damage caused is permanent.

All body fluids contain Helper-T-cells. The concentration is high in blood,

semen and vaginal secretion.

HIV Carrier

Anybody who has the HIV/AIDS virus is a carrier. He/she can infect others.
Very often the person does not know that lie/she is a carrier. He/she has no
symptoms of disease and the person who infected him/her may have had no
symptoms either. A person can be a carrier unknowingly for many years
before the virus has destroyed so much of the immune system that he/she
fallsill. Some months after the infection, the body produces antibodies to
the virus. These can be detected by a special test.

Window Period

The period of time after a person becomes infected with HIV, but before
antibodies have been formed is called Window Period. This period is
usually two to three weeks and is rarely longer than three months. The virus
is present in the blood. It can be detected by an antigen test. But an antibody
test will prove negative. It may be noted that the antibodies developed
against HIV .within the body are not capable of fighting off the germs.

Incubation Period

Incubation period is the time limit between infection with HIV, and the
development of an AIDS defining condition. The exact limit of incubation
period for AIDS is not known. However, some facts are available based on
certain reported AIDS cases. These cases show that the incubation period
can be of five months in some cases. It can also be 10 years or 20 years or
even more. Thisis because HIV/AIDS virus was identified about 20 years
ago. We may be in better position to provide more accurate time period after
passing through , say another decade of fighting the HIV/AIDS virus.

The few HIV and full blown AIDS cases reported in India so far do not
provide details about the exact time of infection. Further, the testing system
within the country is neither well equipped nor adequately manned by

trained personnel competent enough to handle the cases efficiently. The HIV
infected persons in India have to face a number of hurdles before
approaching a testing centre. Even then, they are not very forthcoming, with
-a proper frame of mind to discuss and disclose facts with sincerity and
openness. Therefore, the few cases that are recorded cannot be reliably used
to predict the incubation period. '

Symptoms of HIV : - .

Signs and Symptoms of HIV infections are similar to the signs and
symptoms of many other diseases. The'| presence of certain signs and
symptoms do not necessarily indicate HIV infection in a patient. Therefore,
if the symptoms continue in a patient for a longer period say, about a month
he/she should seek medical attention, One may neced a pre-test counselling
and opt for an HIV test. Usually most people have a prolonged period

33

T AT T T T




Basic Facts of without illness after the infection with HIV/AIDS virus. In such people,
HIV/AIDS - AIDS may develop after several years of their exposure to the virus.

S Analysis of AIDS cases from around the world indicate that about fifty per
cent of HIV infected people develop AIDS within about ten ygars of -
infection, There are several types of illness that the HIV/AID virus can

‘develop in-a person. These illness will eventually result,’m the’ He\zeIOpment
of full-blown AIDS. Some of the signs and symptom® Ls i -+i3g noticed
among the HIV infected are: .

e . Loss of about ten per cent of weight;

. Cllronlc diarrhoea and vomiting;

. Prolonge'l fever w1thout an 1dent1ﬁable source;
. Development of pneumoma

. Development of certam types of Cancer;
. Abnomlahtles w1th skin, glands and eyes;

. Acute transient iliness with fever, nuscle aches, headaches rash or sore
throat;

_'- ' ﬁaperience of‘ l‘atigue and -m—alaise'
. Lymph nodes may often enlarge around the time of Sero-Conversion i.e
the point whe. e aﬂtlbOdIB“ “gainst HIV are produced for the first time;
v Development or oral, anal and pemle ulcers and herpes zoster,
. Gastfdlnfenlinal symptoms ‘ncluding nadeea;
. .C_oughiné or '_sho-rtness- of brealh and seizurés and;

. Loss of norr. -1 thought process caused by brain infections; '

The advanced stage of HIV infection is AIDS. The symptoms of AIDS will
differ from person to person. It will depend on the 1mmunodeﬁcnency of the

* individual. Most of the health problems faced by AIDS patients are caused by
opportunistic infections. Evefy part of an AIDS patient can be affected by one
or another opportunistic infection. .

Check Your Progress I

1.  Briefly describe the “Window Periodl-’L
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2.4 STAGES OF-HIV/AIDS DEVELOPMENT

1) Initial mfect10n or Wmdow penod;-

\_9/ ‘Sero conversion illness;
3) . Asymptomatic phase (initial HIV infection),
4)  Intermediate stage; :

'5)  Stageof ADSand

6)  Terminal stage

N

i) Imtlal Infection .

/f-IIV enters the human body elther through a breach in the mucous membrane-
dyring sexual activities (sexual) or through of blood or tissue (blood). Mother-

HIV. replication in the cell

CD4+ T ymptocyte - {é;
Budding

Pr “ein processing
gnd virus assembly
oy _.

Double-stranded

, : previral DNA Y B
/%\,\ HIV coat
/ ' proteins ’
- 1 -
Heverse % =
transcriptase \ M a
\Jranscribes
T \yiral RNA HIV mRNA®

. Coatprotein® -~ -
- glycosylation

T -

Inhibit binding to CD4: Soluble CD4 (no longer in cllmcal tnal)

2. . Inhibit reverse transcriptase enzyme: Zidovudine (AZT), didanosine (ddl)
. zalcitabine (ddC), lamivudine (3TC), stavudiine {d4T), foscamet, non- nucle051de
. reverse transcriptase inhibitors (e.g., ne_uxrapme)l :

3. Terminate DNA chain synthesis: Zidovudine, didah@sine, zalcitabine. .

Block virus assembly and buddine: Interferons. _

5. Inhibit' maturation of virion core proteins: Protease iphibitors (e.g.,
saquinavir). n

-
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to child transmission is the third route. The virus enters the body through a

- breach in the mucous membrane. It attacks to the CD4 fymphocytes present

below the mucous membrane. From there the virus is transmitted to the
regional lymphnodes and then into blood stream. From the blood stream the
virus spread to all the organs. It takes 48 hrs for the virus to spread to the
blood from the lymphnodes. During this period the patient is highly infectious.
He is totally asymptomatic. During this period the body does not produce
sufficient antibodies to the ELISA test which can detect the presence of the

wvirus . During this period the conventional tests for the virus (ELISA) will

show negative results. Hence, it is also called as the “Window period”.

i) Sero Converting Illness

After a period of 6-8 weeks, a patient may experience a mild fever. At thss
time the p...ient’s blood becomes positive (ELISA). His body has starte.”
producing antibodies. This period [asts for two to three days. There s -

_decline in the CD4 cells. From a normal of >1000 cells it may drop to - -

cells. Apart from feve- a patient may experience body pains, skin rash
paralysis of nerves. After 3-4 days the patient becomes normal. His CD-
counts which had dropped drastically will come up but they will not be normal.

r

m)l Asymptomatic Phase.

Dunng this phase the patient is totally asymptomatic. He has no sympu,

signs. His ELISA test is posttive. If CD4 counts are measured over this .z,
it shows a steady decline. This period may last for 5-10 years and even more in
certain exceptlonal cases. In our country it may last for 3-7 years. The (7

count varies between 1000 — 500 cells / mm’

iv). Intermediate Phase
During this phase the patient may becomes symptomatic once again. The .

_count falls between 200 — 500 \ mm®. Patient may manifest minor skin

infections and may take a longer time to regover fropm other illnesses.
' ' -/
v) Stage of AIDS
1t is the late stage of HIV infection. Patlent is found with opportunistic

infections. The CD4 count is <200\ mm® during this stage. The list of
.opportunistic infection is given in the table 2.1 at Appendix I of this unit

vi)  Terminal Stage

This is the stage when the CD4 count falls < 50 cells. The patient do no
Tespond to-the antiretroviral therapy and have more serious infection. A
these 6 stages of HIV/AIDS disease are largely-based on North America:.
European experience. Apart from the Centres for Disease Centrol’s (C
Staging, NACO has come out with its own staging system for patients 1

. HIV\AIDS in India. This classification is based on local experience. Th.

stages are:

-Asymptomatic Sfage - - | 1 j

In this stage of HIV/AIDS disease no symptom
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Symptomatic Stage ) ' ' HIV/AIDS

Discase Profil

During this stage minor signs and symptoms are visible,

Terminal AIDS Stage

During this stage the HIV infected peson succumb to full-blown AIDS with fnajor
and minor signs and symptoms due to an arry of opportunistic infections.

Eull ~blown AIDS

By the time an infected person reaches the fourth stage, his/her immune system
collapses. The patient is now faced with major life-threatening infection;
Pneumonia gaused by the parasitic pneunocystis carinic is common, A type of
cancer affectinf the skin called Kapozi’s Sarcoma is also common in many
-patients, These symptoms have been found among most patients in United
States” In certain parts of Africa; a wasting conditiov; called “slim disease’
linked to persistent diarrhoea is common, Fhe p".dent usually becomes thin and
grossly fatigued. Very often the patient also Su“%rs from multiple infections like
herps and tuberculosis. Full-blown AIDS seems to be fatal. Some patients with
regular medication, exercise and care have liv=d longer. However, they survive
for not more than three or four years. Experience in India shows that most )
patients diagnosed witlr full-blown AIDS die within less than six months of the
diagnoses. In exceptional cases; somie have survived for one to two years.

AIDS ]jemehfia

"The HIV/AIDS virus may pass through the biood brain barrier, which normally
“filters out” substances in the blood: This can destroy certain brain cells.
Destruction to brain cells brings about symptoms ranging from mild confusion,
memory loss, deteriorating thought processes; inappropriate behaviour,
personality change, premature senility and incontinence, During this stage, a

. patient will require complete care and support. In most of the full-blown AIDS
cases, patients are found to be suffering from illnesses tnvolving the brain or
nervous system. AIDS dementia appears to result not from opportunistic
infection, but from the action of the virus itself :

2.5 HIV INFECTION, TUBERCULOSIS (TB)
AND STDs . | :

An alarming factor in the AIDS epidemiic is the increasing link between HIV
infection and tuberculosis. It is well documented that one of the several
opportunistic organisms that can attack people with HIV infection is -
Mycobacterium tuberculosis — the bacterium that causes tuberculos{is (TB).
This bacterium, though present in the body is not able to do any damage in
healthy individuals enjoying a normal immune system. In people infected with
HIV, however, tuberculosis becomes active when the immune system breaks

down and spreads to various parts of the body. The person becomes contagious
to others. '

Tuberculosis is endemic and flourishes where there is poverty, inadequate health
care facilities, mainutrition and over crowding. There is a parallel epidemic of
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_ Test is considered as positive if the reaction is more than 10 mm. In HIV

TH occurnng due 1o the AIDS pandenue m sub-Saharan Africa and Suulh Last
Asia  WHO) esumates that more than even milhon people, 98 per cent of
whom are in the developing world are co-infected with HEV and TB In many
countries such as U'vanda, Zambia, Rwanda and Malawi the reported number uf

“TB cases. have more than doubled during the late 19805 This was primarily

attributable to HIV' AIDS is reviving an old problem in dev cloped couniries
e ¢ in the United States of America, where lhcru}\\as sudden increase in multi-

drug resistant wiberculosis cases {(MDR-TB)
wl

In South East Asia, high ites ul acquired drug resistance of up o 35 per cent

“and 46 per cent, have been Ju=umented in India and Nepal respectively  n yhas

region, TH. exists as a latent ‘nfection in nearly ene-half of the adult pnpulanon i
There are data to show that 40- 00 per cent off AIDS patients in India, Myanmar,

\
‘Nepal and Thailand have TB, mdlcaunL. that TB is the most common hie-

thn.at:.an opponunnuc infection agsociated with HIV
Sy .
Wllh a high prc\alcnce of TB infection in Tidea, thu pmhlun of HIV ;‘TB co- .
infection is likel to pose a major challenie it near fiture. . The deadly duo of-
HIV and TB may thus mean an, additianal drain on meager health resources.
Thercfore, the need of the hour is to’ strenuthe » the existing NTCP (National Tl
‘ontrok Pro!,rammcr} and to ensure that all pauenls d:aancd with TB are

- treated effectively.

tr

TB that appears in HIV infected patients-is lm]e different from the TB that

-appears in non HIV infected patients. In non HIV infected patients T mainly

involves the lungs (pulmonary TB). In the lungs it usually involves a single -
portion and it is.usually the upper portion (upper lobe tuberculosis). In patient:
who are HIV positive other parts of the body (extra pulmonary TB) are more .
involved than the lungs. 1t may commonly involve the lymphnodes. In
advanced diseasé many organs of the patient may be infected with TB (miliary
or disseminated TB). In the west TB is seen in the stagze of AIDS whereas in

-developing countries it is seen in all stages of HIV infection. 1f a person is.

infected with the TB bacilli he/she will develop -an allergic reaction. This can
be'tested by a skin test known as Mantoux Test. Ina normal person Mantoux

v
infected patients if the mantoux reaction is >5 mm, person is considered as
mantoux posmve

The treatment of TB is the same between HIV and non-HIV infected panents
Patients need to be monitored to see that the bacilli have been eradicated. It
may be difficult to eradicate the bacilli in HIV mfected patients. Patients may
need a longer time to eradicate it. Patients with HIV. may also have diarrhoea
and malabsorpnon They may riot absorb the drugs. Hence, they may have

- _inadequate treatment and develop drug resistance. This aspect also has to be

kept in mind. Giving certain drugs can prevent TB.in HIV infected patlents
This has not yet been accepted in our county.

HIV lnfectlon and STDs
Sexually Trarsmitted Dlseases (STDs) are diseases that are usually spread

dunng sexull activities: Details of STDs are discussed in Block I of the
‘Eiective courses on HIV/AIDS. The relatlonsh1p between STD and HIV,
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infection is many fold. STD and HIV inféction are associated with the same
risk behaviours, i.e. unprotected sexual intercourse (sexual activities) with
multiple partners. The predominant mode of transmission of both HIV
infection and STDs is sexual, There are other routes of transmission for both
which include blood, blood products, donated organs or tissues and through an
* infected woman to her foetus or newborn infant. Thus, the same measures that
- prevent STD also prevent sexual transmission of HIV infection.

The presence of STD, has been found to facilitate the acquisition and
transmission of HIV infection. There are some STDs that cause genital uicers,
such as syphilis;-chancroid and herpes and these can increase the risk for HIV
transmission up to ten folds. Other STDs causing discharge, are gonorrhea, -
chlamydial infection and tricomoniasis. The rate of transmission is upto four
fold. As a result, early diagnosis and effective treatment 6f STD can contribute
‘significantly to a reduction in HIV transmission. Many of the measures for

. preventing the sexual transmission of HIV and STD are the same, as are the
target audiences for these interventions. STD clinical services are an important
‘access point for persons at high risk for both HIV and STD, not only for
diagnosis and treatment but also for education and counselling on prevention,

Increasing evidence suggests that there is increased severity of manifestations
of STD and reduced response to conventional therapeutic regimens in HIV
_infected persons. Trends in STD incidence and its prevalence are easier to
monitor than trends in HIV seroprevalence, and are therefore valuable for
determining the impact of HIV/AIDS control programmes. STDs are very
" common in urban areas of the country. The killer virus HIV too has succeeded-
1 entering from high-risk group population in urban areas to general population

of urban, rural and tribal communities. Both STDs and HIV can be prevented
through behavioural changes.

> EE:;J g_z@% Disunsu/l'mfile
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- Finally, the prognosis for people infected with the virus is bleak. There 15

- incurable and fatal disease. Successful prevention strategies, emphasizing on

Why is AIDS different from other dis¢ases? -

One of the crucial points that has been made about the HIV/AIDS epidemic is
that it is different from most other epidemics and diseases. It requires a much
different and broader response-one that goes beyond the health sector. There
are various factors that make it different from other diseases.

The first and the foremost factor that is unafque about HIV/AIDS (from the rest -
of other diseases) is its ;tate or condition where the immune system of an '
individual is totzlly destroyed The HIV/AIDS person fal[s prey to a number of
opportunistic infections, especially, Tuberculosis. This virus is spread through
specific risk behaviovrs that - re mostly within the realm of private life. This
has already been discussed i various units provided to you. The most common
mode of HIV transmission is unprotected sextand a sexual activity with :
multiple partners-one that is intimate and private and not open to public debate. '
Behaviour modification is one of the several ways one can think to reduce the -
progression of disease in near future. . ¢

Unlike other diseases, AIDS retains a long period of “invisibility” with
opportunistic infections appearing years later. It takes between 5 to 10 years or
even longer between the initial infection and the onset of clinical symptoms of
AIDS. Persons who are infected may have many years of productive normal .
life; However, the danger is that most people are unaware that they are infected :
with the virus and can continue to spread it to others. - ' ;

L3

The epidemic’s visible and less-visible consequences pose an urgent and
massive threat to development. Deteriorating child survival, reduced life

expectancy, increasing number of orphans and loss of the most productive’ :
section of working population are some of the commonly seen consequences. i

neither a vaccine against HIV nor effective medical cure for HIV infection.
Treatment options are prohibitively expensive, -HIV/AIDS is essentially an
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behaviour modification and healthy lifestyle practices can curtail the spread of
HIV/AIDS.

]

Check Yotir Progress X1 .
1. — Write a short note on "Full blown AIDS". . -

................................................................................................................
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2.6 LET US SUM UP ' o Disoies Pratite

~ In this'unit you have learnt about the disease profile of HIV/AIDS. We saw

how HIV is different from AIDQS conceptually and in general, how both the

terms are used interchangeably or together to mean the subject. This

introduction to the various congepts of HIV/AIDS has been primarily aimed to

help you to understand the true profile of the disease and to provide you with

the accurate information on HIV/AIDS when lot of misconceptions are wide /
spread among common people.

You also read about the different stages of HIV/AIDS development and their
signs’and symptoms associated with each stage. You cime to know about how
TB and HIV infections are correlated, especially in 2 country like India. TB 1§
endemic among the population and its significant role, as a potential
opportunistic infection at the terminal stage of HIV/AIDS development is

* certainly a concern for all. :

Similarly, you were introduced to anotheér significant issue, namely, the relation
between HIV infection and other STD’s. This was very significant because
‘both HIV infection and- STDs’ route of transmission are predominantly through
sexual exposure. The presence of STD has been found to facilitate the
acquisition and transmission,of HIV infection. As a result, early diagnosis and
effective treatment of STD can contribute significantly to a reductlon in I-I[V
transmlssmn :

2.7 KEY WORDS

AINS : An acronym from the abbreviation A.1.D.S. Acquired
-~ Immuno Deficiency Syndrome.

Antibodies - : Substances produced by white blood cells in response to
antigens. They fight off bacteria, viruses and others
organisms, which attack our bodies and cause disease.
In the case of HIV, antibodies produced by the body are
not effective in neutralising the virus.

. Antigen & Any substance thit the body regards as foreign and
- against which it produces an antibody. Viruses, bacteria
and fungi are regarded by the body as antigens.
. c

-CD4 Cell : A type of lymphocyte crucial to the normal function of
: . the immune system. Also known as T4 cells, CD4 + .
lymphocytes and T-helper lymphocytes; they are the
principal target cell for HIV infection.

DNA ' : De-oxy-ribonucleic acid, the nucleoprotein of
' chromosomes,
Endemic "+ Itrefers to the constant presence of a disease or

infection agent with'n a given geographic area or
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Basic Facts of ‘ o , populat-ion group, without importation from outside.
HIWMPS ' - For instance, common cold is endemic because
" somebody always has one.

The “0nusval’ ‘occurrence of a disease in a community

or region clearly in excess of expected occurrence’. For '
instance, in the US, a disease such as Cholera is not
normally present in the population. Therefore, even few
cases of Cholera would constitute a “potential”

epidemic in US. But in India, cholera is always present
in some population subgroups (endemig situation).

" Epidemic

HIV ¢ Human Immune Deficiency Virus. . -

Incubation Period : The time between infection with a disease causing
organism and the onset of the visible signs and
© : symptoms of the disease.

Lymphocytes - : A class of white blood cells responsible for regulation
‘ ' - of the immune system: . Divided into B-cells (which
produce antibodies) and T-cells.

" Opportunistic Infectlons Organisms, which cause infection in 1nd1v1duals
thh an impaired immune system.

Pandemic ¢ Anepidemic over a wide geographic area, usualfy
: worldwide. AIDS is said to be pandemic.

Pathogen - ‘ + A living microorganism or virus capable of producmg a
- disease.

PGL. . : Per51stently enlarged lymph glands. )

! _—

Retrovirus—— : Retroviruses are a class of viruses charactenzed by their
ability to convert RNA to DNA during replication.in the
host cell.

RNA - & Ribonuclei Acid Genetic material inside a cell.

STD Lo : Sexually Transmltted (Transm‘wsﬂ)le) Disease. Any

disease which may be passed on sexually.

o Vaccine A substance that contains antigen of an organism. In
: ' the vaccinated person, it stimulates active immunity and
future protection against infection by that organism..

_Virus ' '+ An extremely small organism visible only through an
electron microscope. " Viruses cause a wide variety of
diseases in humans. They do not respond to treatment

. with antibiotics.

Window period . The period® oi'tume when a person may be infected with
C HIV bur before antibodies has been formed. This
period.is usually two or three wecks and is rarely longer
than three months. '

B




2.8 MODEL ANSWERS _

Check Your Progress | ,
1. What do your understand by communicable and non commumcab]e diseases?
Commumcable and Non Communicable Diseases

Some of the diseases can be passed fro. - one person to another. These diseases -
are called communicable diseases. Influenza, Common Cold and Chickenpox
are-examples of communicable diseases. There are also non communiéable
diseases. They cannot be passed from one person to another. Heart disease,
cancer, diabetes and cataract are some of the examples of non commumcable
diseases. _ '

-~ —— ' I
AIDS is a communicable disease. However, thls disease cannot be easily
passed on from one person to another like the common cold. AIDS éannot be
spread through air, water or ordinary contacts. It can be spread only through
-certain specific routes We shall discuss those details in a separate chapter in
this book :

" There are at least two known ways to protect ourselves against a commumcable
disease: Qne sure way to protect our body from such diseases is to keep the
body free from germs. In other words, we should not allow germs to enter our
body. The second way to protect our body From communicable diseases is to

‘use our body’s own defence system against the germs which have entered our
body. S

' Check Your Progress I L ;

1. " Briefly describe "Wmdow penod"

“‘Window Penod

The period of time after 2 person becomes infected with HIV, but before
antibodies have been formed is called Window Period. This period is usually
two 10 three weeks and is rarely longer than three months. The virus is present
. in the blood. It can be detected by a an antigen test. But antibody test will
. prove negative. It may be noted that the antibodies developed against HIV
within the body are not capable of ﬁghtmo off the germs.

* Check Your Progress 111

1. Write a short nole on "Full biown AIDS"

By the timean infected person reaches the fourth stage his/her immune system

collapses. The’ patrent is now faced.with major life-threatening infection.’

Pneumonia caused by the parasitic pneunocystis carinic is common. A. type of-

cancer. affecting the skin called Kapozi’s Sarcoma is also common in many
! patients. These symptoms have been found among miost patients in United
-States: In certain- parts of Africa, a wasting condition called “slim disease’
linked to persistent diarrhoea, is common. The patient usually becomes thin
and grossly fatigued. Very often the patient also suffers from multiple /
.iafections like herps and tuberculosis, Full-blown AIDS seems to be fatal.
-Some patients with regular medlcatlon exercise and care have lived longer.
. However, they survive for not more.than three or four years. -Experiencein
:India shows that most patients diagnosed with full- blown AIDS die within less
 than six months of the diagnosis. In exceptional cases, some have survived for

lone to two years.

. fl|IV!AIDS
Disgase Profile

43

RELRNITERT

TILT AETY




‘Basic Facls of
HIV/AIDS

2.9 APPENDIX

Appendix I

_ _Table 2.1
CLINICAL CATEGORIES OF HIV INF_ECTION'

Category A: Consists of one or more of the conditions listed below in an

_+ adolescent or adult (> 13 years) with documented HIV infection.

Conditions listed in categories B and C must not have occurred.
Asymptomatic HIV infection. “

Persistent generalized lymphadenopathy.

Acute (pnmary) HIV infection with accompanymg illness or history of acute
HIV mfectlon

Catcgory B: Consists of symptomatic conditions in an HIV-infecicd
adolescent or adult that are not included among conditions listed in clinical

-category C and that meet at least one of the following criteria: (1) The

conditions are attributed to HIV infection or are indicative of a defect in cell-
mediated immunity: or (2) the conditions are considered by physicians to have

clinical course or to require management that is complicated oy HIV infection.

Examples include, but are not limited to, the following:

Bacillary angiomatosis; '

Candidiasis, oropharyngeal (thrush);

Camdidiasis vulvovaginal; persistent, frequent; or poorly responsive to

* therapy.

Cervical dysplasm (moderate or severe) / cervical carcinoma-in situ;
Constitutional symptoms, such as fever (38.50C) or diarrhoea lasting >1

~month; . -

Hairy leukoplakia,oral Herpes zoster (shingles), involving at 1east two dtstmct
episodes or more than one dermatome;

Idiopathic thrombocytOpemc purpura;

Listeriosis;

Pelvic inflammatory dlsease partlcularlv if complicated by tuboovarian
abscess and;

Peripheral neuropathy;

Category C: Conditions listed in the AIDS surveillance case definition;
Candidiasis of bronchi, trachea, or lungs;

. Candidiasis, esophageal;
Cervical cancer, invasive;
.Coccidioidomycosis, disseminated or extrapulmonary;

Cryptococcosis, extrapulmonary;
Cryptoporidiosis, chronic intestinal (>1 month’s duration);
Cytomegalovirus disease (other than liver, spleen, or nodes);

.Cytomegalovirus retinitis (with loss of vision);

Encephalopathy, Hiv-related;
simplex : chronic ulcer(s) (>1 month’s duration); or bronchitis,

 Pneumonia, or esophagitis;
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" Histoplasmosis, disseminated or extrapulmonary ; , _ HIV/AIDS
.. . . . » . N\ Discase Profile

Isoporiasis, chronic interstinal (> 1 month’s duration);

Kaposi’s sarcoma; -

Lymphoma, Burkitt’s (or equwalent term)

Lymphoma, primary, of brain;

Mycobacterium avium complex or M. Kansasii,: Disseminated of

extrapulmonary; -

Mycobacterium tuberculosis, any site (pulmonary or extrapulmonary);

Mycobacterium, other species or unidentified sepcies, dlssemmated or

extrapulmonaw, _

Pneumocystis carinii pneumonia; : )

Pnemonia, recurrent;

Progressive multifocal leukoencephalopathy;

Pnemohia, recurrent;

Progressive multifocal leukoencephalopathy;

Salmonella septicemia, recurrent;

Toxoplasmosis of brainvand; : :

Wasting syndrome due to HIV, e

Salmonella septicemia, recurrent;

Toxoplasmosis of brain and;

Wasting syndrome due to HIV., ,
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UNIT 3 MISCON CEPTIONS OF H_IV/AIDS/S:I‘DS
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3.0 AIMS AND OBJECTIVES

The objective of this unit is to provide you with accurate information about
how HIV/AIDS is not transmitted. Though the mode of HIV transmission are _

. the same, namely, sexual, blood contact and perinatal, predominance of a

particular route of transmission depen Is upon the personal and social risk -
behaviours in different areas of the world. This influences the relative

. frequency of these three modes of spread.” Along with the fundamental facts

about HIV/AIDS, there exist ¢ertain misconceptions and beliefs, which have
taken deep-roots within our society. Such ideas and beliefs hgve t- make way
for more scientific and appropriate mformatlon for the people to understand the

" -real dynamics of HIV/AIDS.

After readmg this unit, you should be able to:

Identlfy misconceptions related. to transmission;
Know the misconception pertaining to traditiorial and cultural practices
Explain various misconceptions regarding IEC; and

Understand the misconiceptions prevailing on treatment, care and
rehabilitation of HIV/AIDS patients.

3.1 INTRODUCTION

The common belief that ATDS is “some one else disease” is an universal -
phenomenon. In the previous units you have been taught about ine disease:
profile of I-HV/AIDS in detail that includes its modes of transmission, signs and
symptoms and the various stages of HIV/AIDS development. All this
information helps you to understand the isspe betier Within the context of
prevailing myths and misconceptions, which has actually taken deep-roots in
our society.
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This unit on mlsconceptlons of HIV/AIDS helps you to clear your doubts,
anx1ety, fear etc. by providing you with scientific information. This information
is necessary to help prevent persons with HIV/AIDS, together with their
families-from. social dlscnmmauon rejecf on and ostracization in a comm ity
living. Given the magnitude of the problem, it is necessary for you to always
ask, why talk about-AIDS? Why not other diseases? Also, what is the factor
that makes AIDS a‘pandemic dlsease'? '

Why 'AIDS And Not Other Disease

In countries with limited resources, people will always ask, why AIDS? Why
‘not spend on more widespread and older diseases such as Malaria? Peter Piot,
the present Executive Director of UNAIDS says, ATDS is special. Other
epidemics are self-limiting, but AIDS continues to increase. In the first three
"years the number of people living with AIDS has doubled to 30 million
worldwide. '

In a malaria epidemic public hea]th measures such as water treatment for larva
control can be used to control the disease. What measures can be applied to the
way AIDS spreads, which is mainly thlough sex?. Besides if HIV killed a .
‘person in a week, or a month instead of after years of a symptomatlc exxstence
there’d have been a greater urgency to fight - it.

AIDS is doubl}r dlsastrous because the most sexually active years of a person is

‘also the most’ economically productive years. Moreover AIDS doesn’t die out.
with the person it has killed, but is passed into their farilies by the infection
of their spouse as well as to their-babies. Finally AIDS is unlike most
communicable diseases, which affect largely the poor, affects all sections of
the society, - :

Do we Indians need to bother about I-IIV/A]DS‘? AIDS has entered Indian
society with disastrous ‘implications for lakhs of people living in niral, urban,
and tribal communitiés. Thousands of Indians will die of AIDS ‘during the
dawn of this millennium. The tragedies of AIDS in the worst affected countries
of Africa and the West is set to repeat itself in India in the next few years,
‘Hundreds of full- blown AIDS cases have-already been- reported in the country
and thousands are found to be carrying the HIV. However, for orie or the other
reason; the Indjan pubho is yet to realize the seriousness oﬁhe situation. The
reported.case of HIV/AIDS infected person in India clearly show that HIV/
AIDS has not. spared any class, community, religion, group, profession,
qualification, age or sex. Is this fear exaggerated'? Given the high moral status
and lack of promiscuity among the Indians, as claimed by Indians, from every
walk of life, won’t India escape form such a tragedy‘»‘ '

Therefore, to f'mcl solutions to unmemorable question pertaining to HIV/AIDS
you have to understand the dynamics of the disease profile in its true sense,
there by, unfoldmg the myths and misconception.related to BIV/AIDS. The
general opinion about HIV/ATDS disease that it is a disease of West and we ]
Indians are safe from such infections, only tell about our ignora  regarding
its growmg threat to the huma.nkmd

Misconceptions of
HIV/AIDS/STDs
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How HIV is not transmitted

HIV is a fragile virus outside the body. Heat, ordinary soap and water,
household bleach, Lysol and chlorine (bleaching powder) can kill HIV:
Surgical instruments may be easily sterilized. Refusal of an'Endoscopy
procedure to HIV positive patients on the grounds that an endoscope cannot be
re-used, because methods to strealise do not exist, is therefore incorrect.

HIV does not spread like a cold and is therefore relatively difficult to catch.
Not one case has been reported of HIV being transmitted by contact with air,
tears, sweat, shaking hands, hugging, coughing, sneezing, using swimming
pools, toilet seats, sharing towels, bed linen, utensils, being bitten by
mosquitoes or other animals, or any other form of everyday contact. Saliva,
uncontaminated by blood, has not been implicated as a mechanism of
transmission.

It is practically impossible to contract HIV while giving medical/nursing care
to HIV patients. Thus medical staff and family members of HIV positive

persons have nothing to fear, although a few universal or routine precautions

have to be observed.

Consequently, it is unscientific and unethical to quarantine HIV positive
persons as was done to a patient in Goa in 1989; or to refuse hospital
admission to HIV infected patients as was ordered by several hospitals in
Delhi in Feb*90 for several months; or to dismiss an HIV positive person
from his/her job as was done in Goa in 1989.

PR T St

32 MYTHS AND MISCONCEPTIONS RELATED
TO TRANSMISSION OF HIV/AIDS/STDs

The broad introduction on myths and misconceptions of HIV/AIDS/STDs
deals effectively with the inaccurate information, which is quite -often-beheved
and passed on without the authenticity of the source. In this light, you have to,
forus on the various routine activities that are done with the anticipation of
getting infected by HIV/AIDS person out of shear fear, ignorance, anxiety etc.

Handshake (shaking hand)

. The chances of getting infection through a ‘shake hand’ is minimal, as long as

the skin is-intact without any breaks because in adults the virus is mainly
transmitted through the transfer of blood or sexual fluids. Since there is no
contatt of blood or sexual fluids during a casual shake hand, there are no risks
involved. Sharing the same telephone with other people in your office or
working side by side in a crowded factory with other infected persons and

even sharing the same cup of tea, cannot transmit the infection. These acts will "}

riot expose a person to the risk of contracting the infection. Being in contact
with the sweat will not transmit the infection. Extensive tests have failed to

_ detect HIV in sweat.




l, '|l '_

A cut on the skin can act as a portal or entry point for the vi:. s to enter the ' Misconceptions of .
body. People aving cuts or a skin condition called eczema should be ' HIV/AIDS/STDs
extremely careful. Eczema has many small cuts. If these cuts were to get '

contaminated with HIV infected secretions.from an HIV infected patient then

another person can get infected. To prevent this route of acquiring the infection

a person should cover the wound with a waterproof dressing. While handling

HIV infected or other patients they should wear gloves. .

Shariﬁg a Toilet / Batbr om ete, : i

* The chances of getting infection through the toilet seat are very remote. For
this to happen there woul¢" have to be fresh infected blood on the toilet seat in
contact with breaks in the skin or genitalia of the next user, Proper and clean -
use of the t'oiletl can prevent this. '

Sharing a Toothbrush (Contact- with Saliva )

Saliva contains HIV virus in minute amounts. Saliva also contains an enzyme
that inhibits the growth of the virus” A small amount of saliva is highly
unlikely to transmit the virus, It has been shown that sharing of a toothbrush or
a towel is unlikely to spread the virus. Antiseptics present in the toothpaste kill
the virus. Till date only one report of a human bite transmitting the infection
has been recorded and it occurred in a child.

Is HIV Present in Sweat? o '

Although HIV can be found in many bedy fluids, extensive tests have failed to
detect'HIV in sweat. -

: . 1|

' Kissing / Embracing- -

o
There is no harm in kissing, embracing or éaressing an infected person ¢
provided it is a normal dry kiss or a gentle hold. Risk from a dry kiss is almost
zero. Moreover the number of infected persons in general population I low
and the risk of catching HIV-from kissing someone on the lips or embr« ‘ng an
inf‘écted_ person is almost nil. However, the western practice of kissing (French
kiss) where tongue and saliva enter another persons mouth carries higher risk,
especially if one person has sores in the mouth, cracked lips or bleeding gums.
So far, we have come across only one such cdse of ‘mouth to mouth® spread.

Aré ContactHSports Safe?

-For somebody to get infected through contact sports, blood from an infected
player’s body would have to be rubbed intq a wouns of an uninfected player,
This is extremely unlikely. o :

Swimming Pool/Ponds are Safe

The only way you could possibly catch HIV at a éwimmjng pool or a po .4
would be if someone carrying the virus gets injured due to an abrasion caused
by a hard surface and left a puddle of blood, which you stepped in, causing an
injury, on the same surface. Even if you pour ten fresh pints of bloo¢ ful’. of
HIV virus into a swimming pool, the chances of getting the infection is nil.
This is because even with such quantity the dilvtion will be enormoys.
Therefore you cannot get infected from a swimming pool.

49
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Circumcision

There is currently no evidence linking female circumcision as a risk factor to
HIV infection: The society for women and AIDS in Africa (SWAA) reports
that in areas where this practice is still carried out, the prevalence of HIV is
low. This would reflect the fact that HIV was introduced relatively recently
‘nto these areas or it could reflect the traditional restriction on the

number of sexual partners in the societies concerned. However any method of
sex which involves bleeding increases the risk of HIV infections and some
form of female genital excision, particularly infibulations, can lead to
extensive bleeding during initial intercourse. Therefore a female who has
undergorne circumcision is at a greater risk of getting infected if bleeding -
takes place during initial intercourse with an infected partner.

There is some evidence that uncircumgcised men are more likely than
circumcised men to contract and transmit HIV and other STD*s. Researchers
suspect that the increased risk from being uncircumeised may stem from the
fact that foreskin traps vaginal fluid where provides a larger surface area for
uptake of the virus, and may be more susceptible to microscopic tears during
sexual intercourse.. In addition, minor inflammatory conditions are more
common in uncircumcised m=n. Uncirc:meised men 1:ay not recognize many

STD’s prevalent among them .

_ Can One Get HIV on Being Rapid?

Yes, it is possible. The risk can be higher becauss the violenée used can make
abrasions and bieeding more likely, creating entry points for the Virus.
Therefore, if one.of the partners is infected, the chances of HIV infection is far
greater. : ' __

Can One Get HIV by Giving Blood? . .

No. Some people are afraid and are staying away from this noble cause to
donate blood. In order to make up and fill the growing demand for blood
everyday, there is an urgent need to go for voluntary blood donation, There is
no risk for the donor at all, so long as all the needles are sterile. Moreover you
have every nght to demand for the safety measures required while donating
blood: Any healthy individual between the ages of 18-60 years weighing more
than 45 Kgs can donate blood. Blood can be donated 3-4 times in a year
(interval of 12 weeks between each donation)

Can One Get -HIV by Receiving Blood? -- "

The sfficacy of transmission through infected blood is very high-90 to 95 per
cent, but transmission through this route is responsible for only about 5 per
cent of the global infection. The chances of infection through donated blood
donation is almost completely eliminated from the developed countries, due to
routine testing of blood donors, coupled with the voluntary exclusion from
blood donation by persons practicing high risk behaviours. It is a problerz
mainly in under developed countries where professional blood donation

continue to exist.- -

" “In-developing countries, facilities for testing of blood products may not be

%, rags avarable. In such circumstances, OF in emergency, blood from
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voluntary dénor.is much safer than that from professional dono. - ' " Misconceptions of

Seropositivity is observed to be 17 times higher among professmnal donors, as . -mv"A.]DS"STDk
_ compared to voluntary donors. This is because professional donors are in

general more-frequently involved in the risk behaviours. In order to ensure that -

‘the blood received is 100 per cent safe from HIV and other STD inections,

one should receive blood from accredited blood banks only and always ensure

that the blood is screened for HIV and a proof of which is indicated through a -

label /° stlcker saying “HIV screened blood” is prommently marked.

Safer Sex

There is still no clear picture about the concept of ‘safer sex’ with in the

- context of HIV/AIDS/STDs among high-risk groups and general population.

' Abstinence from sexual activities before marriage and being faithful to his/her
spouse after marriage is the tradition of living in Indian context. Safer sex is

- any sexual practice that reduces the risk of passmg (transmxttmg) HIV.from
one person to another. The best protection is obtained by choosing sexual

~ . activities that do not allow semen, fluid form the vagina of the partner or to

touch the skin of the partner where there is an open cut or-sore. Sex mvolvmg
a mutually faithful husband and wife is usually known as.“Safe Sex” in the
Indlan context. - Other ‘safer sex’ practice suggested by experts-include:

a) -Staying in a-mutuaily faithful relationship where both partners are
uninfected;

‘-B)- Sexual gratification through masturbation, massage rubbmg, dry kl'iS'Ilg:
and huggmg, L

- c) | Usmg a condom for all types of sexual mtercourse (ana] vaginal and
* oral); Condom does not provide 100 per cent safety from HIV trans
- mission;

d) Avondmg certain practice that increase the p0351b111ty of HIV transmis
sion, for e.g. “dry sex” which may lead to breaks in the skin;

"¢)  Avoiding sex when either partner who has open sores or any st',xua]l},r
transmitted disease (STD)

f)  Oral seéx should be avoided if there are sores in the mouth or on the
genitals;

g) Anal sexis dangerous for both the partners since the rectum and pems can
. break and bleed duririg intercourse; and

h)  Couples should talk about sex and learn to please each other. This can

" allow for the negotiation of safer sex and make the intercourse more
pleasurable for both and less hkely to cause discomfort or minor damage
to the gemtal :

Breast Mi]k '

A pregnant woman who has HIV in her body can pass the infection on 0 her
baby in her womb or during.birth. Experts are of the opinion that one out of
three babies born to infected mothers are llkely to be born infected with HIV,
" There has been evidence that these babies do not live longer than two to five
.years T
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Another means of transmission from the mother to the child is from breast-
feeding. There is about 14 per cent chance of infected mothers passing on the
infections to her chifd through breast milk. WHO and UNICEF advocate breast-
feeding in developing countries as the chances of other infections through botle-

" fecding are much higher and breast milk will protect them through number of

infections and build up the immune system. This suggestion is mainly for HIV
infected mothers from the economically poor strata of the society. There are
cases, particularly in joint families as we have in India, where, women during .
lactation period breast feed babies if the mother fall sick or die due to
complications in pregnancy. There is a chance that a nursing mother can get
infected from an infected baby through cracked nipples. Brest feeding can pass
the infection to the baby,

How Safe It is to go to a Dentisi?

It is safe to go to a dentist. A dentist usually sterilizes or disinfects equipments
after each intervention and consultation. The risk is much more for the dentist
than for the patient. Every time the Dentist gives an injection or extracts teeth
there is a slight risk that they will puncture their own skin. If the patient is
carrying the virus there is a slight possibility that the dentist could become
infected. For this reason dentists are now using gloves, masks and protective
glasses when treating people known to be infected. There has been at least one’
well-published case where a dentist with HIV infected several patients. Despite
intensive investigation, it is not clear as to how this occurred. The probability of
the dentist geting infected is greater.

Risk to Doctors and Nurses

Health care providers like medical, paramedical staff and sociat workers are at a
risk of acquiring the infections. They can get infected through the injuries that
they obtain during the course of their work. Needle stick injuries are the-
commonest mode of infection among nurses and doctors. Injuries that occur
during surgeries also transmit the infection. Laboratory technicians can get
infected from injuries sustained during the process of handling blood in the lab
e.g. broken sample containers. Practicing universal precaution can prevent this.
There are several reported cases in which HIV infection has taken place among

health care providers due to their carelessness. Needle shek injuries are the most

common mode of Infection.

Mosquitoes

It is certaim;that no one will get HIV from a mosquito bite. There are many
reasons to support this. Mosquito transmitted diseases are common in the world.
All the organisms that are transmitting disease through the mosquito have a
lifecycle in the mosquito. When the mosquito bites it ingest the blood and
injects its saliva. HIV is not found in the saliva of the mosquito. Mcsquito
transmitted disease is more common in older children where as HIV is not ]
common among older children. When an insect bites a person it does not inject
its own or a previously bitten person’s or-animal’s blood into the next person
bitten. Rather, it injects saliva, which acts as a lubricant so the insect can feed
efficiently. Diseases such as dengue and malaria are transmitted through this
manner. However, HIV lives for only a short time inside an insect and unlike
organisms that are transmitted via insect bites, HIV does not reproduce and does
not survive in.insects. Morcover; infected people do not have constantly high
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levels of HIV in their blood stream. Secondly, insect mouth -aris retain only
very small amounts of blood on their surfaces. Lastly, biting insects normally
do not travel from one person to the next immediately after ingesting blood,
rather.they fly to a resting place to digest the meal. '

Misconccpiions of
HIV/AIDS/STDs

What is the Risk from a Sllingle Episode of Unprotected Sex? -

Thp risk from a single unprotected sex is not clear. Various altempls have been
made to quantify the risk. It may be as [ow as one in 200 for non-traumatic
heterosexual vaginal intercourse without a condom. Risk is higher from male to

female, anal intercourse, first vaginal intercourse in a2 woman causing bleeding,

higher during menstruation ¢for a man), and higlier if STDs are present,
Therefore, it is quite clear that there are sexua] {actors, which enhance the risk

of HIV infection, whether a person goes for a single or multiple episode of
unprotected sex.

The following are some of the misconceplions reported among truckers,
'reated af one of the biggest Iransport mandis in the country, the Azadpur
Transport Mandi(H.T. 22.6. 99).  On= of the biggest problcms many
srganizations (ryin g lo clear the misconceptions of the truckers who Jorma
righ risk group fare is thgt ofvelapse. “There is a lot of alcoholism and opium
rddiction among the drivers and once they are high they do nof remember

-
tbout safe sex or using condoms.
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-Basic Facts of

HIV/AIDS .

Can Somebody Get HIV from a Discarded Condom?

_ condom is full of virus. However, it is not going to infect, unless its contents

_the user who is unaware of its proper use can end up in coming in contact with |

.condom use by those involved with multlplc sexual partners remains the best

_documented that majority of those who visit CSWs or have different sexual
‘partners do not use condoms regularly.

- &

It

L]

Once you confract AIDS your flesh will rob and fal) off. '

2. Ifthe government details that you have AIDS, you will be g:ven a lethal

injection and killed. ’ ~

3. AIDS is the result of sexual overindulgence, you can't get it if you visit ¢
brothels occasionally. '

AIDS and STDs are caused hécnuse of the heat of the truck engine .

HE AT B0 Feien

Eating donkey meat can cure AIDS.

Washing your genitals with yonr own urine after unsafe sex can protect |
you from AIDS. . :

AIDS is the result of ‘bad deeds".
Having intercourse with an animal can cure AIDS

Also, there is a belief that their illness (?HD.S) shall be cured when a
- person rapes a virgin.

TONTTETT LT T
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Theré is a small but growing risk that the semen that is contained in a used

come into contact with the broken skin which are rare. Usually a condom is not |
re-used . The rag pickers who pick up anything from the garbage etc, may come|
in contact with used condoms. Such instances are not common and one need |
not bother too much about it. < -
There is a common belief among the condom users that condoms are the best
prevention device which can protect one from STDs and other infectious ;
diseases including HIV. Though there is universal consensus about the safety of

‘condoms towards such diseases, one can neither ignore the fatlures of the

condom as a protective device. The reasons are many in number. For instance,

genital secretions or come into contact with partners broken skin. Regular

TIRTHSITE

prevention measure so far.

A serious attitud]n_al change is needed among the condom user’s behaviour |
with multiple sexual partners. On the one hand, condom usage remain the best
prevéntive'device-_against HIV/AIDS/STD:s infections, while on the other hand, -
the-dependence on condom need not necessarily be kept as a rule when a person |
visits ( Commercial Sex Worker) CSW or have different sexual partners every
time. It is very often observed that a person’s sexual urge succumbs to the

situation and therefore, he may not take the basic preventive measures. It is well |

Tattoos and Ear/Nose Piercing

In many parts of rural areas, urban communitiés as well as tribal communities,
people go for tattooing or nose/ear piercing as a traditional.custom or as a fad. It
is often done with the involvement of the entire community as a ritual in rural
and tribal communities. The risk of infection has been riegligible in'the past
(apart from some scare) which get cured through indigenous treatment. In the .




present situation one has to ensure the proper sterilization of the equipments
within the context of HIV/AIDS transmission. Instead of questioning.the
existence of such practices, which have been followed for years, one has to
ensure 100 per cent sterilization in order to cope up with the present situation in

Misconceptions of -
HIV/AIDS/STDs

/

context with HIV/AIDS: As-a virus can be killed at high temperatures, simple

_ method of sterilization can disinfect it, before using the equipment an another
person. Proper sterilizaion of the equipments reduces the chances of
contracting V. ' :

. . e
Acupuncture/Wax Treatment and Electrolysis

Traditionally and in modern ways of tieatment, the practitioner has been using
‘needles, instruments, wax etc. Taking into account the present scenario of HIV/
AIDS disease it is important that only sterilized needles are used.

Living Togel.:her : _ _

' A person with AIDS is in need- of both physical care and psychological support
from his/her family/neighbortcod/society. Family members and relatives can
often give the best care. At home, he/she is in well-known surroundings where

he/she feels secure. The family members and relatives should. be informed about-

the disease, how it spreads and how it doesn’t spread and should know that
peaple with AIDS need to be touched and cared for. Families can better respond
to the social and psychological needs of their infected member. In our country,
the familial'bondage is very strong such that the family members and relatives
take care of their sick member irrespective of diseases.
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Basic Facts'of .

HIV/AIDS

Myth and mlsconceptlon preva:lmg about HIV!A.IDS sometimes brings about
negative response to the extent of cases reported in the newspapers on
disowning persons by their own family members. Since AIDS does not spread
through social contact, there is no need to isolate AIDS patients for the sake of
protecting others from-the infection.

A report appearing in Calcutta daily depicted how a man, who was diagnosed
fo have HIV infection, was ostracized and tortured by a group of angry villagers

“al a hamle! in Burdwan The villagers sel fire to his hut and were about to kill
his entire family conprising his wife and a baby girl. Fortunately, a team of
doctors along with some policenien reached there on time and saved the Jamily.
The residents of the tiny village from where the AIDS patient was rescued
thought the entire family was infected with HIV. They simply refused to go by
the fact: That only the man, who had been in Mhumbai for some years, was
Jound to be HIV positive and that the rest of his family was free from the
disease. "“The villagers did not know that simply living together in a famrly
cannot fransmit the disease.” [Telegraph (Caleutta) : 18.10.99]

Check Your Progress I

1. Briefly explain how HIV is not transmitted.

................................................................................................................
R TN L R A e N R N A LA AR e P YRR he ke i R RA R i aaae.
................................................................................................................
.........................................................................................

2. What do you understand by the concept of ‘safer sex’?

3.3 MISCONCEPTIONS RELATED TO TRADITIONAL
AND CULTURAL PRACTICES

There are several tribal and other socially and economically backward

* communities in India, where prostitution has been the main source of income.

for the family. Even today, in some parts of central India, a maiden is also
provided to the bridegroom along with the bride. The religious backgrounds of
a culture and its ancient religion codes are often important sources by which
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individuals live their sexual lives. For instance, a daughter of a Devdasi has to
accept the profession of the past due to the ritualistic tradition. Likewise, today,
very often due to poverty, illiteracy, ignorance and unemployment, a daughter
of'a prostitute ends up becoming a prostitute. These types of traditional sexual
‘practices may also be significant in the spread of HIV epidemic, particularly in
India. : ' .

. According fo the prevailing custom among-Gujarati Wadias, their traditional
profession is prostitution. Sons, brothers and husbands work as pimps. The
responsibility of earning lies with the women. The men bring in the clients,
drink, laze and complain of poverty. The land is arid and cultivation
impossible. But why don't the menfolk go out and work? Impossible! They say,
“we have not done that in our lives, the Wadia custom doesn ! permil this! It is
a Systent we cannof question even if we want fo... " (T OI: 15.11.98).

— In the Indian society; marriage is considered as an integral part of humarn
existence where the couple remain faithful to each other. It is believed that
abstinence from sexual activities before marriage and outside marriage is the
tradition of safer sex practice. This immunity of social, cultural and
psychological richness has enabled the sero prevalence rate to be at low level.
Western societies are more promiscuous and allow certain behaviour, which is
not common in Indian society. For instance, homosexuality is not considered
an acceptable form of sexual activity in India.

The simplest definition of a ‘homosexual person’ is one who engages in a
sexual act with a person of the same sex. Homosexuality, challenges widely
held assumptions about masculinity and feminity, about the way men and
women relate to each other. Not surprisingly, its existence is either vigorously.
denied or subjected to abuse and ridicule. The fact that many gay men and
lesbians feel obliged to conceal their sexual orieritation makes it difficult for_
them to assert their civil, political and cultural rights as individuals. Neither the
government, nor civil rights-groups even acknowledge that homosexuality
exists, leave alone address gay peoples experience of discrimination. The gay
community in the west are relatively organised and generally characterised by
educatioral and socic-economic advantage than their counterparts in t\e third
world countries. .It may be noted that attempts are being made by séveral
NGOs in varicus parts of the country to organize the homosexuals and reach
out to them to help them protect‘themselves from HIV/AIDS,

According to sexologists sex was never taboo in India. The temples of
Khajurao and the literature of Kamasutra indicate that sex was regarded as
something very normal and natural and nothing to be ashamed of, The Indian
religious literature, Indian philosophy, the art, culture and sculpture of India, all
speak volumes about the possibilities of same sex eroticism,

Therefore, one need not attach any taboo to HIV/AIDS as it is primarily
transmitted through sexual activities. The society should accept and encourage
sex education through parents, teachers and community leaders within the
context of HIV/AIDS in order to créate a world free from myth and
misconceptions about HIV/AIDS for the future generation,

Misconceptions of
" HIV/AIDS/STDs
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3.4 'MISCONCEPTIONS RELATED TO INFORMATION,

the evolutionary chain. All of the human process can be traced to the ability to
‘communicating as an inner need and as a facilitator for social living. If the

-~ alter behaviours and attitudes.

“in poor comimunication. Thus, the initial attempts at creating awareness of -

Check Your Progress I

1. Discuss the situation of homosexuals in India.

EDUCATION AND COMMUNICATION (IEC)

Communication (oral, written and pictorial) is arguably the single most
important human ability that has facilitated the strides humankind has made in

think and then communicate with fellow beings and make the thought available
for the benefit of the race at la_ge. Most of us realise this importance of

influence of media and that of opinion leaders is any indicator, there is no
denying the fact that each one of us also accept the ability of communication to

To further complicate the situation, in cases where there has been an-attempt to
communicate, the message has been misrepresented or misinterpreted, resulting ;

AIDS have worsened the case by creating a fear psychosis in the minds of the o
public at large. Mention AIDS or HIV and a strange fear and paranoia grips the |
mind of the average individual. : a

Level of Awareness about HIV/AIDS
Level of HIV/AL: S awareness is low in the community. Many studies have
shown this. In a survey conducted by Health First — an NGO funded by-the
TANSACS — among which 1000 school girls and 600 college girls revealed .
that the level of education cannot be a criterion for awareness. College girls .
believed that HIV could spread through air (53.9 per cent), food (53.5 per cent) -

and by touch (46.3 per cent). Ironically, school girls were well informed about
the HIV spread. )

In an another significant study involving 112 doctors and 108 nurses revealed
that about three-fourths of doctors and nurses at AIIMS (New Delhi) have a
high degree of fear of acquiring AIDS while treating HIV infected patients.
Inspite of the knowledge of universal precautions only about half of them
practised it. Hence, the information about HIV/AIDS has to reach the entire
population in its true sense through adequate planning and commitment along
with political will for the weifare of the people. '




+AIDS Awareness Literature o _ Misconeeptions of
e S, . . . , HIV/AIDS/STDs
An‘important significance about ATD'S awareness literature is the authenticity

of the source. We often find literatures on AIDS written and published by
different sources such as an individual, Government bodies, bureaucrats, NGOs
and other grass-roots Jevel workers. The idea about AIDS may be mlsquoted or
exaggerated by any of thesé sources. Therefore, one has to ensure the source of
such publications before drawing one’s own ¢onclusion. One doesn’t catch HIV
just by receiving and reviewing literdture from AIDS affected areas of the
~ world. This shows the level of i ignorance even among persons who are in this
ﬁeld of research and other related activities. ] - .

3.5 ) MISCONCEPTIONS RELATED TO CARE,
' TREATMEN T AND REHABILITATION

' Smce the beginning of the HIV/AIDS pandermc preventlon and care

- programmes in most countries have-been planned and implemented with a
primary focus on prevention of the spread of infection. However, programmes
providing care for those infected with HIV and AIDS are yet to be adequately
developed in a system with all kinds of constraints. In addition to the physical
symptoms of the disease, persons with HIV/AIDS are affected emotionally and
together with their families, are often ostracized and suffer from social
discrimination and rejection. Stigmas associated with a number .of curable

_diseases like leprosy and tuberculosis still make life hell for those who suffer
from them. Thousands of such patients are daily refused ireatment for want of
proper diagnosti¢’ and other facllmes The stigma about AIDS s very high in
our country

The stigma around AIDS is comparatwely highin our country. Medical care’
alone is not ‘enough; tolerance-and compassion for individuals, families and
communities affected by the virus are required as well. A greater degree of

commiunity involvement is also necessary to- prowde family members with. hope
and support,

Is it Necessary to Quarantine AYDS Patients ?

" AIDS patients should be treated in general wards of hospitals like any other
-patients. Due to lack of awareness they are sometimes treated in special wards
or refused treatment. Ostracization i is not-only a social, but a medical problem,

“too. It affects the process of recovery in patients. Recent studies have revealed
that patients in isolation develop typical complications, which are uncommon in
patients who are treatéd at home or in a general ward. Such patients also show
poor response to medicines. Isolation forces a patient towards poor recovery,”

De-institutionalisation has helped the patient to recover more in one’s own
community, in the presence of his famity, relatives and neighbours, than in
institutional settings. Quarantine will not help in preventing the spread of the
infection. Infection cannot be spread through air, water or casual contact.
Quarantine of the patient will not prevent the disease from spreading. It will
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driy_c the patients away from the heaith care system. Cubais a classical
example where "Quarantine was practiced. It did not reduce the incidence (new

_cases) on the conirary the rates increased. It cost 20 per.cent of Cuban heaith
budget to maintain a sanatorium in Havana. Countries like Britain and
" Austratia have reduced their cases by not isolating their patients through

education, care and treatment.

There is No Cure for HIVIAIDS Till Date

In the West, the dlsease progresswn has been curtailed to some ‘extent as a

result of anti-retroviral therapy. It has reduced the incidence of opportunistic
infections and increased the life span of the infected individual. The therapy is

" expensive and it has side effects. It does not cure the infection. At present the-

therapy has been recommended for life. Very few patients in our country can
afford it. :

In this situation, the patients are restless to some how find the life saving drug
for their illness. Therefore under such pressure they convince themselves to
give a try on all posmble forms of medicines such as Homeopathy, Ayurveda
Siddha etc. Alfernate systems of medicines have not been proved to be
effective in curing or control of the disease though they claime to do so.
Patients have to be protected from quacks and unscrupulous persons so that
they are not exploited. At-the present time AIDS is like any other chronic .
disease such as diabetes or cancer. Theré are strong indications to the positive
results of Ayurveda treatment. However t111 date no authentic case of recovery
has come to light.

% Herbal shield against HIV”

- In the midst of: fa!se claims, a herbal remedy promises to keep AIDS at bay for
the HIV infected. Since the advent of AIDS in India, the beneficiaries have been

different foreign funded NGOs, posing as saviours of eaiethe unfortunate
victims of this dreaded diseases, and frandulent drug companies and quiacks

© who freacherously made a fortune claiming their drugs cured AIDS. What is

perhaps the most atiractive detail about this drug, especially for India, is the
cost. A pack of tablets lasting a month costs Rs. 3,300, unlike the Glaxo
Wellcome group's cockiail three drug therapy which costs upio Rs. 35,000 a
month, and has side effec!s

" Source: { Sunday Observerf 12.09.99)

3.6 - CASE STUDY OF D*SOUZA: A TRUE STORY

The story began at 8 am on the morning of 14 February 1989, when a young
man named Dominic D’souza living in a coastal province of India received a
visit from the police. He was asked to report to the local police station later that
day. No reason was given for the request, but the man assumed that one of his
friends was in trouble and had asked for his help. Upon arriving at the police
station, he was taken immediately to the local hospital by two policemen and
told that he must undergo a physical examination. By this time, he was quite




s

scared as he did not’know why he was being detained. His fear did not abate Misconceptions of
.when he saw that six policemen were standing at the door of the casualty ward, _ HIV/AIDS/STDs
“two of them armed- -with rifles and the other with bamboo sticks.

The examining doctor entered the man’s name in a register book. The man was
able to see that on the cover of the book was written the word ‘AIDS”.

This was how he first came to know that he was infected with the human
immunodeficiency virus (HIV)~—no explanation, no counselling, not even any
words of sympathy or support that might suggest-that this was not the end of
the road. -

But there was worse to come. From the hospital, police escort took the man to a
former TB sanatorium where he was to be detained against his will for the next
64 days. He was placed in a small dirty room, completely alone, not knowing
why he was there or what would happen to him. He was not permitted to,

contact his family or friends. He survived only because he had no kmf'e Or gun
w1th Wthh to take his own life. ~

Over the next few days the reason for his detention gradually became clear. He
had donated blood several months previously. The local hospital had tested his
blood for HIV without his knowledge-or consent; and had found that he was
HIV positive. But instead of contacting him, the hospital informed the local
police. The police had then acted in reliance on the public Health Act in force
in that province which provided for the mandatory detention of all HIV positive
people. Under the Act; detention was indefinite, regardless of whether there
was. any\actual risk of HIV transmission to other members of the- publlc

A month went by and the man remai_ned in detention. By this time, his family _

and friends had beenable to make representations on his behalf to the - -
government pointing out the injustice, not to mention’ pointlessness, of his
detention. He received extraordinary support from the people living in his home
village who wrote letters demanding his release. Eventually, he mounted a court
challenge to the legislation authorizing his detention and, after 64 days of
detention, was granted interim leave to return home not, however, because of
any' illegality in the detention provisions as such, but only because the court
.considered that the HIV testing procedure that had been foI[owed was not
sufficiently reliable to justify detention.

Shortly afterwards, the Act was amended abolishing the mandatory -
requirement of detention of all HIV positive people but permitting detention at
the discretion of the health authorities. A court challenge mounted against the
amended legislation failed. The law in question was the Goa Public Health Act.
Dominic went on to become one of the leading advocates in India of the rights
of people with HIV. He dle from AIDS (acquired immuno deficiency) in May
of 1992.

No one hearing this story can doubt that the law has a role to play in the
response to the HIV .epidemic. Legal issues arose at every point in Dominic’s
story: his blood was tested for HIV without his consent, the hospital did not
disclose his HIV status to him, confidentiality was breached by reason of the
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disclosure to the police, and he was then detained under the Public Health Act.
And for Dominic, the story did not end there. When he attempted to return to
work, he found that his job had already been given to someone else, and his
employer asked him to resign because of concern that other employees would
not want to. work with a 2 person with HIV.

We have heard over and over again about discrimination against people with

.HIV. We know that it is a deep and pervasive problem. What happened to
Dominic is the reality for many people with HIV. No policy to address the

effects of the epidemic can afford to ignore the fact that HIV threatens human.
rights as profoundly as it threatens public health. [SOURCE: UNDP. * People
living with HIV: The Law, Ethlcs and Discrimination. Issue paper (4). UNDP;

‘ New York, 1993]

Check Your Progress III

1. Is there a cure for HIV/AIDS at présent? Discuss.

................................................................................................................

.This unit unfolds a lot of myths and misconceptions related to HIV/AIDS,
which has taken its place in the society. The underlying reason for such
situation to exist is mainly due to the ignorance about the issue of HIV/AIDS
pandemic all over the world. In order to overcome these barriers, it is essential
for each one of you to know about the disease profile of HIV/AIDS, its modes
of transmissions, signs and symptoms etc. which is discussed in other units.

Once you have sufficient knowledge about HIV/AIDS pandemic, it would

- become easy to understand the facts and misconceptions of HIV/AIDS clearly.
- Similarly, in this unit an attempt is made to put forward some myths and
~ misconceptions of HIV/AIDS related to transmission, TEC, traditional practices

and care, treatment and rehabilitation so that you arée able to interact ir a
healthy manner in the society.
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3.8 KEY WORDS

Misconceptions of
HIV/AIDS/STDs

'Circumcision " : To cut off foreskin of penis in males or clitoris in
females as a custom/tradition in some societies.

. Heterosexual '+ Heterosexual person is one who engages in a sexual act
L - with a person of the opposite sex.

Masturbation : To produce sexual orgasm or arousal by manual
' “stimulation of genitals etc. and not by sexual
intercourse. ' '

Ostracization - : To exclude a person from Socjety or refuse to associate
' with gther-family members, relatives, neighbours, etc...

Professional Donor ‘: - An individual who donates blood for a price.

_Voluntary Donor  : Aﬁy,individual who donates blood free of cost.

39 MODEL ANSWERS .

Check Your Progress I

1. Briefly explain how HIV is not transmitted.

HIV is a fragile virus outside the body. Heat, ordinary‘soap and water,
thousehold bleach, Lysol and chlorine (bleaching powder) can kill HIV. Surgical
inst‘rum_ents imay be easily sterl’lized:'Rgﬁlsal of an Endoscopy procedure to - )
HIV positive patients'on the grounds that an endoscope cannot be re-used,
because methods to strealise do not exist, is therefore incorrect

- -

HIV does not spread like a cold and is therefore relatively difficult to catch. Not ‘
-ong case has been reported of HIV being transmitted by contact w'ith air, tears,

sweat, shaking hands, huggirig, coughing, sneezing, using swimming pools,
toilet seats, sharing towels, bed linen, utensils, being bitten by mosquitoes or
other animals, or any other form of everyday contact. Saliva, uncontaminated
by blood, has not been implicated as a mechanism of transtission.

It is practically'impossiblé tp contract HIV while giving medical/nursing care to |

HIV patients. Thus, medical statf and family members of HIV positive persons
have nothing to fear, .although a few universal or routine precautions have to bg
observed. . o

2. - What do you understand by the concept of ‘Safer sex*?

There is still no clear picture evolved about the concept of ‘safer sex’ with in
_the-context of HIV/AIDS/STDs among high-risk groups and general”
population, Abstinence from sexual activities before marriage and being
faithful to his/her spouse after marriage is-the tradition of living in Indian
context. Safer sex is any sexual practice that reduces the risk of passing
(transmitting) HIV from one person to another. The best protection is obtained

LoTREE




by choosing sexual activities that do not allow semen, fluid form the vagina of
the partner or to fouch the skin of the partner where there is an open cut or
sore. Sex involving a mutually faithful husband and wife is usually known as
“Safe Sex” in the Indlan context. Other ‘safer sex’ practice suggested by

experts include:
-

a) Stayingina mutually faithful relationship where both partners cre
uninfected,

b} Sexual gratification through masturbation, massage, rubbmg, dry kissing
' and hugging;

¢) Using a condom for all types of sexual intercourse (anal, vaginal and
oral); Condom does not provide 100 per cent safety from HIV
‘transmission,

d) Avoiding certain practice that increase the possibility of HIV
transmission; for e.g. “dry sex” which mav 'ead to breaks in the skin;

. €) Avoiding sex when either partner who h..; ~_sen sores or any sexually
transmitted disease (STD);

D) Oral sex should be avoided if there are sores in the mouth or on the
genitals" ' °

2) Analsexis dangerous for both the partners since the rectum and pems can
break and bleed during intercourse; and

h) Couples should talk about sex and learn to please each other. This can
allow for the negotiation of safer sex and make the intercourse more
pleasurable for both and less llkely to cause discomfort or minor damage
to the genital. '

Check Your Progress Il
1. Discuss the situation of homosexuals in India.

The simplest- def' nition of a ‘homosexual person’ is one who enqages ina
sexual act with a person of the same sex. HOI]‘!OSBXU&]II}’ challenges widely
held-assumptions about masculinity and feminity, about the way men and
women relate to each other. Not surprisingly, its exictence is either vigorously
denied or subjected to abuse and ridicule. The fact that many gay men and
lesbians feel obliged to conceal their sexual orientation makes it difficult for

* them to assert their ‘civil, political and cultural rights as individuals. Neither the-
government, nor civil rights-groups even acknowledge that homosexuality
exists, leave alone address gay peoples experience of discrimination. The gay
community in the west are relatively organised and generally characterised by
educational and socio-economic advantage than their counterparts in the third
world countries. It may be noted that attempts are being made by several
NGOs in various parts of the country to organize the homosexuals and reach
out to them to help them pro:ect themselves from HIV/AIDS.
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Check Your Progress 11 : . Misconceptions of -

. o HIV/AIDS/STDs
1. Is there a cure for HIV/AIDS at present? "Discuss. -

In the West, the disease progression has been curtailed to some extent as a result
of anti-retroviral therapy. It has reduced the incidence of opportunistic
infections and increased the Jife span of the infected individual. The therapy is
expensive and it has side effe:cts. It does not cure the infection, At present the

therapy has been recommended for life. Very few patients in our country can
afford it. ' '

In this situation, the patients are restless to some how find the life saving drug
for their illness. Therefore; under such pressure they convince themselves to
. give a try on all possible forms of medicines such as Homeopathy, Ayurveda,
Siddha etc. Alternate systems of medicines have not been proved to be effective
in curing or control of the disease though they claime to do sp. Patients have to
"be protected from quacks and unscrupulous persons so that they are not -
exploited. At the present time AIDS is like any other chronic disease such as

diabetes or cancer. There are strong indications of the positive results olf ]zl\y;lltrveda
i i ¥y
treatment. However, till date no authentic case of recovery has come 1o light.
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4.0 . AIMS AND OBJECTIVES

Whenzver, a ..ew disease appears, people speculate on the origin of the disease.
Verious theories have been proposed for the origin of HIV. Similarly history of
the origin and time of he first appearance of the diséase can vary from country
to country. Whenever a-.jew disease has been introduced into a population
from another population, it has produced severe disease and death among the
origin population. We are now faced with one of the most dreaded diseases of
the 20% Century Which is likely to affect the hu:~ans across the globe with
serious socio-economic cdnsequences. In this un’t e shall try to examine the
history of HIV/AIDS in the world and in'India. After 97ing through this unit,
you should be able to:

e Recognize the clinical description of HIV/AID:Si

"o Trace the history of HIV/AIDS in the world; ant |

e Discuss the theories of the origin of HIV/AIDS.

4.1 - INTRODUCTION

In the past the world has faced many pandemics like cliolera : 1d plague. At

the turn of the century the world faced an influenza pandemic. Every fifty to’
sixty years, the world has faced a new disease. These diseases have lefi a trail
of death and morbidity. There was wide spread fear and stigma attached to the
victims due to ignorance and fear. As the disease pragressed people have
studied the what why and how of those diseases. They have found the cause of -
most of the diseases. They have also found how these diseases spread. Many
tivizs they have-found cures ang vaccines to prevent the spread of the disease.

A 2w Cigar. 9, peavyt »nd affected mankind in the early 1980's. This

disease is called the HIV/AIDS:infection.
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In 1981 physwlans workmg m Los Angeles came across a serious iflness

among young males. These patients had a severe form of rare pneumonia. The

organism of this pneumoma was identified as pnumocystis cairni. This

organism is a very rare organism. It was mainly seen among patients who had

received chemotherapy for cancer. Now these young males without any

. evidence of chemotherapy were suffering from this infection. Michael Goitlieb
collected five cases of these infections and published it in a scientific journal.

At the same time in New York, physicians were seeing a rare form of skin
cancer. It was known as Kaposi’s sarcoma. Before 1981 only 500 and odd
cases of Kaposi sarcoma had been reported in the world of medical literature.
MNow many cases are seen at the same time. AlvinE Firedman-Kien reported
these cases in one of the medical journals. In both these groups the patients
““were young males and they had profound defects in their body defenses
(immunity). :

. Route of Infec_tion

The new and _rare infections “were seen among young males and they suffered
from severe defects in their immune functions. All these male patients had sex
with othér men (homosexualsi or Gay’s). They had multiple sex partners. )
Some of them also used sexual stimulants. Intravenous drug users also

‘suffered from a similar problem. Both males as well as females were affected.

In 1983, an elderly mdle patient was found to be suffering from pneumocystis
pneumonia. Unlike the younger patients he did not have any history of Gay
behaviour. He had been suffering fror hemophilia. He had received multiple
blood transﬁ1510-ns Slmllar Ciases were reported from Denver, U.S.A.

ln 1984, children born to mothers who were abusing intravenous drugs suﬂ'ered
{rom-severe Immune deficiency. It was postulated that they also were
sufféring from the same disease as their mothers. In the United States this
immuno deficiency was aslo seen among persons of Haitian orgins. In

France, many Africans sought treatment for severe immunodeficincy. By the
end of 1984 a picture of how this disease was being spread and that the disease
was becoming global was evident. By the of 1985 it was clear that the disease
spred through sex, blood and. blood products and from mother to child.

‘Naming of the Disease

In the begmmng the disease had no entxty As this disease was seen among
homosexuals it was called as Gay Related Immuno Defi iciency (GIRD)
“syndrome. By the end of 1983 this disease was also being described among
- other groups. The Center for Disease Control, Atlanta, USA named this
disease as Acquired Nimuno Deficiency Syndrome. Since then the disease is
. knowri as AIDS.

-

Searcl_u for a Cause

Since the disease was first seen among the homosexual males, it was believed
that their behaviour jput them at d risk. It was felt that the immune system was
. 67
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being cxhausted due to constant stimulation of immune system by various types
of foreign proteins present in the semen. Similarly it was felt that patients with
hemophilia were exposed due to repeated transfitsions. This concept did not
explain the occurrence of the disease among IVD users.

Gays. used amy! and butyl nitrates as poppers to enhance their sexual powers.
IVD users may have used drugs, which may have some toxic substances. It
was thought that the immuno deficiency was due to toxic reactions to these
substances. The theory did not explain the occurrence of the disease among the
hemophiliac’s and among children.

As the disease was seen in various groups, it was postulated that an infectious
agent might have caused the disease. Studies among gay men revealed that
they had multiple sex partners. It strengthened the search for an infectious
agent. It is easy to identify bacterial agents. Since bacteria were not identified,
a viral agent was sought.

Robert Gallo an American scientist had discoverad a virus that produced a
cancer in the human lymphocytes. It was knownas HTLV virus. It was a
retrovirus. These tumors were more commen. in Africa. The virus was spread’

Germs, Viruses and Bacteria
are visible only through
- Microscope
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by blood transfusion and through sexual contact. It was postulated that the

agent that caused AIDS might be a mutant of that virus, French physicians

were seeing patients from Africa who manifested the disease that was similar to

the disease seen in the Americans. French scientists started looking for this
virus. . :

A lymph node that was removed from one of the patients was processed in the
Pasteur Institute in Paris. Luc Montaginer, Head of the Virology Section and

_Francoise Barr’e Sinousi isolated the virus.in 1983, This information was first -
presented by Barr’e at a conference on retrovirus, It was photographed using
the electron microscope by the end of 1983. Since it was different from HTLV
viruses the French called it the lymphadenopathy-associated virus (LAV). It

C.ifered from the HTLV vitus, It destroyed the lymphocytes while the HTLV"

‘stimulated it. In 1984 it was renamed as Human immunodeficiency virus.
Thus the cause for AIDS was established, namely, that HIV caused AIDS - _
defining illness. - ‘

Search for a Cure

Sam Border in 1984 used Suramin to treat HIV infection. Suramin was used
for treatment of sleeping sickness. It had an antiretroviral activity. It was
-approved for use in the United States. Hence, he used it on HIV positive
patients. It was found to be very toxic and its use was given up early.

In 1964, Jerome Herovitz synthesized a nucleoside known as azidothymidine,
At that time it did not have any clinical use. In 1984 scientist at Burroghs “
- Welcome laboratory reinvestigated-the dnig and found it was effective against
the HIV virus. It was the first hope that HIV could be cured. Since then
‘numerous drugs have been synthesized. ‘

In 1990 single drug regimens were shown to be ineffective in controlling the
infection. In 1992 two drug regimens were used. It was found that it reduced
the incidence of opportunistic infecfions. In 1996 three drug regimens were
used. These regimens reduced the virul burden as well as improved'the quality-
of life. These regimens are known as highly active antiretrovirul therapy. At

the beginning of the twentieth century treatment of HIV infection appears to be

similar to that for any other chronic disease. . There is hope that the disease will
be cured one day. We have to wait with patignce, - Lo

Check Your Pi'qgress I
1. 'B'rieﬂy explain the efforts made towards ﬁnding; a cure for HIV/AIDS.

_ History of HIV/AIDS
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4.3 HISTORY OF HIV/AIDS IN THE WORLD

-

Theoretically, it should be possihle'for us to find out when and where the first
case of AIDS occurred. However, in practice this is not so easy. Since, we
know how HIV is transmitted, namely:

a) through sexual activities, from women to men, from men to women
between women and between men; :

b) through infected blood, via blood transfusions, infected blood products
and via the sharing of syringes and hypodermic needles; and

c) from an infected mother to her baby, before or during birth which is
known as prenatal transmission, it is usually possible to work out how
each AIDS patient became infected. -

- Chronologically speaking, the origin of HIV may be traced from the 1950’s.

At the end of World War 11, only a handful of viruses were known.
Hundreds.more have been discovered since, partly as a result of advanced

techniques for culturing them in the laboratory. Viruses are parasites which

infect almost every form of life, from single-celled bacteria up to humans.
The roughly simultanecous appearance of AIDS in the United States,
Europe, Africa and Haiti prompted the question: Had AIDS been around for
some time, unnoticed? After combing through medical histories of past
patients, investigators found” a small number of probable cases of AIDS '
going back over thirty years over three continents. Working back in time,
they found AIDS-like symptoms in patients as early as 1959 (Renee, 1988) :

The first case of HIV in USA was reported in 1981. In 1979 a forty-four
year old homosexual man died with Kaposi's Sarcoina in New York city.

Kaposi’s Sarcoma is a kind of cancer found very common among AIDS

patients in the west. In 1977 a twentyseven year old Rwandan mother
developed the immunodeficiency symptoms and died. In the same year a
thirty four year old Zaiean woman, who sought treatment in Belgium later
died of opprotunstic infection in Kinshasa in 1978. In 1975 a previously
healthy seven month old black infant from New York had pneumocystis and
succumbed. In 1969 a fifteen year old black US boy died with Kaposi’s
Sarcoma and opportunistic infections in St, Louis. Earlier in 1959 a British
sailar with Kaposi’s Sarcoma and pneumocystis dicd in Manchester.

- In a few of these cases the retrospective diagnoses of AIDS are now being

supported by positive blood tests for HIV. Most of them however, have been
identified as possible early cases of AIDS on the basis of the symptoms
alone.. The search goes on, and it is possible that eventually earlier possible *
cases will be found somewhere some time.

The earfiest known blood sample registering sero-posiitve by means of
several different antibody tests was drawn in Kinshasa and Zaire in 1959.
Efforts are still on to trace the history of AIDS through investigations in a
less scientific way by going back to the earliest North American -cases, and




asking friends of AIDS patients about their sex lives, in an attempt to °
identify the original “Patient Zero”. Investigations are going on to find
“Patient Zero”. One unproved suggestion is, that US cases all go back to a
homosexual Air Canada steward who infected a large number of people
across North America. No one knows from where this man caught the
disease or if this assumption was true. - -

. Check Your Progress 11
LT Trace the history of HIV/ATDS cases in the West prior to 1980s.

................................................................................................................

4.4 HISTORY OF HIV/AIDS IN INDIA -

When the disease appeared in the West, many people in India thought that the
- -disease would not affect the Indians. Indians have strong family ties and
consider themselves as very religious people. Homosexuality is thought to be
very rare in India. HFIV was seen as a disease of the West, It was seen as
disease due to promiscuity. People were complacent about the disease.

. In 1985 the Indian Council of Medical Research (ICRM) set up a
serosurveillance program. In 1986 the presence of the virus was first detected
in sex workers in Chennai. The first Indian patient to suffer from AIDS was
reported from Mumbai. In 1987 the ICMR warned the country about the
impending epidemic. :

Soon after the reporting of the first few HIY/AIDS cases in the ¢ountry in 1986,
Government recognised the seriousness of the problem and took a series of
important measures to tackle the epidemic. By.this time AIDS had already
attained epidemic proportion in the African. region and was spreading rapidly in
‘many countries of the world. ‘Government of India without wasting any time
‘initiated steps and  started pilot screening of high risk population. A high
powered National AIDS Committee was constituted in 1986 itself and a
National AIDS Control Programme was launched in the year 1987, .

National AIDS Committee

To formulate strategy. and plan for implementation of prevention and control of
HIV/AIDS-in the country, Ministry of Health and Family Welfare constituted a
National AIDS Committee in the year 1986, under the chairmanship of the
Union Minister of Health and Family Welfare with representatives from various
sectors. The committee was formed with a view to bring together various

History of HIV/AIDS
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activities like implementation of education and awareness programme, blood
" safety measures, contro! of hospital infection, condom promotion to prevent
- HIV/AIDS, and strengthening of clinical services for both STD and HIV/AIDS

. National AIDS Control Organisation (NACO)

' -accordmgly a ¢ Strategic Plan for Prevention and Control of AIDS in

. Secretary.as its Project Director. Its Secretariat consists of an Additional

mlmstnes non-goverament orgaizsations and private:institutions for effective -
co-ordination in implementing the programme. The committee acts as the
highest-level deliberation body to oversee the performance of the programme
and to provide overall policy directions, and to forge multisectoral
collaborations.

In the initial years the programme focussed on generation of public awareness
through more communication programmes, mtroductlon of blood screening for
transfusion purpose and conducting surveillance activities in the epicentres of
the epidemic. Every state began testing for HIV and several cases of HIV
infections started emerging.

Medmm Term Plan for HIV/AIDS Control

In year 1989, with the support of WHO, a medium term plan for HIV/AIDS
Control was developed with a USS$ 10 million budget to be provided from
external sources. Project documents for the implementation of this plan were
developed and implemiented in 5 states and UTs which were most affected,
namely, Maharashtra, Tamil Nadu, West Bengal Mampur and Dethi. Initial
activities focused on_the reinforcement of progranime management capacities -
as well as targeted IEC and Surveillance activities. Actual preventive

gained momenturn only in 1992.

In 1991, a number of donors indicated their interest to support India and

T T ST T T T R o re T

India” was prepared for the five year period 1992-1997. The strategic Plan
‘has to date received support from the World bank, WHO and other international
agencies. The aim of the plan was to establish a comprehenswe multisectoral
programme for the prevention and control of HIV/AIDS in India.

In order to achieve their objectives and combat the onslaught of the I—]IV/AIDS F
epidemic éffectively, the Government of India established the National AIDS ]
Control Organisation in 1992, as an executive body in the Ministry of Health ~
and Family Welfare at New Delhi., to work for the prevention and control of - '
AIDS in the country. -National AIDS Control is headed by an Additional

Project Director (Technical),” subject speclahsts and other technical and
admlmstratwe staff.

i el SRS BL EARREE ShebH

‘National AIDS Control Board

. A national AIDS Control Board has been constituted at the Natlonal level under ¢
the chairmanship of Secretary (Health), Ministry of Health and Family Welfare
in order to review NACO policies, to expedite sanction, approve procurement
and to undertake and award contracts to private agencies.” The other major
functions of the board pertain to the approval of annual operation plan budget,
reallocation of funds between programme components, formation of the




programme managerial teams and appointment of senior programme staff,

The board.exercises “all financial and administrative powers, which are beyond

the powers of the Addl. Secretary and Project Director , NACO and which the

Department of health, Government of India can exercise with the approval of

the department of expenditure, Ministry of Finance. No separate reference to
_Ministry of Finance for funding planned activities is required as the Ministry

of Finance is represented on the board.

The National ATDS Control Board ha_s'also been entrusted with all the _
functions, which hitherto were being performed by the technical Advisory
Committee under the Chairmanship of the Director General of Health Services
(DGHS). ' ’ -

NACO has close collaboration and effective co-ordination among Central and
State Governments, various Government departments, local ‘bodies; partnership
with NGOs, corporate bodies, international and bilateral collaboration for
implementing and monitoring various programmes. More details regarding
-government initiatives is.given in Block ITI. Unit 1.

,

4.5 THEORIES OF THE ORIGIN OF HIV/AIDS

Four theories have been propounded regarding the 6rigin of HIV. The debate
still goes on, Let us briefly discuss these theories in the following paragraphs:

Old Human Disease

The first theory is that HIV has beei around among mankind for a very long
periad and has recently become more virulent. . One possibility is that the
virus ccmes from a small and isolated ethnic group, which had acquired an
immurity to it; so that it had rarely caused death. When it spread outside this
grour, and reached people who had no such immunity, it become a killer
disease. :

This theory statc- Zat diseases common in one part of the world, when carried
to “virgin” territory have o€e. proved a mortal danger to the newly exposed
population. European diseases; such as measles and smallpox, virtually wiped
out some North American Indians in the eighteenth and nineteenth centuries,
This theory is important fora key reason. If this was the origin of the HIV,
then the isolated groups’ immunity might enable a vaccine to be developed to
protect the rest of the world. ' ‘

There are few completely isolated people left. in the world, mainly in the rain
forests of New Guinea Amazonia, and perhaps Central Africa. In fact we have
in India the nearly ex.t ct Great Andamanese, a trible having only 35 member
according to the 1991 census. Since one of the early location of AIDS was
Centrai Africa, much speculafion was focused on this possibility. By its nature,
this is a theory which is very difficult to disprove, but there is some evidence
which argues against it.

¢
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The second theory is that HIV has existed for a long time as an animat disease,
and has only recently managed to infect and trigger off epidemic in humans.
There are other examples of diseases “crossing over” from an animal to
mankind, and since a rather similar virus to HIV has been found in.a species of
monkey, this possibility has received considerable attention.

History has recorded many great human disease epldemlcs that have been *
traced back to infectious organism carried by animals or insects. Itisa fact, that
domestic and wild animals can harbour germs which, when contracted by
human can lead to an infection that in some cases can be passed on from person
to person independent of the original anima!s source. Source books written mn-
the 1960s before AIDS, listed eighty-four diseases of major significance to
pubhc ‘health which can be transmitted from animals to humans.
Like the malar_ia parsite, in many cases the human host is essential to the '
lifecycle of the infective organism. It can also be that the human may be an

-accidental host, contracting the infection from an animal in rare or unusual
" circumstances, sometimes with the face result that the ensuring disease is more’

serve in the human than it was in the original hosts.-

"Since AIDS is a sexually transmitted disease, the theory that it originated among
monkeys has in some cases given rise to the idea that the original transmission
from monkey to human was via sexual relationship. While medical researchers
have not suggested this, the idea has been repeated in-some western
publications. Mar., Africans have found this suggestion insulting, and have
reacted strongly, agaist the whole “simian origins theory” simian being a
scientific term for ape. and monkeys. Since the western media dominate the
international media, and since African scientists find it much harder to have
their ideas reported in western media than do European and American scientists,
African scientific arguments (often powerful ones) against the simian
hypothesis have not become widely-known (Renee, 1988).

Recent molecular epdemiological data has indicated that HIV I virus has
evolved from the Pan triglodytes sub species of the chimpanzees. It was
present in that species for centuries. It does not cause any infection among the
chimpanzees. HIV 2 is a less virulent form and less prevalent species. Itis
remarkably similar to a virus known as Simian immuno deficiency which is
endemic among monkeys. If the virus was present among the

chimps and monkeys how did it enter the human beings?

The most likely explanation is found in the cultural practices of the people in
Central Africa. Chimpanzees have traditionally served as a source of food to
certain people in sub-Saharan Africa. A person may have been infected with the
vinus during the process of butchering the chimps, he may ‘have had an open
wound .. ‘The wound may have been contaminated by Chimps’s blood.
Intermittently this type of contact would have occurred through out the
centuries. : |
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In Central Africa the disease must have spread from the infected person to their
spouse and if both of them died then the epidemic would not have spread. . If
the epidemic had to spread certain conditions have to be present. This century
provided that ideal condition for the spread of the disease. These conditions
included migration, and break up the traditional family system. Migratory
nature of employment brought about increased interaction with sex workers.
Sexual promiscuity of the times added to the spread. Blood transfusion become
common. Hence, contaminated blood could have spread. Contaminated blood
was exported from Africa to other parts of the world. '

The disease was introduced in United States probably through blood and it
spread to other parts of the globe through migration of people as well as the
prevalent sexual practices of the Gays. The Gay revolution of 1969 (stonewall
riots) with high risk homosexual practices was one of the perfect settings for
the spread of the infection. Similar pattern was seen in other developed
countries as well. '

Man-made Virus

The third theory is that of a man-made virus, perhaps from a'germ warfare
laboratory. Unlike *he first two, this is not a scientific theory posed in terms
which are open to experimental confirmation or rebuttal and presented for
scrutiny in scientiiiz journals. Rather it has been propagated like a campaign
with different versions picked up and relayed in various newspaper and
magazines around the world. .

According to Renee Sabatier, like all consp.racy theories AIDS-as-germ-
warfare is impossible to disprove, but it does seém improbable. The first
argument against it is.that Genetic Engineering was not sufficiently advancgd o
develop such a man made virus at the time HIV firstvappeared . The AIDS
virur must have “een in existence several years before 1980, when widespread
cases of AIDS started to appear in US hospital. If one accepts the evidence for
AIDS cases as early as 1959, it must have been in existence since the mid-
1950s. Virologists are emphatic that even if, such a virus could be developed
today, the science of genetic-engineering was not sufficiently advanced in the
late 1970s, for this to be possible.

The second argument is that a vinus like HIV is not the sort of bug a germ
warfare laboratory would wish to develop.” There is no point in developing a
virus as a weapon unless one’s own side can be protected against it. The ideal
germ warfare organism would be one thaf caused disease very quickly that did
not spread by itself but only infected those deliberately infected with it, and for
which there was a vaccine to be used to protect one s own side. The HIV
differs from this in every respect. Few If any, virologists take seriously the
theory that HIV is the result of a scientific consptracy. So far, there is no
substantive evidence whatever that this is where AIDS came fromXviile there

. are_number of convincing arguments that this oxigin is uplikelv in the extreme.

L]

- Theories.and counter arg

Mutation Theory

uments to find the origin of HIV/AIDS is less

‘mportant than to understand where HIV/AIDS is waing. The fourth theory is
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called the “Mutation theory”. According to this theory , viruses are

continually changing and ‘mutating’ into new strains. It is possible that a
mutation took place in a virus which produced a new virus with the deadly
properties of HIV. As reported carlier , the first recorded cases for thie traces ol
HIV infection were from Nofth Aimerica (1969), and Zaire (1959). However.
itis possible that there were other cases of HIV/AIDS in other countries of
which we have no knowledge. With increased migration, market economy,
liberalization and expansion of global tourism industry, lot of travel has taken
place among people within and outside the country since 1950s. This has
increased interaction among people. Thus, it is easy for a disease to cross over
from one person/community to another. It was believed that HIV was a virus
that had undergone mutation or it was produced by recombination of the viral
particles. Since the oldest sample was obtained from Africa, it was postulated
that it began in Africa and then spread to rest of the world. This theory was not

. accepted. More sensitive tests showed that this theory was not acceptable.

Theories and counter arguments to find the origin of HIV/AIDS is less
important than to understand where HIV/AIDS is going.

4.6 LET US SUM UP

Every-disease has a history of evolution. However the origin of HIV/AIDS is
shrouded in mystery. No one exactly knows where HIV actually came from. In
this unit we have tried to explain the clinical description of HIV/AIDS and its
historical existence in the world by tracing back to the initial cases of HIV/
AIDS in the world. We have also traced the historical background of the
disease in India from 1986 when it was first decteted in Channai. There are
four theories of the arigin of HIV which is usually a curiosity for most learners
to know about. Although there is no proof about any of those theories, it wili
certainly answer many doubts of people and avoid blaming others.

Check Your Progress III

1. Briefly describe the mutation theory.

4.7 KEY WORDS

Kaposi’s Sarcoma : A rare cancer — a tumor of the walls of blood vessels. Tt
also affects the living of internal organs.
Infection : The invasion of a host by organisms such as viruses, fungi,
- protoza, or bacteria with consequent disease.
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4.8 MODEL ANSWERS History of HIV/AIDS

Check Your Progress 1

1. Briefly explain the efforts made towards fining out a cure for HIV/AIDS.

Sam Border in 1984 used Suramin to treat HIV infection. Suramin was used
for treatment o sleeping sickness, It had an antiretroviral activity. It was
approved for use in the United States. Hence he used it on 'HIV positive

. patients. It was found to be very toxic and its use was given up early.

In 1964, Jerome Herovitz syntllesi.zed a nucleoside known as azidothymidine.
At that time if did not have any clinical use. In 1984 scientist at Burroghs
Welcome laboratory reinvestigated the drug and found it was effective against
the HIV virus. It was the first hope that HIV could te ¢ured. Since then
numerous drugs have been synthesized. .

In 1990 single drug regimens were shown to pe i effective in controlling theL
infection, In 1992 two drug regimens were used. It was found that it reduced
the incidence of opportunistic infections. In 1996 three drug regimens were
used. These regimens _reduced the v:.ul burden as well as improved the quality
~ of life. These regimens are known as highly active antiretrovirul therapy. At
the beginning of the twelieth century treatment of HIV infection appears like
any other chronis ciseasc. < There is hope that the disease will be cured one day.
We have to vvait with-patience.

Check Your Progress I
I. Trace the history of HIV/AIDS cases in the West prior td the 1980s.

The first case of HIV in USA was reported in 1981. In 1979 a forty-four year
old homosexual man died with Kaposi’s Sarcoma in New York city. Kaposi’s
Sarcoma is a kind of cancer found very common among AIDS patients in the
west. In 1977 a twnety-seven years old Rwandan mother developed the
immunodeficiency symptoms and died. In the same year a thirty four year old
Zaiean woman, who sought treatment in Belgium later died of opprotunstic .

infection in Kinshasa in 1978. In 1975 a previously healthy seven month old
black infant from New York had pneumocystis and succumbed. In 1969 a
fifteen year old black US boy died with Kaposi’s Sarcoma and opportunistic
infections in St. Louis. Earlier in 1959 a British sailar with Kapost’s Sarcoma
and pneumocystis died in Manchester. -

Check Your Progress T
I. Briefly describe the Mutation theory.

According to “Mutation theory”.viruses are continually changing and
‘mutating’ into new strains, It is possible that a mutation took place in a virus
which produced a new virus with the deadly properties of HIV. As reported
earlier, the first recorded cases for the traces of HIV infection were from North
America (1969), and Zaire (1959). However, it is possible that there were
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Busic Fucts of other cases of HIV/ATDS in-other countriés of which we have no knowledge.

HIVIAIDS With increased migration, market economy, liberalization and expanston of
global tourism industry, lot of travel has taken place among people within and . |
outside the country since 1950s. This has increased interaction among people.
Thus, it is easy for a disease to cross over from one person/community to
‘another. It was believed that HIV was a virus that had undergone mutation or
it was produced by recombination of the viral particles. Since the oldest
sample was obtained from Africa, it was post...ated that it began in Africa.and .}
then spread to rest-of the world. This theory was r.ot accepted. More sensitive
tests showed that this theory was not acceptable. -

4.9 FURTHER READINGS

1. Renee, Sabatie_r (1988). Blaming Others: Prejudice, Race and
' -Worldwide ,IDS, The Panos Institute, London.
2 “rmas, C.15iv18{1995). AIDS and Family Education, Rawat
Put -ation, New Delhi.
3. Tho: -as, Gracious (2001). H1V Education and Prevention: Looking:
- Bey: nd the Present, Shipra Publicaticn, New Delhi.
4. Thr ‘nas, Gracioys {1997). Prevention »>f AIDS: In search of' Answers,
Shipra Publlcah n, New Delhi.

5. Randy, Shl"S (1987). And the Band Played On Zt. Martm s Press, New
' York. :
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INTRODUCTION TO BLOCK 2 :

Block 2 of the Basic course on HIV/AIDS is perhaps the most important Block
in the sense it has made eftfort to explain various means of transmission of HIV/
AIDS. A careful analysis of this block will help in clarifying many doubts and
misconceptions prevailing in several groups and communities. There are five
units in this Block. Unit | explains the “Transmission of HIV through sex’. It
helps us to understand how HIV is transmitted through sex, the various
contributory factors to HIV infection through sex as well as some description
about various vulnerable sections of population who indulge in risky sexual
activities. Unit 2 deals with ‘Transmission of HIV through blqod’. In this unit
explanation about various modes of HIV transmission through blood, and the
vuinerable groups of population for HIV transmission through blood have been
given, Apart from this certain suggestions to check HIV transmission through
blood have been provided. Unit 3 provides details about ‘Mother to Child
transmission of HIV’. From this unit you will learn various means of mother to
child transmission of HIV as well as some of the preventive measures involved
in mother to child transmission. Unit 4 is on *HIV testing and issues involved’.
This unit helps vou to understand how HIV can be detected in a human body,

the various types of HIV tests used as well as the need for pre-test and post-test
counselling. Unit 5 is a very important chapter of this Block. It deals with the
‘Mpral issues on HIV testing’. In this unit the right to autonomy of HIV/AIDS
pat_lent_s, implications of testing entire population and issues involved in
maintaining confidentiality have been explained.

* The five units of this Block provide a comprehensive understanding about tle
what, why and how of HIV testing and strategies involved.
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UNIT 1 TRANSMISSION OF HIV

. THROUGH SEX

Contents ’

1.0 Aims and Objectives

1.1 Introduction

1.3 Factors Responsible for Causing Infections
. 1.4 HIV Transmission Risks for Different Practices

1.5 Vulnerable Population ,
» 1.6 LetUs Sum Up

1.7 Key Words

1.8 Model Ans ser:

1.9  Further Readings

1.0 AIMS AND OBJECTIVES

3

The aim of this lesson is to create awareness about the transmission of HIV through
sex. This will give us ideas on how to avoid all sorts of risky sexual behaviour.

After studying this unit you will be able to:

& - Know how HIV is transmitted through sex,

e  Analyze the factors responsible for the risk of becoming infected,

©  State various vulnerable sections of population who inaulge in risky
sexual activities, and

®  Interpret “he relationship that exists between the modes of transmission
and carriers of HIV through sex. o

1.1

INTRODUCTION

1

There are several ways in which one can get infected with HIV. It is very
important to know the routes of HIV transmission, This will help us to avoid
the spread of HIV. In other words, understanding how HIV passes from one
person to another will enable us to protect ourselves. It will also help us to
plan and implement programmes for the prevention and control of HIV/AIDS.

Persons infected with the HIV*¢can pass on the virus to those who are not
infected. Most transmission oceurs from those without symptoms of AIDS.
Therefore, it is essential that everyone is aware about the transmission of HIV,
It is also important to know who can get infected and how one can get infected.
HIV is present in all body fluids, tissues and -organs. HIV has been found in
almost all body fluids like blood, genital secretions (semen, cervical and -
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vaginal} saliva, tears and breast-milk. The HIV/AIDS virus can pass on to an
individual through three routes. These are:

(i) Sexual exposures; '

(ii) Contact with HIV/ATDS contaminated blood and blood products and;
(iit) Mother to child through pregnancy, childbirth, or through breast -milk.

In this unit, let us examine, how HIV spreads among people through sexual
exposure.

1.2 MODES OF TRANSMISSION THROUGH SEXUAL
ACTIVITIES:

Sexual activity, whether homosexual or heterosexual, is the major route of
transmission of the HIV throughout the world. The virus can be transmitted by
any peneurative sexual act in which HIV-infected semen, vaginal or cervical
secretions or blood is introduced into the body through a break in the mucosa.
The sexual aclivities where this type of transmission are:

(a)  Penetrative penile - vaginal intercourse;
(b)  Penile - anal intercourse and,
(cy  Oral - genital contact’

Detailed-epidemiological studies throughout the world have documented that
sexual transmission occurs through exposure to semen and vaginal or cervical
secretions. Exposure to any of these fluids may also occur during other sexual
activities. -

The precise risk of HIV transmission from a single act of sexual activity is not
known. Population - based estimates suggest that the extent of risk through
penile - vaginal or penilc - anal contact is'generally less than one infection per

“hundred exposures. However, such statistics describe the average within a
_group of people and cannot be applied to an individual case. While some

people have had multiple sexual contacts with infected persons without.
acquiring HIV infection, others have become infected following a single sexual
encounter. Repe'lted sexual activity with an infected person increases the risk
of infection. Let us discuss various types of sexual activity and the risks
involved in transmitting HIV during those acts. '

Penetrative Penile-Vaginal Intcl course

This is the ihost common form of sexual activity. Transmission oﬂ-“‘f from
men to women and from women to men is welt documented. Howeve
transmission rate throuﬂh heterosexual contact is reported to be high among
females.

The transmission {ram men to women is fairly well understood. Semen from
an infected man contrins HIV that is most likely associated with infected’
tyniphocytes. HIV intraduced into the vagina must inake its way into the
lymphatics to initiate vira! reproduction. Small breaks in t*s linings of vagina
are rresumed to be portals of entry to the lymphatics. Women are more
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Transmission of HIV

susceptible to infection than men after a single exposure to HIV. This difference sion of B
mough Sex

may be because the vaginal mucosa has a larger surface area and the vagina acts
as a vessel for the seminal secretions, The seminal fluid has a greater contact '
time with the vaginal mucosa. Moreover, small cuts or break in the mucosa go
‘unnoticed. o _

Although male to female transmission clearly occur- the means of transmission
of HIV from women to men is less clear. Other fact.is that increase the
transmission during the sexual act are the presence of ulcers on the male and
female genitalia. Women who have infections in their pelvic organs are more
prone to develop infections. Chemical irritation of the vaginal mucosa that
occurs due to use of bafrier contraceptives may increase the chance of the
women getting infected. ' - '

Sex between a mutually faithful husband and wife is a safe sex practice. When
people seek sex outside marriage we.call it arisky activity. However one
needs to know the factual information to avoid HIV infection.

Penile-Anal Activity

This means penetration of Penis into the Anus. It appears to be the primary
means by which HIV is transmitted amonyg homosexuals. This is sometimes
referred as rectal activity and in turn often leads to breaks in the lining of
rectum. The rectal mucosa is delicate. These breaks in +1e rectum linings make
it easier for HIV to enter into the lymphatics. Laboratory studies suggest that
cells that line the rectum may also become directly infe~'ed with the virus.
Surveys of the homosexual populations indicate that a partner who inserts his
penis into the anus of another partner (active partner) seems to have a lower
chance of becoming infected when compared to the partner into whose anus he
has inserted (passive partner). When these activities are _performed without any
physical barriers, it must be considered-as high risk for transmission of the
virus. -

Utvally penile -anal activity-is not recommended even between a mutually
faithful husband and wife on health grounds. It is against dignity for the man
to force his wife to agree for penile-anal sex against her will. Every human act
whether in public or private has its implications on the behaviour and character
-of the individual. One must have regard and respect for every human-being ~
including a sex worker: '

Oral-Genital Contact : LT,

This means contact between the mouth and genitals. The role of oro-genital sex o
as a route of transmission of HIV s poorly studied in populations other than

homosexuals.” Tt is because individuals who engage in orogenital sex rarely do

so to the exclusion of other forms of sexual contact. It is difficult to attribute

transmission of HIV to oral sex and not to other types of sexual exposures:

The possibility 0ftr§n§111i£ting HIV. from the vagina to the mouth seems
possible, although it is not documented. Similarly, the feasibilitjf-ot‘
transmitting-of HIV from the wicuth to the genitals is unclear; One can -
specufzse ~rout plausible roots of transmission in any type of Jro-genital
ce-shct F1V Learing lymphs sytes presentéin semen could =antact damaged
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mucosa in the mouth and allow the entry of HIV into tissue. Likewise, traces
of menstrual blood or vaginal discharges containing HIV could serve as
conduct of infection from the genitals to the mouth. Virus is shed in the saliva.
Saliva is not infective as the dose of virus needed to transmit the infection is
very low. Saliva also contains an enzyme that inhibits the virus. Hence, it does -
not easily transmit the infectiok.

Oral sex is very rare amongst most peaple | in the Indian sub-continent for
various reasons. Some of these include:

1) Lack of adequate privacy. Over 70 per cent people live in rural areas in
small houses alorg with several family members (children, joint family,
etc) where privacy for intimate sexual activities are limited.

1) Almost haif the population in most urban areas live in slums whlch
comprise a.small room without any privacy and safety.

11i) Most men and women from the above mentioned categories return
home tired and wanting rest after a day’s work, They eagerly wait for
darkness to set in so that their sexual urges can be satisfied in fleeting
moments,

1v) Most, peoplé in India are not exposed or oriented to various forms of
‘ sexual activities described above due to their family, cultural,
religious, educational, traditional and social background.

V) Husband and wife hardly talk to each other on sex and sexuality.

It may be noted that very few studies have been conducted on the sexual

- behaviour of people in India. Therefore, most of the concerns discussed in this

unit may not be relevant for most people. However, _adequate information on
various aspects with regard to sexual activities which are risky in nature need to
be made known so that the last person in the country is enabled to take
necessary precaution to avoid transmission of H1V/AIDS/STD:s.

Check Your Progress I

1. Describe how HIV transmission occurs through sexual activities. -

1.3 FACTORS RESPONSIBLE FOR CAUSIN
INFECTIONS ‘

The risk of becoming infected with HIV as a result of sexual activity depends

.on;
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' ner Is infected; Transmiulon of HIV
(l) Whether the sexual partner is ‘ . shon of HIV

(i1}  The type of sexual contact involved,

(ili) - The amount of virus present in the blnod or s:.crulons of the infected
:  parner;, and : : . -
(iv)  The presence in eitlier p'mncr of other .scumlls transnutted. discases or
genital lesions. :

. Probability that Sexu:ll Partner is HIV, Infected
The prevalence ot HIV infection amony sexually active people varies in
different areas and among population sub-groups in those areas. The |
probability that a person has acquired a ‘sexually transmitted HIV infectian is, in
general, proportional 12 the number of sexual partners the person has had in
recent years, In areas where the mode of transmission is through heterosexual
activity, the highest prevalence of infection has been found among female sex
workers. The probability in such éases increases. .

The probability of a homosexual man encountering an HIV infetted sexual
partner ranges from a few percent for those with only a few male sexual

partners in areas of low AIDS prevalence to more than 70 per cent for men _
-who have many male sexual.partners in areas of high AIDS prevalence. Unlike
several permissive societies in the world, the percentage of homosexuals and.
lesbians in India are very insignificant. However, we do have reported cases of
the prevalence of HIV among the minority homosexual population of the
country.

‘Type of Sexual Contact Involved,

All forms of sexual activity in which any type of'contact with body fluid is
involved carries a risk of HIV transmission. While existing data suggests
differences in the relative risk of various forms of activity, the precise level of
risk associated with each is not yet known. Trauma to the mucous membrane
of the rectum or vagina may facﬂltate transinission of HIV, but is not esséntial
for transmission fo oceur.

The highest risk for HIV infection occurs amongst men and women who
engage in receptive anal activity with an HIV-infected partner. Vaginal -
intercourse carries a higher risk for heterosexual men and women than oral
activity. Oral-g,emtal contact may transmit HIV, but the avallable data are too
limited to penmt quantification of .the risk from such contact.. ’

Klssmg has not been shown to pose a risk of‘ transmlssmn Nevenheless while
not substantiated, there is a theoretical risk of HIV transmission dunng ‘wet
kissing’ in which saliva is exchanged and if there are cuts and pores in the
niouth. -

~

Self-masturbatlon obwous]y poses no risk of HIV transmlssmn However
mutual masturbation, which may involve expasure to semen or cervical and
vaginal secretions, may pose a theoretical risk of HIV transmission if there are

cuts , wounds etc. in parts of the body wh[ch may be exposed to such body
ﬂmds .
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HIV Teansmission  Amount of Virus Present in the Blood or Secretions of
& Testing. ' the Infected Partner

HIV infected individuals are thought to become more infectious as they
progress to overt disease i.e. AIDS; Similarly during the window period the
concentration of HIV is the highest and the person is highly infectious.
Therefore, exposure during window period can be highly risky.

Presence.of Other Sexually Transmitted Diseases(STDs) , H

There is an increasing evidence that the presence of another sexually
transmitted disease in one or both pariners may increase the risk of HIV
.- transmission. Genital ulceration, may occur with chancroid, syphilis or herpes
© virus infection. Ulcerative disease appears to increase the susceptibility to
infection of uninfected individuals and to enhance the infectivity of those who
are already infected.

It is always risky to have sex with Commercial Sex Workers|(CSWs) in .~ &
India, Reports indicate that most of the sex workers suffer from STDs and a
large number of CSWs are also found to be HIV infected across the country.
The only way to avoid HIV is to remain faithful to one partner or practise
abstinence. Sex education is the need of the hour.

Check Your Progress. a . : ' :

1. - Describe in brief about the various risk factors involved m the
transmissicn of HIV through sex.

RELS I S L

- 1.4 HIV TRANSMISSION RISKS FOR DIFFERENT :I
PRACTICES ' : !

In the previous sections we discussed various factors responsible for - )
transmission of HIV. In this subsection we have presented risks involved in the lr

~ transmission of HIV for different practices in a tabular form, Different types of
practices are grouped under four categories: Unsafe practices with high risk,
unsafe practices with unclear risk, low risk practlces with some risk and
practices with probably no risk.

10




Table: 1.1

_H'I‘_V Transmission Risls for Different Sex Practices

Unsafe practices with liigh risk of HIV transmission.

*  Numerous sex partners; _ ,

*  Unprotected anal receptive sex with an infected partner;
*  Unprotected anal penetration with hand‘(ﬂsting);

*  Anal douching in combjnétion with anal sex.

*  Oral -anal contact and;

-

- ® Vaginal intercourse without a condom with an infected parther,

Possibly unsafe Practices with Unclear Risk of HIV Transmlssmn

» Fellatio {oral contact with male genitals and contact W1t11 semen);
«  Cunnilingus (Oral contact with f'emale genitals) and

°  Sharing sex toys and implements.

Low Risk Practices with some Risk of HIV Transmission

*  Anal or vaginal sex with prqper'usé of intact condom,

°  Wet kissing (French kissing);

. Felhno interruptus (contact w1th male genitals w1thout
" ¢jaculations).

Practices with Probably No Risks of HIV Transm:ssuon
o Abstentlon from sexual contact;

* Monogamous rehtlonshlp 1n which both the partners are
. uminfected; - .

) Se]f—masturbation'

. M'zsturbatlon of partner (if no cuts on hands of either partner)

L3 Touchmg, massaging, hugging or strokmg and,;
* Dry kissing.

=

Source : Lyn Frumkia,

AIDS PMIC, California. -~ ¢

Check Your Progress I

1.

What are the types ¢ risks involved in dlfferent types of sexual practices

with regard to transmission of HIV"

..............................................................................................................

and Johri Leonard (1994) Questlons and Answers on

; 'f'l'uﬂsmissiun of HIV
through Sex |

11
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1.5 VULNERABLE POPULATION -

() Inevery culture, and society one-does come across sex workers. These

" Sex Workers or Prostitutes

one person to another through

The HIV virus is primarily transmitted from
f persons who are vulnerabig o

sexual activities. There are various categories 0
HIV infection through sexual contacts.

ETE] B I e v

‘are mostly women who sell their bodies for a price (money). Some men
may also involve in male prostitution.

There are various forms of sex work. In big cities and towns, they live in
certain areas known as Red Light Areas or Red Light Districts. Women
who practice prostitution live in groups in such areas. There are also sex
~ workers who live in brothels. Brothel keepers keep them in brothels by
force. They have no freedom to go out of the brothel premises. Very
often they have to provide sexual satisfaction to several men in a day.

TITEI -

(ii) The second category is call girls. Call girls are those who live a more '

comfortable life. They usually serve customers in their homes or hotels E

" and earn handsome amount. o i
(iti) Another category comprise women from some of the tribal communities
. - who practise prostitution as their profession. Some of these tribes are
Rajnat, Bediyas, Gadia, Lohares, Kanzars, Bheel etc. Most of these tribes -

are found in Rajasthan and some other north Indian states who mostly -

stay along the Highways. ' S |

(iv) -There is also another group of young girls who are zaliud Drevadasir. ) ‘L
These are young girls usually from very poor fain = vio are offersd ic
temples. Almost always, these dancing gitls arc & .zlly exploited anc ]

1hey also become sex workers later in their lives. - i % common practics :

in northern parts of Karnataka and several other :*ares o India I

|

~ Homosexnals and Lesbians
Same sex sexual relationships are very high-risk acuviugs i, i 4oty e,
cases of HIV found were among people involved in the ciue sex rolationships,
. This trend continued in the United States of America until recently (s -
- penetlraft_ive;sex as well as anal penetrative sex are, high-risk activities. "Uing
. ‘causes bleedi_ng.ar'lq breaks in the sex organs. In case of oral sex, sex 0:gais
_hurt with the teeth. In case of anal sex, penetration becornes painful for 5ath
active and passive partners, as the anus can not receive an erect penis.  Inthe :
process, both the penis as well as the tight rectum suffer injuries or tears
* causing bleeding as well as transmission of HIV/STDs.

-t

Several reports reveal that a passive partner is very oiien forced into doing a o
particular sexval act. Sex can never be enjoyed by ferce. It thea becomes cruel

or sadistic act done without concern for the dignity of the individual, Soveral
cases of homosexual rape liave been raported.




Same sex relationships are commonly found in: Transmission of HIV
. : ) through Sex

(i)  Massage parlours

(iij Hostels where people of the same sex live.

(i) Prisons

(iv)  Welfare Institutions taking care of clients oelonging to same sex like Nari :

Niketan, Beggar’s Home, Juvenile Homes, Orphanages etc.

v) Camps of armed forces; '
(vi)  Among street children and

(vii) Among child laborers kept in camps.

(viii) Circus camps etc. ‘ "

Involvement of eunuchis in the flesh trade is not-a new phenomenon in our
country. They are a highi-risk group in India today. They are estimated to be
over one million in India. They run brothels that serve particularly the
homosexuals and also cater to bisexuals. With the unabated spread of HIV/
AIDS the time has come for initiating actions/legislation to stop such practices.

Sperm Donors’

People who donate sperm can also pass on HIV if they are infected. There are
several sperm banks located in various parts of the country. The usual donors of
the sperm in the country are the poor labourers, beggars or street vendors who
make a living out of it. Many drug addicts also donate sperms for a price to buy
drugs. There are also reprots of students from professional colleges and
educational institutions who donate sperm for making additional pocket money.
There are some documented cases from various parts of the world where HIV
has been transmitted through artificial insemination.

Check Your Progress IV

1. Explain briefly same sex relationship in the context of HIV- transmission.

1§ LETUS SUMUP

_ In this unit various. means of transmission ofHI_V through sex is discussed. Sex
. 15 one of the known sources of HIV transmission. This is also the largest mode
of transmission. This mode of transmission generally occurs in three ways.

13
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These three ways are : penetrative penile-vaginal, penile-anal and oral-genital
contact. Amongst these three ways penetrative penile - vaginal activity is the

most common. In penetrative penile-vaginal activity, transmission from male to ’

female i1s known.

- Therisk of becomir & infected with HIV as a result of sexual intercourse
. .depends upon mainly four factors. These factors are: (a) Whether the sexual
'partner is infected; (b) the type of sexual contact involved, (c) the amount of .

virus present in the biood or secretions of the infected partner; and (d) the
presence in either partner of other sexually transmitted diseases or genital
lesions. The unit also discusses about HIV transmission risks for different types
of sexual practices, The different types of sexual practices are grouped under
four sub-headings. These are: (1) unsafe practices with higl: risk of HIV
transmission; (2) possibly unsafe practices with unclear risk of HIV
transmission; (3) low risk practices with some risk of HIV transmission and (4)
practices with probably no risk of HIV transmission.

" In the last section of the unit, various groups vulnerable for HIV transmission
- through sex are discussed. This vulnerable group of population include sex

workers, homo sexuals, lesbians, eunuchs and sperm donors etc.

1.7 KEFY WORDS

Oro-genital  : The contacts between oral and genital.

Epideimology : The study of the incidence and distribution of diseases and
= of their control and prevention. -

Fellatio - Oral contact with male genitals and contact with semen.
Cunnilingus : Oral contact with female genitals

Eunuch . A castrated man (some are born without male or female
' Sex organs).

Lesbians . A homosexual woman

1.8 MODEL ANSWERS

Check Your Progress.I

1. Describe how HIV transmission occurs through sexual activities.

There are three ways of transmission of HIV through sex. The ways are
penetrative penile - vaginal, penile - anal and oral - genital. The most common
type of transmission is penetrative penile- vaginal. Semen from an infected mar
contains HIV that is most likely associated with infected iymphocytes that are
also present in the semen. 1V introduced into the Vagina must make its way
into the blood stream to initiate viral reproduction. Small breaks in the timing
of vagina are the presumed entry points to the blood stream. N
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Transmission of HIY
through Sex

Check Your Prqgress 1 .
1. Describe in brief the various risk factors involved in the transmission of

HIV through sex.

' There are mainly four types of risks involved for different sexual practices. They
‘are 1) unsafe. practices with high risk of HIV transmission. 2) possibly unsafe . -
practices with unclear-risk of HIV transmission, 3) low-risk practices with some

risk of HIV transmission and 4) practices with probably no risk of HIV

itransmission.

k]

Unsafe practices with high risk of HIV Transmission involves unprotected anal
receptive sex' With an infected partner; anal douching in combination with anal
" sex; and vaginal activity without a condom with an infected partner. Possibly
unsafe Practices with unclear risk of HIV transmission - involves fellatio (oral -
contact with male genitals and contact with semen); cunnilingus (Oral contact
with female genitals) and sharing sex toys and implements. Low risk practices
with some risk of HIV transmission include anal or vaginal sex with proper use
| of intact condom; wet kissing (French kissing); and fellatio interrupts (contact:
 with miale genitals without ejaculations). Practicses with probably no risks of
" HIV transmission; include abstention from sexual contact, monogamous
relationship, both partners uninfected; self-masturbation; masturbation of
pattner (if no cuts on hands of either partner); touching, massaging, hugging,
stroking and dry Kissing (‘social kissing’). ’ '
Check Your Progress I ' _
1.  What are the types of risks involved in different types of sexual practices
" with regard to transmission of HIV? “

The risk of becoming infected with HIV as a result of sexual intercourse
depends on: .
(). whether the sexual partner is infected; |
-(i1) the types of sexual activities involved; _
(i) the amount of virus present in the blood or secretions of the infected
* partner;-and ' ' '

(iv)" the presence in either partner of other sexually transmission disease or
genital lesions.

Check Your Progress v
1. Explain briefly the role same sex relationship in the context of HIV
transmission. l

Same seéx sexual relationships are very high-risk activities. In fact, the very first’
cases of HIV found were among people invelved in same sex relationships.
This trend continued in the United States of America until recently. Oral
penetrative sex as well as anal penetrative sex are high-risk activities. This
causes bleeding and breaks in the sex organs, In case of oral sex, sex organs get
: hurt with-the teeth. In case of anal sex, penetration become.. -ainful for both
_ active and passive partners, .as the anus can not receive an erect penis. Inthe

15
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_1.9 FURTHER READINGS g

process, both the penis as well as the tight rectum suffer 1 injuries Or tears
causing bleeding as well as transmission of HIV/STDs.

Several reports reveal that a passive partner is very often forced into doing a

particular sexual act. Sex can never be enjoyed by force.. It then becomes .
cruel or sadistic act done without concern for the dignity of the individual, |
Several cases of homusexual rape have been reported.
Same sex relationships are commonly found in: '

(i)- Massage parlors;

(i) Hostels where people of the same sex live; |

(iijj Prisons;
(iv)  Welfare Institutions téking care of clients belonging to same sex like
Nari Niketan, Beggar’s Home, Juvenile Homes, Orphanages etc;

TomTTrs -

(v)- Camps of the armed forces;
(vi) Among street children;
(.vii) Among child laborers kept in camps and;

(viit) Cireus camps etc.
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2.0 AIMS AND OBJECTIVES

The aim of this unit is to create an awareness and knowledge about the

transmission of HIV through blood and blood products. This unit will provide

information regarding -various modes of transmission of HIV through blood.
We will also discuss about various groups of population that are vulnerable
from HIV transmission through blood. At the end of the unit some issues like
blood donation, blood testing, information on blood banks etc. which has a
direct relationship with HIV transmissior: will be discussed in detail.

After reading this unit you will be able to:

Know various modes of HIV transmission through blood,;

State various vulnerable groups of population for HIV transmission
through blood;

Analyze the relationship between modes of transmission and vulnerable
groups of population; . .

Understand various issues related with modes of transmrssron through
blood,

Suggest various preventive measures to be adopted to check the
transmission of HIV through blood; and

Understand legal issues involved i in blood donation and blood bank
operations in India.

)

2.1 INTRODUCTION

In the previoys unit we have already studied transmission of HIV through sex.

In this unit we shall study transmission of HIV through blood. The magnitude
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of transmission through blood is very less when compared to transmission
through sex. The important aspect about transmission through blood is that this
can be completely reduced if certain precautions are followed. All these issues
will be discussed in this unit.

2.2 TRANSMISSION OF HIV THROUGH BLOOD

HIV reproduces itself in the CD, lymphocytes, which circulate in the blood
and other body fluids. Blood collected for transfusion contains these
lymphocytes. HIV is not only present with these cells but it is also present in
blood unassociated with cells (serum). Thus introduction of blood from
infected person to uninfected person will transfer the virus that is present both
in the cells as well as the serum, Of all the forms of exposure to HIV, blood
transfusion is the most effective means of transmitting the virus from person
to person. No barrier of any kind exists between the infected person and the -
individual who receives contaminated blood directly into the blood stream,

Instruments like scalpels or suture needles, if contaminated with infected blood -
can transmit the infection. Similarly needles that lhave blood stains on them

can transmit the infection. Sometimes injuries that occur with broken glass

vials containing infected blood or serum can transmit the infection. The risk of
infection through small cuts and abrasions that occur with contact sports e.g.
wrestling, football etc.. is very fow.




Transmission of HIV through Blood Products

Blood that is collected from a donor can be separated into different components
'using a cell separator. One unit of blood will be separated into red blood cells,
platelét concentrates and plasma. These components can'be used as and when
required. '

Apart from these conventional uses, substances pr ent in the blood i.c,

. antibodies are removed to produce immunoglobulins. These immunoglobulins
are used in treatment of many medical conditions. HIV can be transmitted
through these products also. Treating these products can prevent transmission.

.Various Means of Transmission

(A)  HIV transmission through intravenous drug use (IVDU)

Intravenous drug use acts as a source of transmission of HIV because drug
users frequently share syringes and-needles to inject drugs. THese instruments
are not sterile. Small volumes of contaminated blood remains inside previously
used needles and syringes there by providing opportunities to transmit the virus
via their blood contents. In the early years of the epidemic, studies found links
between HIV drug users and male homosexuals who were already infected with
HIV. The overlap of these two groups facilitated the introduction of HIV into
drug using population and then to the sex partners of the drug users.

Rapid increase in prevalence of HIV in drug users in major urban areas from
around the world were recorded in the late 1980s and early nineties. More
detail regarding relationship between HIV/AIDS/STDs and substance ahove is
given in block-I of the Elective Course on HIV as well as the Elective Course
on Alcohol, Drugs and HIV,

(B)  Transmission through organ transplantation _
HIV can be transmitted through infected organs. HIV is found in the blood as
well as the tissue of an infected organ, Before any organ is transplanted the
donor has.to be screened for HIV. In cadaver (removal of organs from brain of
dead patients) transplantation, the donor has to be checked. This route of
transmission is very rare in practice. Since an infected person’s body fluids
contain HIV it is essential to screening for HIV is carried in cases of organ
transplantation of any kind such as kidney, born marrow, eyes, skin, semen etc.
Check Your Progress I - - .

1. How HIV is transmitted through blood and blood products?

................

Transmission of HIV
through Rlood
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them are found to be professional blood donors.

53 VULNERABLE POPULATION

A) Hemophilia- B

Hemophiliacs are bom with an inherited bleeding disorder and are exclusively
males. This disn=ter is determined genetically. It results in poor clotting of
blood. There is.an absence of a single protein that is involved in coagulation.
Various forms of hemophilia exist. Hemophilia A is due to deficiency of Factor
VI11t. It is the most common form of Hemophilia. Hemophilia B is due to
deficicncy of factor 1X. ' o _

In 1984 a worldwide survey showed that 74 per cent of Hemophilia A and 39
per cent of Hemophilia B wére infected with the virus. Since then there has -
been a steady decline in the incidence of HIV among this group. This has becn
achieved by modifying the procedures in preparation of these products.<
Hemophiliacs who have received cryoprecipitates have a lower incidence of
infection. ” : '

B} Intravenous Drug Users

Injecting drug user’s are a potential channel for transmission of HIV. We have
already discussed this mode of transmission. In India, injecting drug users have
a high incidence of the infection. It is more common in the North Eastern parts
of India. The drug addicts often sell their blood to purchase drugs. Scveral of

C) Professional Blood Donors o . ) .

Professional blood donors are persons who repeatedly donate blood to the
blood banks for money. They are usually poor and unhealthy people. Many of
them are found to be HIV carriers. Professional blood donors should be
avoided at all costs. A medical test should be performed on them if itis still
necessary 10 accept them as donors. The Suprenie Court of India has banned
professional blood donation in the country. However, these professionals
continue their profession as there is dearth of blood donation in the country.

We shall discuss more in detail about Blood Donation and Blood.Banks later in
this chapter. Professional Blood Donors pose a high risk for. infection.

D) "Health Care Workers

g m
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Health care workers often get injuries due to needle prick and cuts with other :

equipments. There are several documented cases of health care workers being
-infected through this route. All health care providers must be aware of the

- universal precautions and put them into practice. They one more prone to this
- infection.,

E) Patients Suffering from Blood Disorders _

Patients who suffer from various blood disorders like various types of ancamia, }
. especially Thalesemia or Leukemia require multiple transfusions. We have

already discussed about bleeding disorders like Hemophilia. Patients may need
multiple transfusions. They are at risk to contract the infection if untested
blood is used. Measures that can reduce the need for transfusion 1 these’

patients can prevent the infection from spreading.




F) Miscellaneous

. : ) .o v
There are certain practices through which the HIV can be transmitted through
blood due to infected instruments. There are:

1) Circumcision or Genital Mutilation

' Practices of circumcision or genital. mutilations are found among some groups
of people on India. A circumcision needs to be done with extra care, Using
clean instruments and if a trained person does the operation the chances of the
infection can be reduced. . - ' - '

2) Tattooing, Ear or Nose Piercing

. Tattooing, ear or nose piercing is an age-old custom in India. Nose and ear
piercing is very common in India. Tattooing is more common among the tribal
communities. It can be seen in cities also. These procedures shotild be done
-with clean instruments. -

3) Organ Transplantations - E L <

- Patients who receive organ from donors are at a risk of getting infected. There
is always a need for verifying the status of a donor before accepting any type of -

{ organ from a donor. B :

_ Check Your Progress II

1. Write a brief note on professional blood donors.

’ . .
2.4 ISSUES RELATED TO TRANSMISSION OF HIV
‘ THROUGH BLOOD

A) Blood Donations and Blood Banks in India

Blood donations and blood banks were started in India since 1941. During this
period, the Second World War was in full swing. It became 'necessary to supply
blood to the wounded soldiers. In 1941, the then Viceroy of India directed all
the Provincial Governments to set up blood banks, These Blood Banks were to
“supply blood to the soldiers and civilians. - '

Today, there are over a thousand registered blood banks all over *he coun‘ry.
There are also several thousand illegal and unregistered blood banks in the .
country. A person can donate blood once in three to four months. In India
demand for blood out weighs the supply hence, professional blood from donors
are als_o-encouraged by the blood banks. The SuprémeCourt has banned this
practice since 1998,

Transmission of HIV
thruugh Blond

B Il Dt BaraT Rt e | et

FRIRFTT i TTT C rnmyom

- it TTRInCT A




T Transmission . TABLE 2.1
- oletng Some Important Facts and Figures about Bloed Banks and
Blood Donation

FACTS FIGURLS (Nos.)
quémment Blood Banks 727

" Charitable Blood Banks - oo 38
Private Commercial Blood Banks 710
Total number in the country 1475
Total blood requirement in the country 6 Million units
(Average 11 units per hospital bed per annum)
Total Blood collection (annual) 1.95 Miltion units
Shortage 4.05 Million units

‘Most of the hospitals are located in urban centers. They cater to 25 per cent of
the population. 75 per cent of the Indian population lives in villages. Hence,
these figures may not give a true picture of the country.

g B) Testing of Blood
Testing of blood for HIV has been made mandatory in most of the countries.
There is a law in India, which makes it mandatory to test all the blood that is

used for transfusion. A list of Blood Testing Centres for HIV in India is given
in your Supplementary Reading Book (AFE-01, Block 4).

C) Voluntary Blood Donation

Voluntary blood donation should be encouraged. Volunteers are likely to be
healthier and may not have high-risk behaviour that is associated with
professional blood donors. The blood from a voluntary donor is likely to be of
‘good quality. '

D) Rational Use of Blood

Blood should-be used carefully. It should be r-sed only when it is essential.
Minimum amount that is needed should be used.

E) Sterilization of Instruments

Equipment used for collection and for transfusion of blood should be properly
sterlised. Health eare providers need to be aware of such procedures.

Check Your Progress I
I.  Describe any three issues related to transmission of HIV through Blood?
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2.5 INFORMA.TION ON BLOOD BANI(S . B o lh.mugh Blond -

“Blood is an essential component of the body which provides sustenance to life.
There can be no greater service to the humanity than to offer one’s blood to
save the life of other fellow human-beings. At the same time blood, instead of
saving life, can alsolead to death of the person to whom the blood is given if
the blood is contaminated. As a result of developments in medical science it is
possible to preserve and store blood after it has been collected so that.it can be
available in—case of need. There are blood banks which undertake the task of
collecting, testing and storing the whole blood and its components and make
the same available when needed. In view of dangers inherent in-supply of
contaminated blood it must be ensured that the blood that is available with the
blood banks for use is healthy and free from infection.”

This‘is the opening para of the Supreme Court judgement in Common Cause
Vs. Union of India & Others (IT 1996 (1) S.C 38) delivered by Justice S.C
Agrawal. This Writ Petition (Civil) No. 91 of 1992 under Article 32 of the”
Constitution of India was heard by Hon’ble Justice Sh. S.C Agrawal and
Hon’ble Justice Sh. G.B Pattanaik and the judgement was dehvered on4-|-
1996, The Writ Petition was filed by Sh. H.D Shourie on behalf: of Common
Cause, a registered Society that takes up publlc interest litigation earnestly,

T‘ocus of Pctltlon

The petitioners had highlighted the serious deficiencies and shortcominigs in the
matter of collection, storage and supply of blood through the various blood
centers operating in the country. It was prayed by the petiioners to issue
appropriate writs or directions to the Union of India, States and the Union
Territories to ensure proper-positive and concrete steps for obviating the
malpractices, malfunctioning and other inadequacies of the blood banks all over
the country. The Union of India, the States and the Union Territories were made
Respondents to the Writ Petition. The petitioners had prayed that the
respondents should initiate a time bound programme and place before the Court
a specific programme of action to remedy the deﬁc:encles in the operation of
the blood banks.

Blood is treated as a drug under the Drugs and Cosmetics Act, 1940, for the
‘purpose of regulating its collection, storage and supply. In the Drugs and
Cosmetics Rules, 1945, made under the 1940 Act, provisions are made for
equipment and supplies required for a blood bank in Part XII-B. These
_provisions were inserted vide notification on 24:6-1967. In this part
requirements regarding equipment, blood collection supplies, canter equipment
and emergency equipment for blood donor room as well as provisions for
laboratory, general suppliers, technical staff, accommodation for blood bank,
Iabe! for. whole blood and colour scheme for lable etc were also made.

‘The Ferguson Study

In 1990 the Government of India had entrusted M/s AF Ferguson & Co,,
Management Consultancy Firm, with the study of blood bankmn system-in the
country. . R
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The scope of the study wrs to:
e  assess the status of Government, privite, commercial and voluntary blood

“banks;
e  recommend pOllC}’ and procedural changes and
. prepare a scheme for modernisation.

Status of Blood Banks
M/s AF Ferguson & Co. submltted its report to the Govemment in July 1950.

" According to this report out of the total number of 1018 blood barks in the-
country, 203 were commercial blood banks and the rest were controlled by the

then Central Government, the State Governments, Private Hospita’s and
Voluntary Orgamzatlons The volume of blood collected by the commercial
blood banks was 4.7 lakhs units out of the total of 19.5 lakhs units by all blood
banks. It was also reported that commercial blood banks were collecting blood
mostly from professional donors while the other Flood banks were collecting
blood miostly from the relatives of the patients or from voluntary donors.

Deficiencies
The Ferguson Report highlights various deficiencies. t was stated that:

(i) Out of the total number of 1018 blood banks as mjuiy as 616 are reported to
be unlicensed. There are only 201 licensed commercial blood banks; the supply
of blood by licensed commercial blood banks is only about ¥% of the blood used
in the hospitals of the country. : :
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(i) No medical check up is done on the blood sellers; their health status is not
examined. The blood trade flourishes with poor people like unemployed,
rickshaw pullers, and drug addicts selling their blood. Such blood sellers suffer from

various infections and their haemoglobin is lower than the prescribed level. It
.has been reported that there are many persons who donate blood 5/6 times in a
“month; pbverty makes them to do so at first but later it is reported to become
like an addiction, the blood seller enjoying-the dizziness due to the reduced

supply.

(iii) It is 2 mandatory requirement to conduct tests on blood which is to be:
admiristered to a patient or to be issued to hospitals for transfusion. The blood
so issued has to be free from HIV (AIDS), viral hepatitis, malaria, venereal
diseases etc. It is reported that mandatory tests which are required to be done are -
rarely conducted. Most of the ATIDS surveillance centers are not functioning
efficiently and up to 85 per cent of blood collected in the country is not
screened for HIV/AIDS, Under an action plan to screen bload for AIDS 37
blood testing centers were to be set up in 29 cities, but only 11 testing centers
were functioning by July 1990, and training of technicians for these centers was

lagging,

(iv) The blood banks presently thrive on bleedmg 4000 to 5000 regular
professronal donors in 18-20 cities. The professional donors, which include
many women are reported to be victims of il health, low haemoglobin lavels:
and many mfectmns and -are bled at frequent intervals by the commercial blood
banks.

W) Storage facilities in the 'blood banks are far from satisfactory. The (lood
banks have necessarily to possess facilities like refrigerators exclusively for
storage of blood with a specified range of temperattre for ensurmg safety of
blood. In the existing blood banks many items of equipment remain unattended
for years, electricity failures are frequent, generators are a rarity. This applies to
* not only to commercial blood banks but even to some of the Government
hospitals. Many items of the basic equipment requried for blood banks are not
available and a good part of them do not have even adequate storage facilities.

(vi) Many of the blood banks are located in unhygienic environment and they
collect and store blood in very unhyglemc condmons

(vii) In some places strong middlemen operate for the blood banks by arranging :
for donors. The middlemen dictate the charges to be paid and take heavy
commission; the selection of donors disrer ards the level of health etc.

(viii).A large part of the professional donors are alcoholics or drug abusers, have
indiscriminate sexual habits and are a high risk group for Hepatitis' B and HIV/
AIDS and are unfit to donate blood.

Trained professionals are generally not ~vai:zole in the blood banks. Most of the
blood banks lack trained post-graduates at the helm; they have no donor
organizers to bring voluntary donors; and many cf fihem are manned by technical

staft who do not have requisite qualifications of a Diploma in Medical-
Laboratory Technology. At present there is not even a course to provide post:
graduate specialisation in the field of biood donation and transfusion as in
.developed countries. The Drug Contro] departments which are expected to

-
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. ensure the appropriate functioning of the blood banks, do not themselves have

specified and trained personnef.

In the storage of blood the basic and assential requirements of clean
environments, etc. are ignored. Nexus is reported to be existing between
the attending doctor of the patient and the commercial blood bank, with the

* former directing the patients to the latter, and the latter gwmg a percentage of

the sale 1o the former.

Check Your Pi‘ogl'eés IV ,
1. According to the Ferguson Study what was the status of blood banks in
the country at that time ? -

7.6 GOVERNMENT ACTION ON FERGUSON
REPORT

The Ferguson report only stated the facts that were widely known, but it got the
Government machirery into action. In the Counter Affidavit filed by the Depur
Drugs Controller, Dr.-Lalgudi Vaidyanathan Kannan, on behalf of the Union ¢

* India in the Supremg Court in reply to the Common Cause Writ Petition, it ts

stated that after the receipt of the Ferguson report, the Drugs Controller of
India, by his létter dated 23-8-1990 asked all the State Drug Controliers to
ensure that inspections are carried. out in all the commercial banks and
unlicensed Government blood banks. The.State Drug Controllers are the
ficensing and enforcing authorities under.the Act of 1940: A phased prograimme
of inspection covering first the commercial/private blood banks was also
sugeested keeping in view the standards prescribed in the Act and the Rules. -

f

It was also further suggested that the private/commercial blood banks should:

" ‘not be aliowed to operate unless they fulfiil all the' requirements prescribed in
-~ the rules and each unit of blood is tested for blood transmissible diseases
_{Hepatitis, HIV, Syphilis etc) and that unlicensed blood banks are to be licensed

only after ascertaining that they conform to lhe standards laid doWn under the
Rules. -

It was also suggested to the State Governments th':t the licenses of blood barks

" that do not comply with the provisions of the rules should be cancelled and the

State Drug Controllers were asked to send the status reports of the blood banks
in their respective blood banks. As per the information forwarded by 23 State

—eremn -
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Curcrnments/Union Territories, about 341 blood banks were unlicensed and "I‘ransr:nhission'hol'a l}m(:
most of them were rin by the Red Cross Societies-and Charitable Institutions. rough Blea

During the'pendency of the Writ Petition, action was taken to revise the-Rules
" governing the licensing and 'opgration of blood banks . Through the Drugs and
Cosmetics (First Amendment) Rules, 1982, publ'shed in the Gazette of India ' /
vide Notification dated January 22, 1993, Part X-B had been inserted in the -
‘Rules and Part X1I-B has been substituted, '

|
In Part X-B (Rules 122-F to 122-f) provisions hav ¢been made prescribing the
requirements for collection, storage, processing and distribution of the whole
human blood, human.blood components by blood banks and manufacture of
blood products and for grant and for renewal of license for the operation of a —~--
blood bank/processing of human blood for components/manufacture blood ,
products. Under the said provisidns license can only be granted/renewed with

the approval of the:Central License Approving Authority viz. The Drugs
Controller of India. Part XII-B contains provisions relating to Space, equipment
and supplies required for a Blood Bank,

. Affidavit of NACO. . :
In the Affidavit filed by the Additional Director, National AIDS Control
Organization (NACO), it was stated that the Central Council 'of Health js the
highest forum for policy frame work (in which State Health Ministers are -
members) and this Council has given guidelines in respect of Blood Bank and
. Transfusion Service. Tt s recommendaticns ate as under:

“Blood being a vital input in the present day mredicare services.the acute.

- -shortage of which is hampering the effectiveness -f our services the joint
Conference recommends that urgent steps should be “zken by the States/Union
Transfusion Service. It’s recommendations are asunder: ' |

The Steps are

1. . To build up-adequate.blood banking services at State/District level
" -including provision of trained/qualified manpower. Necessary-action
should be initiated. in right earnest for achieving the objective in view, -

2.~ To educate and m_otivaté people about blood donation on a voluntary
" basis. S0 ' : '

3. To provide adequate'ﬂncouraggmeﬁt to voluntary donors.

4. To gnfo}ce quality control of blood in all facets of collection, distributiv.:
and storage.” - : ‘

In the Affidavit filed by the NACO it was also stated that although the World -
Health Organization (WHO) has prescribed that nearly 40 lakhs units of bl ;.
required. for the country, the collection is only 19.5 lakhs units at present and :
therefore, it is not possible to ban professional donors at this stage unless the

donation of blood by way of voluntary donation is increased.

In this affidavit it was further stated that most of the Government Blood Banks
are lacking’in man power, training and l2boratory facilities to test blood for-
"blood transmissible diseases and that the Government.lias provided funds to
modernize the Government blood banks.

|
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Objecttves for Modernization

. According to the above affidavit, the main objectives for modernization of the

blood banks have been prowded into long term objectives and medium. term

. objectives which are given as under:

-

1. Long term obje-tives

. (@ Make available higl. 1ality blood and blood components in

adequate quantity to all tsers; .
(b) Ensure wide usage ofb! ~ components and,

(¢). " Expand voluntary and rc ‘ment donor base, so as to phase out |

professional blood donor.
2. Medium term objectives

_(2). To provide minimu'm possible facilities for blood Icollection,
N storage and testing in all Government Blood Banks;

{b} To make avallab ~ the tramed manpower inall Government Blood
- Banks ' '

(&) Tocnsure the awareness of clinicians and Blood Bank staff on the
advantage of blood components;

(d) « To ensure the effective geographical coverage keeping in mind the
- different volumes of blood requirement in different cities and,;

(e) To increase public awareness about the risks in using blood from
" commercial Blood Banks and professional donors and the -
harmlessness of blood donatlon :

Court Committee
After perusing the draft schemes submltted by the parties it was felt by the

Court that a committee should be formed to place suggestions before the Court
 that could be consrdered by it. Accordingly on 11-2-94 a Committee of the *

followmg persons was constituted to.examine the matter and submit the report:

-Additional Secretary, Mmlstry of Health holding the charge of Drrector _

- 'NACO as “Chairman. . .
. Drug Controller of India

Mr. HD Shourie (The Petitioner)

" The above commlttee felt that smce the Ind:an Red Cross Society is mvolved
to a considerable extent in blood banking operations and it has branches spread
all overthe country and it has capacity to further strengthen itself for’ looking
after the vanous aspects of functioning of blood banks, it may be recognized as
a nodal agency in the field of blood banklng and blood transfusion technology
m the country

Indian Red Cross Society Expert Commr‘tee .

. Having regard to the said suggestions of the Court Committee the Indlan Red

Cross Society constituted an expert committee to examine the matter and
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prepare a blue print. The report of the said committee dated April 15, 1995 has . _Tm““::ssi"" h“;nm:
indicated the following fields in which measures are required to be taken: rovgn Blon

I. “B_uilding a powerful voluntary blood doration movement to augment
.supplies of safe quality blood and blood components’; :

2. Exercising economy by processing whole for blood components.

. . . . - . 1
Introducing screening procedures to minimize the danger of g

transmissible diseases like AIDS, Hepatitis etc;

4. Standardize technological procedures for rigid enforcement of quality L
control, and good manufacturing practices. ’
. “Providing technical services for raising the standard of Blood Center” -. .
operations and assistance for administrative, motivational and technical
- problems encountered.” _ )

Action Plan

- The Indian Red Cross Society Expert Committee prdposed an action plan in -

three parts: Immediate Plan, Short Term Plan and Long Term Plan, which are as
follows: ; ' '

/

Immediate Plan

—

1. To establish an administrative unit at the National headquarters under the
charge of a project officer. _

[

To identify and strengthen a minimum of 2 Red Cross blood centers for .
each State for augmenting the existing blood programme. Necessary

inputs towards staff, equipment and consumables. for development

should be made available at once. Basic requirements to procure

accreditation from DC (1) should be ensured. g

3. Donor recruitiment and intensification of dono, motivation drive be taken
up on prierity basis, Involvement of media may bLe ensured through
Information and Broadcasting Ministry.

. A crash program for short-term training of medical oﬁicers; technicians
and medical social workers, nurses of concerned centers may be
undertaken. This distance learning programme prepared by the WHO

may be helpful in updating the knowledge of technologists at the centers
being strengthened. - -

In addition to the blopd center stréngthening programme, steps may be

taken for planning and initiating action for the establishment f Regional \
blood centers at 16 metropolitan cities with 2 million or meds

population having many large medical super speciality insfiritions.

Zach center-will be expected to collect 150 to 200,000 units annuily. These

vill be screened, processéd and distributed as blood components to local

lospifal based centers against service charges. As the regional <knters will

upplement the blood supplies through the existing system it would help in

veeding out the supply from paid biood sellers. Therefore, it is of paramount _ i
nportance that top priority is given for the establishment of these centers: ™

I
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"Short Term Plan

"1.”  Coordination of the blood programmé of large medical colleges having '

~ more than 1000 beds and or collecting over 10,000 units.

2.-  Establishment of post graduate training centers at places where
facilities for fulfilling of norms of the Medical Council of India exist. In -
the initial stag=s " aculty support can be obtained from the department
of pathology. Post graduate training can be started in at least 10 major
cities. Training of paramedical workers can also be undertaken at these- -
éenters. -

3. Coordination of all other voluntary organisations working for the

" promotion of the blood programme by the Red Cross Society would

further help in achieving the target of donor recmntment w:th gieater
vigor and better evaluation.

‘ 4. A naticnal workshop at the Red Cross headquért_ers may be organized

for officers of all centers being strengthened and the representatives of
~ regional centers to provide necessary guidance | for uniform and
" standardized policies and practices. :
Long Term Plan
To upgrade all other blood centres.

Establishment and upgradatior - "bloud centers v w5 where it does not
exist,

Planning of more regional centers.
Establlshment of Therapeutm centers of equipped software and reagents

Establishment of fissue typmg facilities for bone mafrow and -organ transplant,

- After. conSLdermg the said report of the Committee of experts set up by the

Indian Red Cross Society, the Committee constituted by the Court submitted
its final report which was filed along with the affidavit of Deputy Drugs
Controller of India in the Dlrectorate General of Health Services dated .
26-10-95.-

2, 7 DIRECTION OF SUPREME COURT TO THE

GOVERNMENT

Keeping in view of the report of the committee that was constituted by the

Court and the report of the Committee of Experts set up by the Indian Red
Cross Society and the programme that is being implemented by the NACO as
wel[ as the submissions, of the lerarned counsel, the Court was of the view that

suitable action should be taken by the Union Government as well as the
- Governments of the- States and the Union Territories’ Administration in

accordance with the plan for immediate implementation as well as the plan for
long term.implementation suggested by the Committee constituted by the

" "Court.
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Certain 1mportant directions as given by the Hon'ble Supreme Court or the out
come of the public interest litigation can be summarised as follows

4

1

The Government has to establish a Naticnal Council of Blood
Transfusron as a registered sociely, having a vide representation from
the Directorate General of Health Services, Drug Controller of India,
Ministry of Finance, Indian Red Cross Society, private blood banks
including Indian Association of Blood Banks, major medical and health
institutions and NGOs active. in.the field of securing voluntary blood
donations. Basic funds for the functioning of the Council shall be
provided by the Government of India. The' Council was also empowered
to raise 'funds on its own, ' ‘ '

The State Govemments and the Union Territories werc to estabhsh State
Councils, * to bé registered as societies, with wide representation as in
the National Council. Funds to be provided by the State/UT

“Governments wnth the nght to raise its own funds.

Pronrammes and 1ct1wt1es of the Councils to cover entlre range of
services related to operatlon and requirements of blood banks including:

K6 launchmg of effective motivation campaigns through utilization

of all media for stimulating voluntary blood donations;

(i)  launching programmes of blood donation in éducational
institutions; among the labour industry and trade;

(i) establlshments and orgamsat:ons of various services including
civic bodies ;

(iv) training, of personnel in relation to all operattons. of blood
collection, storage and utilisation and separatlon of blood groups
and proper labeling; - -

(v)  proper storage and transport;

(vi) - quality control and archiving system;

(vii}  cross matching of blood between donors and recipieots
(viii)  separation :and storage of components of .bl_ood; and
(i) - all the basic essentials of the blood banking,.

The Council was to undertake trammg programmes for techmcal

‘personnél in related fields.

The Council was to gstablish an Inst:tutlon for conducting research in

 collection, processing, storage, distribution of blood and its components

and manufacture of the blood products and other alhed fields.

The Council was to take steps to start special Post-Graduate courses in
- the above fields in various medical colleges/ institutions. “

To facilitate collection of funds the Govt. ‘of India was to grant- 100 per
cent exemption from income tax to the donations made to the Councils.

Transmission of HIV
through Blood
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8. To-ensure licensing of all blood. banks which are eligible, within.one year
and close the operations of the unlicensed banks. _

9, To-ensure the elimination of professional donors with in a period of two
years. . -

10. - To enforce the provisions of the Drugs and Cosmetics Act & Rules, *

"11.  “To ensure that the Drug Inspéctors are duly trained in blood banking
operations and posted in adequate numbers to ensure periodic checks
throughout the country. :

12.  To consider the advisability of enacting a separate legislatior. for
~* regulating the blood banking system.

This judgément was delivered in January, 1996.
. | o
Check Your Progress V

1. List the immediate action plan proposed by Indian Red Cross Society
Expert Committee: : ' X .

2.8 LET USSUM UP

In this unit, we started our discussion by describing the transmissi%n of HIV
thréugh blood. HIV reproducés in CD ,Which circulates in the blood and other
body fluids. Blood collected for transfusion contains these lymphocytes. HIV is
not only present in the cell it is also present in the serum, Thus, introduction of
blood and blood products from an infected person will-transmit the infection to

an uninfected-person. Of all forms of transmission of HIV, blood transfusion is
the most efficient one, '

HIV transmissin oceurs through blood generally when the blood js transfused;
through Intravenous drug abuse, dialysis and organ transplant. There »v& various

issues involved in'the transmission of HIV through blood. These issues are also
discussed in this unit. ' ' . -

HIV transmission through.blood can be prevented at two levels. One is the
personal aspect like reducing high. risk behaviour like use of fresh needles. The

other is the'control exercised by the Government on the blood banks.
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2.9 KEY WORDS -

- B-Cell T A lymphocyte which matures in the bone marrow, an:l
produces antibodies to pathogens.

Carrier : A-person who appears well but is capable of transmitting an
' infection to another person. Carriers have no outward signs
and symptoms of the disease they are carrying.

Pathogen : A llvmgmlcro orgamsm or virus capable of produomj3 a
o © disease. :

' Sero-nositi{"ity : Synonymous with antibody positivity
Haemophiiia : An inherited condition which mainly affects men. The

condition involves a reduced capacity for the blood to clot due“

to a deficiency of Factor VIII
[

2.10 MODE’L ANSWERS

Check Your Progress I
1. How HIV is transmitted throuch blood and blood products?

HIV is maimymnﬁuedﬂuoughblqod and bloodproducts.inthe following
ways: '

- (4) I—lIV Transmission through Intravenous Drug Use (IVDU)

Imravenous drug use acts as a source of transmission of HIV because drug users
frequently share syringes'and needles to inject drugs. These instruments are not
sterile. Small volumes of contaminated blood remains inside previously used
needles and syringes there by providing opportunities to transmit the virus wa

- their blood contents. In the early years of the epidemic, studies found links
between HIV drug users and male homosexuals who were already inf= sted with
HIV. The overlap of these two groups facilitated the introduction of HIV into

. drug using population and then to the sex partners of the drug users.

Rapid increase in prevalence of HIV in’'drug usefs in ngjor urban areas from
around the world were recorded in the late 1980s and early nineties. More
details regarding relationship between HIV/AIDS/STDs and substance above is
given in biock-I of the Elective Course' on HIV as well as the Electlve Course
on Alcohol, Drugs and HIV

(B) Transmission through argan transolantalion

LI

. be transmitted through infected organs. HIV is found in the blood as
well as the tissue of an infected organ. Before any organ is transplanted the
donor has to be screened for HIV In cadaver (removal of organs from brain of
.dead patients) transplantation, the donor has to be checked. This route of
transmission is very rare in practice. Since an infected person’s body fluids
contain HIV it is essential to screening for HIV s carried in cases of organ
transplantation of a~; kind such as kidney, bone. matrow, eyes, skin semen etc.

Transmission of HIV
through Bluod'
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~"Voluntary Blood };ion@ﬁon' _

Check Your Progress 1

1.- Write a _i:ricf_ note on professional blood donors.

Professional blood donors are persc_ins,who repeatedly donate blood to the .

blood banks for money. They are usually poor and unhealthy people. Many of
them are found to be HIV carriers. Professional blood donors should be
4voided at alt costs. A medical test should be performed on them if it is still
necessary to accept them as donors. T he Supreme Court of India h'a§ banned
professional blood donation in the country. Howéver, these professionals
continue their profession as there is dearth of blood donation in the country..
We shall discuss more in detail about Blood Donation and Blood Banks later

in this chapter.

| .Chcck Your Progress It |
- L -beécribé any three issues _rélatcd to transmission of HIV through_Bloo.j'.

Testing of Blood : . S
Testing of blood for HIV has been made mandatory in most of the cSuntries.

“There is a law in India, which makes it mandatory to test all.the blood that is

used for transfusion. A list of Blood Testing Centres for HIV in India is given

. in-your‘Suppleme'ntary Reading Book- 1.

Volunta'ry blood _donziﬁon should be-encouraged. Volunteers are iikely‘ to be
healthier and may not have high-risk behaviour that is associated with .
professional blood donors. The blood from a voluntary donor is likely to be of

- good quality. ‘ o
~Rational Use of Blood . R ' -

" Blood should be used carefully. It should be used only when it is essential,

Minimal amoiint that is required should be used.

" Check Your Progress IV

1. Accbrding to.the Fefgpso_ri stuciy what was the status of blood banks ir
- the country?-. R o

M/s AF, Ferguson & Co. submitted its-report“to the Government on July 1990.

According to this. report out of the total number of 1018 bloogi banks in the
country then203 were commercial blood banks and the rest were controlled by
Central Government, the State Governments, Private Hospitals and Voluntary

- Organizations. The volume of blood Goltected by the commercial blood banks

was 4.7 lakhs units out of the total of 19:5 ldk_l;as units. by all-blood banks. It
was also reported that commercial t lood-banks were collect'ng blood mostly

“from profe_ssi_o_nal donors w! i'e the otherBlood banks were collegting blood
*.- mostly from the relatives of the patients or from voluntary donors.

Chéck Yo_ur Prdgi‘éss vV _ ,
1. List the immediate action plan propds'ed by Indian Red Cross Sﬁsiety
..Expert Committee. : a '
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1. To establish an-administrative unit at the national headquarters under . - Tramsraission o3-HIV
the charge of a project officer. : | thrwugh Blood

‘2 ' To rdentrﬁr and strengthen a minimum of 2 Red Cross bloed centers for .
- 'each State-to augment the existing blood programme. Necessary inputs _
towards staff, equipment and consumables for development should be
" made available at oncé. Basic requlrements to nrocure accredrtatlon
from'DC (1) should be ensured. : :

3. Donor recruitment and mtensrﬁcauon of donor motwatron drive be .
takén up on priority basis, Involvemént of media may be ensured
' through Informahon and Broadcastlng thstry

- . A crash program for short-term training of medical oﬂ'rcers .
~ ‘technicians and medical social workers, nurses of concerned centers
may be undertaken. This distance learning programme prepared by the”
WHO may be helpful in updating the knowledge of technologists at the
Genters being strengthened.

'In addrtlon to the blood center strengthenmg programme, steps may be
taken for planning and initiating action for the establishment of
Regional blood centers at 16 metropolitan cities with 2 or mofe million
pOpuIatlon havmg many large medrcal supersPecrahty mstrtutrons

Each center will be expected to collect 150 to 200 000 Units- annually These
will be screened, processed and distributed as blood components to local
hosprtal based centers against service charges. As the regional centers will-
_.supplement the blood supplies through the existing system it would help in
weeding out the supply from paid blood sellers. Therefore, it is of paramount
importance that top priority is ‘given for the establrshment of these centers
with necessary infrastructure. -

2.11 FURTHER READINGS' 3

: Frumkln Lyn and Leonard Jghn ( 1994) Questlons and answers on AIDS
PMIC Los Angeles., . .

. Thomas, Greious (199'?) Preventlon of AIDS In search of Answers Shlpra
_ Pubhcatrons New Delhi.

‘Thomas Sinha et.- Al (1997).. AIDS Soclal Work and Law, Rawat
Publicafions, New Delhi. |

' NACO (1999) Country Scenarlo 1997 98, NACO, New Delhi. -

'Thomas Gracrous (1999) Preventron of AIDS: ATextbool-c CBCI Health
-Commission, New Delh1
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UNIT3 MOTHER TO CHILD TRANSMISSION
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3. 0 AIMS AND OBJECTIVES®

" The aim of this unit is to prowde awareness and knowledge related to

transmission of HIV from a mother to her child. The unit also provides the
present scenario about Mother to Child Transmission (MTCT) as well as
discusses some of the ethical issues related to MTCT.

After reading this unit you will be able to:

State the préesent scenario of mother to,child transmission of HIV, .
Describe various means of mother to child transmission;

Analyse the ethical issues involved with mother to child transmission and;
Discuss various methods of prevention involved in mother to child
transmission. '

3.1 INTRODUCTION

Women, because of theéir social and sexual subordination are dlspropomonately
affected by the epidemic. The inability of women to control the fz *~~ ..t
place them at risk of HIV infection is compounded by the fact that .iany
societies define the sucial and cultural identity of women primarily through
their role as child-bearers and child-rearers.

So, whenéver, we discuss mother-to-child-transmission, we have to look at the
problem ind broader perspective and not in a compartmentalized way. Broader
perspectwe “includes role of husband, societal pressure, norms, values and
above all her own rights over the sexual act as well as right over her body and
_f_amlly pressures.
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Extent of HIV Infcction Among Women of Child Bearing Age and Mother to Child
Children Transmission of HIV

Currently, there are almost 14 million women of childbearing age
throughout the world who are HIV positive. Among these women who are

-

i

. pregnant, the highest rates of infection have been reported from Sub-

Saharan Africa. In urban centers in"Southern Africa,  HIV rates among
pregnant women tested anonymously at antenatal chmcs is between 20-30

“per cent. Rates above 40 per cent to 59 per cent and even 70 per ceit have

been recorded in Botswana and parts of Zimbabwe. According to data from
UNAIDS, there are very few places outside Sub-Satiaran Africa in which the .
prevalence of HIV infection among pregnant women has reached 10 per

cent.

Figures from UNAIDS also show that the risk of infeciion is increas'ing
among women everywhere both in developed and developing countries

alike. In a period of ten years from1985 to 1995 the incidence increased

" among women in varying degrees. For example, in France, it increased

- from 12 per cent to 20 per cent... In Spain, it rose from 7 per cent to 19 per
cent . In Brazjl the proportion rose from just 1per cent in 1984 to 25 per

cent ten years later.

* Furthermore, in the worst affected countries, the virus is spreading fast

among young people below the age of 24 years. Studies sponsored by
UNAIDS among the youth show that the incidence of HIV infection among
girls is higher than among boys. In Kenya one in four girls was infected with
HIV when compared to one in twenty five among boys. Similarly among

" the youth in Zambia it is'in the ratio is 16:1{girls : boys) and in Uganda it is

61

Extent of Infection Among Childrcn

- In 1998, oﬁe in ten of all infected was a child, and the vast majority of them

acquired the virus form their infected mothers. Africa has the highest
prevalence of HIV-positive children. Though Africa accounts for only 10
per cent of the world’s population, 90 per cent of the world’s HIV infected
children are found in Africa. This is largely 2 consequence of high fertility
rates combined with very high levels of HIV infection among women of

" reproductive age group. However, the number of cases in India and

Southeast Asia appears t¢ be rising rapidly.

Over 5 million children below the age of 15 years have been infected with
HIV since the AIDS epidemic began and more than 3.8 million of them

- have died of AIDS as of December, 1999. Today on'a global scale,

children are becoming infected at about the rate of one child every minute.

Consequence of High Level of Infection

The effects of th'elepidemic among young children are serious and far- -

reaching. - AIDS threatens to reverse years of steady progress in child

survival achieved through such measures as the promotion of breast feeding,
Immunization and oral rehydration, UNAIIDS believes that by the year
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“Womb : o ' oo

2010, AIDS may have increased mortality of chlldren under 5 years of age

by more than 100 per cent inregions most affected, by the virus. In a

number of countries, AIDS is now the biggest single case of child: d\eath

The trend is already clear. In Zimbabwe the death rates among ‘infants in, their .
first year of life increased from 30 tQ\O per thousand between 1990 and 1996.
The deaths among one to five years olds,(the age group in which the bulk of
child ATDS deaths afe concentrated) rose even more sharply It rose from 8 to

20 per thousand during the same penod
_ Check Your Progress I

. 1. Briefly describe the extent of HIV infection among chitdren. -

3.2 VARIOUS STAGES OF TRANSMISSION

_HIV can be trarismitted from mothér to child'in three ways. It'can occur'iq the, ~

womb at the tlme of dcllvery and- also when the child-13 breast-fed.

e
Throug,hout the penod -of pregnancy, mother is cap'lble of infecting the foetus.
‘Foetus receives nutrition from the.mother through the placenta (before birth).
When the mother has a high viral concentration in the blood, some of the virus
can pass from the mother to the foetus through the placenta Itisseen . .

- throughout the period of pregnancy. A small number of foetus get lnfected
_ through this route.

Sl

‘At the Tuﬁe of Birth

The lining of the birth canal (vauma) contams a high concentration of HIV. The
baby may sustain minor cuts in the mucous membrane and in the skin during

" the process of birth, Hence, the baby.can get infected. It has been sho' n that .

the maximum ¢hance of infection of the foetus occlrs during the tim »f
delivery. About 30 per centto 40 per cent of'chlldren born to HIV 1 thers

become infected at the time of dellvery
L]

Breast Mill P | . \

About 14 per cent of children who are breast- fed by HIV infected mothers will
contract the infection. Hence, pracnces which change breast-feedm g reduce
HIV transmlssmn
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1,. _ What are the three ways of HIV transmission from mother to child? ‘ '

.................................................................................................................

3.3 .THE RISK OF MOTHER-TO -CHILD
- - TRANSMISSION (MTCT)

The rates of mother-to-child transmission of HIV under different
* circumstarices are as follows: : :

o () Where _ﬁovdmgs are admjni_sltered- and the baby is breast fed by-it's HIV- - .
positive mother the risk of infection generally is around 30-35 percent;

~ (ii). 'Where no drugs are administered and the baby is not breast fed by its
N HIV-positive mother, the risk of infection is around 20 per cent; _

_. (ii) Where a one-month course of AZT is administered and the baby is not
. breast fed, the risk of infection'is around 10 per cent and; .

- (iv) Where a one-month short course of AZT is administered and the baby is
- breast fed by its HIV-positive mother, for upto six months, the risk of
" infection is about 1 8 per cen at that age. S
Preliminary results from the PETRA study show that when two antiretrovirals,
AZT and 3TC, drugs are administered at the time of labour and to mother and
baby for one week following delivery, the risk of infection- charice that the baby

will be HIV infected at six weeks of life, with breast feeding if it is being breast -

fed by its mother is around 11 per cent. -If the drugs are given for . . o '

approximately one month 0 from the 36th week of pregnancy, continued in
labour and given for a ﬁ,lrtherlvéeek after delivery - the chances of the baby

being infected or risk of infection at six weeks of life, when the baby is being
breast fed is around 9 per cent. Further follow up.will show what "he respective -

rates of infection are at 6, 12 and 18 months; if breast feeding-is maintained.

This will only be known ‘when"t}fe data from follow-up of the PF{RA trial are
complete. ' - ' '

When one oral dose of Nevirapine is given to the mother, in labour and tothe . |
baby within three days of birth, the risk of infection at 3 months of life is about
13 per cent with breast-feeding. The risk at later ages, in infants that continue
to breast feed, will be determined through follow up. '
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Apart from these variations, there is a great-amount of' variation between -
developed and developing countries. The rate is higher in developing countries
than developed countries. Evidence suggests that the risk of transmission is
increased when mother has a higher viral load (this is the case when a person is
newly infected with HIV or is in an advanced stage of disease) or if the baby is
“highly eaposed to the mother s infected body fluids during birth.

The difference in risk between developmg and developed countries is largely
due to feeding practices: breast feeding is more common and 1s usually
practiced for a longer penod in developing countries than in the industrialised
or developed world. It is estimated that a child born uninfected to an HIV
positive mother has a one in five chance of acquiring the virus from her milk if
it is breast-fed. In places where breast feeding is the norm, this route may
account for more than one-third of mother-to-child transmission.

3.4 ISSUES RELATED TO MOTHER-TO-CHILD
TRANSMISSION

There are various issues related to mother-to-child transmission, which are still
debatable. Some of the debatablv 1ssues are:

1) Whether HIV positive women should be encouraged to have a child
or not? '
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2)  Whether HIV-positive mothers should or should not breast feed their
infants?

3)  Should every person undergo HIV counseling and testing routinely?

&y Should HIV. positive men and women marry among themselves or not?.

We will discuss zll these issues in detail. The purpose of the discussion here is
-not'to give any Judgement Our aim here is to present both sides of the i issue
- and leave the discussion to the people concemed

o

¢ .
1) Should HIV-positive women be encouraged to have children or not?

It is every woman'’s fundamental righ*. to decide for herself, without coercion,
whether she should have chlldren or not. This is enshrined in the International
Human Rights Conventions: I+'is the responsibility of the Government and
health services "to provide HIV-positive women and their partners with
comprehensive information and éducation about the risks associated with child
bearing as part of routine public information about HIV/AIDS. The health
services should ensure that they have real choices of action and respect and

2 support the decisions that they reach.

-2) Whether HIV-positive mother be told to breast-feed her baby?

There are many reasons why such advice may not necessarily be appropriate
.and might indeed be dangerous. The cost of infant formula supplements is
often beyond the means of poor families in deve]opmg countries, even when it
is widely available. Besides, many people lac’c ,easy access to the knowledge,
safe clean water and fuel needed to prepare replacement feeds safely or simply
have no time to prepare ‘._‘h'erh. If it is used incorrectly i.e. mixed with dirty,
‘unsafe water, a breast milk substitute may lead to infection, malnutrition and
even death, Breast -feeding suppresses ovulation and delays the return of a

~ woman’s ferfility. A mother who does not breast-feed her baby loses the
natural contrac-ptwe effect and is at the increased risk of getting pregnant
again too soon,

In August 1997, WHO, UNICEF and UNAIDS issued a joint policy Statement
on HIV and infant feeding. They subsequently prepared guidelines to help
national authorities; to implemefit the policy. These documents emphasize that
it is the individual mother’s right to decide how she will feed her child. Any

" attempt to influence her decision, no matter what the circumstances or motives,
is an abuse of her human rights and- fteedom of choice. The responsibility of
people who counsel HIV-positive © ~omen about infant feeding is to give them
all the available information on th~ risks associated with breast- feeding. They.
should be educated about substitutes to bréast feeding. They also have to

" discuss the feasibility, pros and cons of alternative feeding methods in the light
of personal circumstances. They also have to give them appropriate support for
the course of action they choose.

Breast feeding has been the corner stone of child health and survival strategies
for. the past two decades and has played.a pivotal role in reducing infant .

Mother to Child
Transmission off HIV
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HIV Transmission - mortality rate in many countries. Even in the era of AIDS, breast-feeding

(& Testing -~ rémains the best possible nutrition for the great majority of babies. As against
this there is another view. You may recall that the transmission of HIV through
bréast milk is about 14 percent. If the mother has received-prophylaxis to '
prevent mother to child transmission, then 1t is illogical to recommend breast--
feedmg

. 3)  ‘Whether each and every reproductive population should 'undergo
© confidential HIV counselling and testing or not is an ethical-
consideration. This s very much essential, as it becomes a global
concern in terms of its magnitude and severity. It is. very mugh needed
for pregnant and mamed women and their male counterpart.

For pregnant women to take advantage of measures to protect their off spring
from HIV infection they need to know whether or not they are infected. . So
voluntary‘ counsellmg and-testing services are an essential part of any

‘ programme for the prevention of mother-to-child transmission of HIV, Ideally;
however, every one should have access to such seérvices since there are clear -
advantages to know one’s sero-status. People who know they are HIV infected
are likely to be motivated to look after their health, perhaps with behaviour and

: hfe-style changes and to seek early medical attention for problems. They can

- take wise decisions about sexual practices, child bearing and infant feeding and |
take steps to protect partners who may still be.infected. And those whose test | |

. results are negative can be counselled about how to protect themselves, their -
partners and their children from 1nfecu0n

Furthermore voluntary counsellmg and testing has an important role to play in
unmaskmg the silent epidemic-and reducing the hysteria of and fear
surrounding AIDS. At present UNAIDS estimates that around 90 percent of
.people with HIV are unaware of their status. Efficient, widely accessible and
user fnendly testing services can help societies recognise and come to terms
. with the fact that there are many people living with HIV who show no outword
- signs.- This in-turn encourages comrrutment to preventlon

R - It is still commion for women tp be blamed for spreading sexually transmitted
diseases, including HIV, despite the fact that very often they are infected by the
husband or partner to whom they are entirely faithful. Voluntary counseling :
and testing that involves the partners of the pregnant-women, where this is
feasible and desrred can play a vital part in challenging this _pervasive ‘
preJud1ce . S

4) Whether HIV-positive men and women can marry among themselves
' _or not is another debatable question. As far as right of a human being is
. concerned, HIV-positive men and women may marry among '
“themselves. But there are certain other issues, which are associated
. with this. On such issue is whether they should go for child or not.
Regarding the issue of going for a-child is concerned, they should be
discouraged from opting for pregnancy because both of them are likely
to-develop AIDS defining iliness and meet an untimely death.  In such a
situation who will take care of the child. Further, the woman is more
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likely to place herself in danger by choosmg to concelve while, she is : Mother to Child
. unwell with a deadly virus. Secondly, there is a high percentage of Transmission of HIV
chance that the child will be HIV-positive. On moral grounds, knowing
* fully well the negative consequences, no one should not go for that.
: i ' L9

- Check Your Progress 111

‘1. Explain briefly any two issues related to mother to child transmission.
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3.5 PREVENTION STRATEGIES

There are three complementary. slrategles for preventmg mother-to-child-
transmlssmn of HIV. They are:

: 1) The Protectionlof Gir_ls :md decn from HIV Infection”

.This will minimize the number of women of chlldbearmg age who are carrying
- the virus. This strategy is sometimes referred to as ‘primary preventicn”. It '
. involves promoting safe and responsible sexual behaviour in couples, providing
them with kriowledge about HIV/AIDS and how to prevent infection, It also-
means providing treatment programs for other sexually transmitted diseases
(STDs), the presence of which increases the risk of HIV transmission ds much
as 6-10 fold. Steps have to be 1aken to deal with the cultural, legal and
economic factors that make girls and women specially vuinerable to HIV
ihfeclion by Iimiting their antonomy and -power’lo protect themselves.

2) Provmon of HIV Counscllmcr and Testing

(

An mtcgrated package of measuics consistine ofvolurtary HI\’r co’ msellmg and
'testmg, Thisisa secondary preventlon measure on early detection.

3) Antiretroviral Prophylaxis -

The provision of antiretroviral drugs for HIV-positive pregnaiit women (and .
sometimes their babies), counselling on infant feeding, and support for the
feeding method(s) chosen by the mother. ‘lhls package is often referred to as
the antuetrovml Jdrug strategy.

In cases where a mother knows sheis I-IIVr positive and gives birth without-
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refrain from breastfeeding, counting on the two-to-one chance that her baby has
avoided infection in the womb or during child birth. But, if she chooses this
course of action she should be made aware of the fact that she will lose the
natural contraceptive effect of breast feeding and be at increased risk of
becoming pregnant again unless she takes alternative precautions.

Other Prevention Methods

An infant who requires mother’s milk should be given only its own motfier’s
milk. There are hospitals in the country where human milk banks operate.
Until and unless the milk collected in these milk banks are tested for HIV with
the PCR, it will be risky to feed the child with such milk,

It is also the practice.in some village communities and in joint families/
extended families to feed infant by any of the lactating mothers if the infant’s

- mother is unable to do so after a section. In some cases, the mother may be
away at work place(farm) and other lactating mothers may breast feed the
child. In several cases, orphan infants whose mothers dle during labour or
soon after delivery are also breast fed by any of the lactating and willing
woman around the household village. In all such cases, one should ensure the
HIV status of the woman who might breast feed the child.

. There are also possibilities of an HIV infected child infecting a woman who

may breast feed it if in case there are cuts around the nipple(breast nipple).
- Therefore, people should be adequately informed about the need to know the
HIV status of the such infants. '

There are also drugs available which can reduce the chances for a foetus from
getting infected. Therefore, HIV positive pregnant woman need to seek

medical opinion and treatment under a qualified physician. It has been
-observed In several advanced couniries that proper treatment can reduce the

chances for foetus from getting infected from its HIV positive mother. The
need of the hour is to educate the entire population about it, because support is
“necessary from the el}tlre family.

Another important precautlon to help an infant from being getting infected is
to see that its HIV positive mother opts for a caesarean section instead of a
normal delivery. A normal delivery can cause HIV transmission to the infant
during its passage through the birth canal which is tight while, the baby’s body

—ig+00 delicate. Therefore, one should try every possible options available to
help an infant from avmdmg infection with HIV. More details on these issues
are available from Block- I of the elective course on HIV.

F

3.6. LETUS SUM UP \

One of the cracks and crevasses of society’s inequality is vulnerability and
susceptibility of women towards HIV-virus. Women, because of their social
and sexual subordination are disproportionately affected by the epidemic. In the
next subsection we examined the-extent of HIV infection. Currently, there are
almost 14 million women of childbearing age throughout the world who are
HIV positive. Among these women who are pregnant, the highest rates of
infection have been reported from Sub-Shaharan Aftica. This wide extension of
'HIV has various repercussions. AIDS threatens to reverse years of steady
progress in child survival achieved through such measures as the promotion of -
breast feeding, immunisation and oral rehydration,. UNAIIDS believes that by
the year 2010, ATDS may have increased mortality of children under 5 years of
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age by more than 100 per cent in regions most affected by the virus, In a
‘growing number of countries, AIDS is now the biggest single cause of
child -death. : : . . _

Mother-to-Child transmission occurs at three stages. These stages are- in the
womb, -at the time of birth and through breast-feeding, We discussed also how
" these transmissions occur at various stages. In this unit we also analyzed the
- rates of mother-to-child transmission of HIV under the different circumstances.

' There are various issues related to mother-to-child transmission, which are still
. debatable. Some of the debatable issues are; whether HIV positive women
. should be encouraged to have a child or not; whether HIV-pésitive mothers

should be or not to breast feed: if alternative feeding is available; whether each
and every woman and man should undergo, HIV counselling and testing or not;
and whether HIV positive men and women should marry amongst themselves
or not'étc. At the end of the unit some of the preventive strategies were
discussed very briefly.

3.7 KEY WORDS

“Artificial insemination : The introduction of semen into the Vagina or Uterus -

to induce pregnancy by non-sexual means,

Fallopian Tubes *+ The fallopian tubes extend from the top of each:side

, ~ of the uterus. Each fallopian tube ends near an
ovary. ‘

Pre-natal .+ Existing or occurring before birth .

Caesarean Section ~: An'operation for delivering a child by cutting

through the wall of the abdomen,

3.8 MODEL ANSWERS

- Check Your Pfogress I

1. Brieﬂy describe the extent of HIV infection among children.’

" In 1998, one in ten of all newly infected was a child, and the vast majority of

* them acquired the virus from their infected mothers. Africa has the highest
prevalence of HIV-positive children. Though Aftica accounts for only 10 per
cent of the world’s population, 90 per cent of the world’s HIV infected children
are found in Affica. This is largely a consequence of high fertility rates

combined with very high levels of HIV infection among women of reproductive

age group. However, the number of cases in India and Southeast Asia appears
to be rising rapidly. '

Over 5 million children below the age of 15 years have been infected with FIIV
since the AIDS epidemic began and more than 3.8 million of them have died of
AIDS as of December, 1999, Today on a global scale, children are becoming
infected at about the rate of one child every minute.

Mother to Child
Transmission of HFV
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Check Your Progress o

. What are the three ways of HIV transmission from mother to chr[d'?

' Durmg pregnancy

"Throughout the period of pregnancy, a mother is capable of infecting the foetus.

Foetus receives nutrition from the mother through the placenta (beforé birth).
Whien the mother has a .igh viral concentration in the blood, some of the virus
can-pass from the mother to the foetus through the placenta. 1t is seen
throughout the period. of pregnancy. A-small number of foetus get infected

through thls route.’

At the time of blrth _ Lo L

The lining of the birth canal (vagma) contams a high concentratibn of HIV. The
baby may sustain minor cuts.in the mucous membrane and in the skin during
the process of birth: Hence, the baby can get infected. Tt has been shown that
the maximum chance of infection of the foetus.occurs during the time of

delivery. About . 30 per cent to 40 per cent of children born to HIV mothers

become infected at the time of dehvery

, Brealstl milk

About !4 par cent of children who are breast-fed by HIV infected mothers will
contract the mfectton Hence, practices whrch change breast-feeding reduce

~ HIV transmlssron

Check Your Progress II[

1 Explain brieﬂy any two issues related to mother to child transmi'ssion
1) .Should HIV-posrtwe women be encouraged to have chlldren or not?

“ It is every woman’s fundamental nght to decide for herself, wrthout coercion,
whether shg should have children or-not, This is enshrined in the International

Human Rights Conventions. It is the responsibility of the Government and
health services to provide I-HV-posrtwe women and their partners with

" comprehensive 1nformat1on and ‘education-about the risks- associated with child -
- bearing as part of routine public information about HIV/AIDS. The health

services should ensure ‘that they have real choices of action and it will reSpect :

and support the declsrons that they reach.

2y Should HIV-posrtlve mother be told to breast-feed her baby"

.~ There are many reasons why such. advice may not necessanly be appropnate
- -and rmght indeed be dangerous The cost of infant formula‘i Is often beyond the -

-avarlable Besides, many people lack easy access to the knowledge safe clean -

water-and fuel needed to prepare replacement feeds safely or simply have no
time to prepare them. Ifit is used incorrectly i.e. mixed with dirty, unsafe
water, a breast milk substitute.may lead to infection, malnutrition and even

death: ‘Breast-feeding suppresses ovulation and delays the return of a woman’s. .

fertility. A mother who does not breast-feed her baby loses the natural
contraceptwe effect and is at the increased risk of getting pregnant again too
soon. .
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In August 1997, WHO , UNICEF and UNAIDS issued a joint policy Statement *  Mother to Child
on HIV and infant feeding. ‘They subsequently prepared guidelines'to help Transmission of HIV
National authorities; to implement the policy. These: documents emphasize that
it is the individual mother’s right to decide how she will feed her child. ‘Any
attempt to influence her decision, no matter what the circumstances or motives,

is dn abuse of her human rights and freedom of chnice. The responsibility of
neople who counsel HIV-positive women about in ant feeding is to give them ,
all the available information on the risks assomated with breast- feeding. They - ' : 4
also have to discuss the feambrllty, pros and cons of alternative feeding methods
in the light of personal cifcumstances. They also have to gwe them appropnate ,
support for the course of action they choose. :

B e e

Breast feedmg. has been the corner stone of child health and survival strategles '
forthe past two.decades and has.played ‘a pivotal role in reducing infant
mortality rate in many countries. Even-in'the era of AIDS, breast-féeding
remains the best possible nutrition for the great majority of babies. As against’ .
this there is another view. You may recall that the transmission of HIV through N -
breast milk is about 14 percent If the mother has received prophylaxis to :
prevent mother to child transmlssmn then it is llloglcal to recemmend breast-
feeding. ' :
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4.0 AIMS AND OBJECTIVES

4.1 INTRODUCTION

- Letus try to learn details regarding HIV tests, testing procedure, need for pre-

UNIT4 HIV TESTING AND ISSUES INVOLVED

Contents
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42 HIV Virusand HIV Tests |
4.3 Pre-test and Post-test Counselling
4.4 Types of Testing and Strategies i
4.5 LetUs Sum Up

4.6 Key Words '
4.7 Model Answers

4.8 Further Readings
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In the previous three units we have studied about the various routes of -
transmission of HIV from one person to another. It is however, essential that - |
we also learn about the ways and means of finding out whether one is infected |
or not. Physicians across the world use certain established and approved ways »
of testing people to find out details about various diseases. Similarly, for HIV/
AIDS too there are certain tests which will help us to identify the HIV status of—
a person. After studying this unit, you will 4ble to: :

o  Understand how HIV can be detected in a human boedy; ;
®  Understand the various types of tests used for detecting HIV; :
e  Know the importance of pre-test and post-test counselling; and
e  Know the types of testing and strategies involved in HIV testing. ol

The only way to confirm whether one has HIV or AIDS is to go for an HIV/
AIDS test. Mere symptoms of the disease in a person zlone is not enough to  _
conclude that one is an AIDS patient. People who have exposed themselves to.
high risk behaviour or such situations may go for an HIV/AIDS test. However
such a person may have to seek the opinion of a counsellor, social worker
psychologist, physician or a family doctor.

There are various ways one can get infected. Similarly, all the body fiuids :
also contain HIV virus. However, blood is usually used for FIV testing. It ;
Is mandatory for a hospital to seek the consent of a person for testing his/
her blood for HIV. At the same lime maintaining strict confi dentiality
regarding test result is very important because of the stigma and taboo
attached to HIV/AIDS.

test and post-test counselling and testing strategies in this unit.
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42 HIV VIRUS AND HIV TESTS HIV Testing g

Viruses are the smallest living beings known to man, Living matter consist of

two nucleic acids known as DNA (Dixie Rio nucleic acid).and RNA (RBI

nucleic acids). -Viruses are an exception. They contain only a single nucleic

acid. Human Immune Deficiency Virus (HIV) is an RNA virus. A protective [r f
coat covers the nucleic acid.- It is made up of chemical substances that are :
called as glycoprotein/polyprotein. This cover is called as the envelope (eve). i
In the case of HIV the envelope consists of glycoprotein. The HIV also
contains an enzyme known as the reverse transcriptase (pol). Reverse
transcriptase synthesizes DNA from RNA. The genes that control these

functions are known as gag pol and eve Genes.

If you recall your biology classes, you will remember that protein synthesis takes
place in the cell. DNA present in the nucleus of the cell activates RNA. RNA :
assembles the amino acids to form proteins. Reverse transcriptase enzyme, that :
is present in the HIV, produces DNA from RNA. It goes one step backward in . -
protein synthesis i.e. DNA from RNA. Hence it is called as a Retrovirus. 5

Reaction of the virus in the body
When a micro-organism enters the body, the body recognizes the proteins

present in the micro-organism as a foreign protein. This foreign protein is : | :
known as the antigen. . To neutralize this protein the body produces chemical _ :
substances. These substances are known as antibodies. Antibodies interact @ :

with the antigens to form complexes and they neutralize the antigens. The
body takes about four to six weeks to form the antibodies against infecting

micro-organisms. The same process takes place when a person becomes !
infected with HIV virus. . : - F

—
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Once the virus enters the body, it starts to multiply. Durmﬂr this process the test

()" ELISA Test _

_sensitive. The basic principle of the test is to detect the antibodies against HIV ]
+VArus that are present in the blood of an infected person. -

Dctectmn ofHImeectlon o - i ; ]

- Itis very difficult to grow (culture) the virus under laboratory. conditions. In the -

laboratory the virus is grown in a svitable growth media. This process'is called
as Viral culture. It takes about six weeks for the culture to become positive and
it is costl;y H=nce, HIV virus is not cultured. A simple and an effective test is '
necessary to detect the prssence of HIV in the body. We use the presence of
antibodies against the HIV virus to detect its existence.

Window period

does not detect the virus. The patient is highly infectious. After six to eight
weeks the body produces antibodies. The tests become positive. This period -
when the patient has the infection and the test is negative is known as the
“window period”. Similar situation- may occur i a terminally ill patient, when
his body can not producé-anti-bodies. The test will be negative while the
patient will have the infectibn S .

TTUTTITIITRTYY e - -

Types of test to detect Antlbodles

To test for the antibodies, two different types of tests are used. They are the
ELISA (Enzyme linked immuno sorbent assay) test and the Western Blot test.

ELISA is easy to perform and it is cost effective. It is also reliable and

e Rt IO

Method .
Micro plates with the viral antlgens are used. Serum from the patient’s blood is .
added to the viral antigens. If the serum contains antibodies against the virus, l
an antigen-antibody complex will -occur. An antibody and a chemical are added I
to the test. D>2sending on the colour changes the reaction is reported as positiv ve F
or negati‘ve. F

F

Types of ELISA

Different types of ELISA are in use. They are based on the ways in"which viral z
antigens are obtained. Viral antlgens can be obtained by three different :
methods, namely, whole viral lysate recombmatlon DNA and by synthetlc
polypeptide. :

(i)  Western Blot Test

This test is also based on the same principle. Vlra[ antlgens are layered on to a
nitro cellulose paper, Patient’s serum is placed at one end of the strip. The §
paper is charged with electricity for 24 hours. Antibodies move along the paper
and interact with the antigens. Dependmg upon the molecular size the antigen- §
antibody complexes move to ifferent areas. These patterns are compared w1th
the standard pattern produced by the HIV.  To declare the test, as positive
antigen-antibody reactions should occur at all the thrée region i.e. gag, pol, and
eve regions. If there is reaction only in one or two regions then the test is,
considered to have shown an mdetermmate result. The test has to be repeated
after six weeks. '




.Sehsitivity and Specificity ° . :
What-do sensitivity and specificity mean? Any test that is done to detect a
disease does not always correctly detect the disease at all times, Similarly, it

does not always rule out the disease. This is an inherent property of the test.

“Sometimes the test may be positive even when the person does not have the
‘disease. This is known as a fal:a positive test, Similarly, the test can be
negative even when the patient does have the disease. This is known as a false
negative test. : :

Sensitive Test . T

A sensitive test will detect all the cases that have a remote possibility of having
the.disease. Tt will detect all false positives: To use a test for screening féra -
disease it should be very sensifive. A sensitive test showing a negative result

confirms the.non-existence of the disease. Whereas a positive result will NOT
-confirm the diagnosis. '

Spt;c‘i“ﬁc\,'l_"est S o )

A specific test will detect all the cases that do NOT have the disease. If a test,

has a high specificity, then the presence of the disease is confirmed. The tests . -
that are used to detect HIV should have a high sensitivity and high specificity. -

An ELISA test has a-sensitivity of >99 per cent and a specificity of 95 per cent.

A Western Blot Test has a sensitivity of 95 per cent and a specificity of >99
per cent. : B -

A false positive ELISA may be due to liver disease, and recent influenza
vaccination. We have to'be carefiul ' while interpreting a test to detect HIV,

Chéck"Yoﬁr Progress 1
1. What are the types of test used to'detect HIV antibodies ?

.................................................................................................................

1.3 PRE-TEST AND POST-TEST COUNSELLING

Veed for Counselling

-onveying a positive HIV result to an affécted person is a very serious matter.
\S you are already aware, a positive test result i like passing a death sentence
n that person. It is also- like passing a moral judgement on that person. As the
ommonest mode:of acquiring this infection is through the sexual route,

1orality of the affected person is very often judged. There is stigma attached to
us disease in the society. Hence, the test re:sults may upset the patient,

HIV Testing and
Iesues Involvgd
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. shocked. He may not believe the report (denial). He may become anxious

A patienit may have varied reactions to a positive test result. He may be _ -

about his future, become scared, depressed of angry. Sometimes thzse reactions
can have bad consequences, so that he/she may decide to end his life or become
careless and spread the disease to other persons. A patient will have different "
coping mechanisms to counter the shock. He/she may like his/her family and i

]

friends to know about the diseas¢ or he/she may like to hide the fact. Before thé test
is conducted the mind set of the patient has to be tuned such that he/she is able to
cope up with the test result. . _

HIV disease can also be termed as,a disease of behaviour. A person’s

behaviour puts him/her at risk to get infected. If the Cisease has to be .
controlled then a person’s behaviour needs to be changed. To achieve all these y
objectives, a person has to be counselled:

Areas of Counselling

Counselling is the major tool that is used to help HIV infected patients to cope h
with their disease. It is also-a continuous procsss. '1.1¢ three situations in
which counselling is done -are:

1)  Before doing the test (pre-test)

2) Aftér the test (post-test)

3)  Crisis counseling. A person who is HIV positive will face many crises
in life. He/she needs to be counselled during those times.




Pre-test counselling: _ ' ‘ ' : HIV Testing and
Issues Involved

Among all the types of counselling, pre-test counselling is the most important.
[t helps to establish a rapport between the patient and the counsellor. It also
helps the counsellor-to gauge the patient. It may bé the only contact that a
person will make with the health system and it may be the only opportunity to
educate the patient about HIV. In the long run it will help the counsellor to
build a rapport with the client. -

Steps in prc—test counselhng

a) - Makmg the patient comfor t'lblc

Tt is essential to establish a good contact with the pattent. During this process
-try to make-the patient comfortable. Try to explore the patient’s background
like h.sfher occupation, family, educational attainments etc.

b} Reason for testil_lg

It is essential to find the reason why that person seeks an HIV test.. Many
patients who are anxious will try to get the test done. It is also essential to
inquire about the practices that make the person prone to get the infection
(high-risk behaviour). Inquiries must be made about blood transfusions and IV .
. drug abuse. Preliminary inquires should be made about sexual practices..

_ Sexual practice of a person is a very private and personal matter. Unless the
patient trusts the counsellor, he/she will not reveal it. These inquires should be
made so that risk practices ce‘m be identified and the patient can be helped.

c) Concepts and misconceptions

_ Patlents may already have some concepts of HIV/AIDS. Try to exp]orc them,
_Many ‘times they arf: wrong and misleading. :

d) Clarifications about HIV and AIDS

Tell the patient about HIV and AIDS. 1t is essential for them to know the
differences between being HIV positive and having AIDS. It is heipful to draw
a line diagram of the natural history of HIV disease. This gives them the hope, .
that all is not lost and that they have some years of life’left which can be used

- productwe]y

It is necessary-also to tell the patlents about HIV and what it does to the human
body Patients may not know about the immune system. To understand the
immune system, simple examples from day to day life must be used. The
practice of using security personne] to protect property can be very effectively
used. The examples could be tailored to meet the occupation of the person. If
the patient is a farmer then the example of protecting the crops can eﬁ‘ectlvely
be used. Ask the patient to imagine that he/she is guarding his/her field. Ask
him/her as to what he/she will do if somebody tries to rob the crop or destroy
the crop. Then ask the patient as to whart will happen if the person becomes
“progressively blind, deaf'and lame etc. in the process of fighting the enemy. -
Then tell him/her that similar thing occurs in the human body. The best
example could be the one given in the Unit 2 of this block. on Bodies Befense
Sysieu
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" return visit even if there are chances that the result can be negative.

To explain about the HIV in the body, examples of common symptoms #and
common diseases can be used. ~A normal person will experience symptoms of

fever and loose stools for a few days (3-4 days). An HIV infected person who )

is asymptomatic will also suffer the samé. When the person becomes
symptomatic the duration of the disease will be longer i.e. 2-3 weeks. If the
person develops AIDS, the symptoms will last for a Jonger time (1-2 months).
_Patients will hdave some knowiedge of the symptoms of common diseases.
Cough, sputum which contains blood, fever and weight loss are commonly seen
in patients with pulmonary tuberculosis. You can use the patlent s knowledge
to 1llustrate tuberculosls in HIV infected patients. -

) Hcalth education : : .

Pre-test counsellmg may be the ﬁrst and the only-time when a persoh may come .
in contact ‘with the health-care system. A physician must not miss this
opportlmity to educate the patient about the preventive aspects of the disease.

f) Ciar ll'y about the test

During; the Pre-test counselling it s essential to tell the patrent that ELISA test
is a test for antibodies that are present in the body. A negative test will not rule -

_ out the disease. The test has to be repeated aftér a few weeks. You can explain

details about the window period and the need for protectmg, self and others
from getting mfected :

g) Practicalities of the test :
A person should also be told some practical details of the test like the cost,
-location of the laboratory and the time taken for obtaining the result, You have
to find these. detalls from the laboratdry where you will send your patlents for

the test

h) ' Copin;g méchanisms .
- As the'counseliing’ proceeds you will be-able to assess your patient better about
the coping capability of the.patient with bad news. This can become ey

valuable at the time of post-test counselling. It is also necéssary to find out
from the: patlent about the people to whom ! the results.can be revealed.

i) Conﬁdentnhty ’ R . : L

“Assure the patlent that the test result will be kept conﬁdennal and will not be
revealed to any other person- ~without his/her expressed consent, If the patient,
does not want hls/her test to be revealed, then it should not be revealed to any

- unauthonzed person. Find out the persons to whom he wishes to reveul the test

" result. - ‘Very often a close family member or a friend becomes the firs. choice of
the patient. It is always better to motivate the patlent to reveal his/her status to -
- some ‘one close to him/her.

i) Consent., )

Ideally, after th'ts- session of counselling, a ‘written consent should be obtained.
This often does not occur in practice. A return appointment for the test result
should be made. The patient should be made to understand the need for a

T

CXRETLEE Kk 130t v -

M

Rk Tl e Y




Post—test counsellmg (Negatwe\

J 'When the patient comes for the results he/she may get a negauve result. Ifthe

| Tesult is negative, then the patient has to be reminded about the window period.
"Ifthe patlent has some high-risk behaviour, hie/she must be asked to repeat the
- test after six months, He/she must also be told about-the ways in which he/she

can reduce the risk of acquiring the infection.
‘While talking about the negative test result, it should be explained that the. test
is for antibodies.. A negative test. does not to rule out the disease. If thereis a
definite high-risk be_haviour. involved, the test has to be repeated. -

B ) )
Post—test Counselling (Posntwe)

a) Breakmg the News

‘When the test is positive, the news should be broken gently to the patient after

adequéte counselling. You should be sure and definite about the result. Do not

give a false hope to the patient by saying that he/she may neéd another
confirmatory test. Give time for the patient to react to the news. - Many patlents
will be shocked and will take time to react. They may manifest the various
psychological reactions as already mentioned, As a counsellor, you need to
support the patient through alt these reactions: When the person accepts the.

‘dlagnoms you have to help him/her to face life.

HIV Testing and
. . Issues Involved
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b) Medical Plan

The patient may have medical problems Tryto access him/her to seek
medical help. Not all hospitals will be willing to treat HIV' patients. You as
his/her counsellor will have to identify those hospitals and doctors who are
willing to treat HIV patients. Do you know about the facilities available in
your community? The supj ementary reading material will help you to identify
some of the health care ingtitutions in your state or district.

c) Social Support
The patient may be worried about the somal consequences of being infected.

_Every problem should be assessed and a solution should be fpund. Social

pioblens may begin with the family. The patient may be afraid to tell his

other family members out of fear of infecting them. Similar fears may be faced

in the work place. As you and the patient explore various possibilities you will

be able to find solutions to these problems. Perhaps you may have to organize
a meeting with his/her employers/colleagues or with the family to sort out these
problems. '

The patient may need help to organize his/her financial and legal affairs. Try to.

find out about various’people or organizations that can help in these areas.

d) Plan for the Future -

The patient may like to make a decmon as to how he/she should be cared for at
the time of terminal illness (advanced directives). Help him/her to make those
demsnons : :

e) Rcductmn of high risk behavnour

The patient-needs.to know the ways in which he/she can reduce hlgh—rlsk

behaviour. He/she will-be more receptive to avoiding those behaviours if he/
-she knows that he/she is positive. . If the patient is a drug addict, try to find

facilities that will help him/her to give up drug addiction, If that is not .
possible, try to get clean needles and syringes for their use (needle exchange
programs). If a person has multiple sex partners as a risk factor, then try to
‘advise him/her against that practice. Patient also needs to be told about the
protective effects of condoms. Patients also have to be told about the correct

use of condoms.

f) Networking

In your area, there may be groups of HIV infected people They may be helped
to orgarise themselves into a support group. Try to help the patient to become

. a part of that group. It helps the patient to know that many like him/her have

the disease and they can support one another. Patients who suffer from HIV
infection often seek spiritual solace. Try to identify various spiritual
organisations in your areas and try to make these organisations help your

' patients

g) Support the patient
Assure the patlent that you will always be there to help at the hour of his/her

-need. This calls for total commitment from your part. You may have to give

" family. . Tamily members may want to isolate the patient. The patient may shun |
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" him/her your contact address so that he/she can contact you at the time of need. HIV Testing and
. . . . . - . Issues Involved

Can you do all these things in a single session? Obviously, it is not possible to

'do so in a single session, " Post-tést counsellmg 1s a process that involves many

sessions.

Crisis counsellmo

Patients may have acute problems that may threaten their social well being.

The parents may force the patient to marry. He/slie needs counselling to face
such a'situation. Can you suggest solutions to this problem?

There are different ways of tackling this problem.. He/she can inform the

parents about his/her HIV positive status and its consequences. He/she may say |
. that he/she is suffering from a serious disease and would like to avoid marriage.

. He/she may talk to his/her fiancée and tell him/ her about the disease and marry
him/her if he/she is willing. He/she may find an HIV positive patient and may
marry his/her. These are some of the options-that are available and being
practised . All these possible options need to be discussed. The patient should
decide the best option for his/her situation, After the best option is selected, a -
plan should be made to implement it. If he/she decides to tell his/her parents
about the disease, then he/she should inform his/her family doctor to say the
same.” All these details have to be worked out. The patient should report back

. to.you and tell you about the progress that he/shé is making.. This type of
counselling is called crisis counselling. More details on counselling is given in
Block I1 and Block III of the course on Commumcatton and Counselling in

HIV : -

GroupS to be tested

Who are the people who need to be tested for HIV?

Blood. and blood products (and organ donors.) Since blood and blood-products
- can transmit the virus, all blood that is used for transfusion has to be tested.
Persons who donate organs need to be screened. People who donate their
kidneys, when they are alive and people who donate organs when they die need
to be screened for HIV. This is usually done at the time when organ donations -
are made. -

High risk behaviour

‘People, who have 4 history of hlgh-rlsk behaviour, need to be checked. People

. may have multiple sex-partners. Under this category, sex workers and their _
customers can be included. Men who are away form their families for a long. ..
period of time like truck drivers, migrant laborers, travelling salesmen and
security personnel are likely to indulge in sex with unknown persons or with
different partners and are at risk of contracting the disease. Men who have sex

. with other men are likely to get the infection and they need to be checked for
the infection. Spouses of HIV infected patients are innocent victims of the -
disease. They also should be offered the test. National'AIDS Control

- Qrganisation guidelines for AIDS should be followed. Some medical

' conditions may make the doctor think of HIV infection and an HIV test will be
sought for by the doctor. :

Consent .
All testing that is done should be voluntary and with informed consent.
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. she is prepared to face the test resuits. He/she will trust you since he/she gives

Informed consent means that the patient will have to undergo a pre-test
counselling. No test should be done without a pre- -test counselling. In practice,-
very often it is not done. This leads to lots of difficulties for the patients as

-well the health-care workers who subsequently have to deal with the patient..

All clinical testing should be voluntary. The advantages of voluntary tesfing
are many. Y

Advantages of pre-test counselling
If the patient gives an informed consent (pre-test), then we can expect that he/

the consent. He/she has control-over his/her affairs. . He/she will be more

© receptive to'change his/her Behaviour. Hence, the spread of the infecfion can

be reduced to a great extant. —
Check Your Progress I | I

1.  What are the three situations in which counselling is done?

4.4 TYPES OF TESTING AND STRATEGIES

Types of Testing
Various types of testing that are done include the following : -

I. Yolmmtary testing
2. Surveillance and .. T ¢ e
3. Mandatory testing‘. B -

1. Voluntary Test:ng

. This has already been descnbed earlier in this u}ut Here the patlent gwes an

1nformed consent for testmg voluntanly

~ 2. Surveillance

Sometimes it is essential to know the prevalence of disease in a community.
This helps in planning for the health care of the community, as well asin
finding effective control measures for the disease. Voluntary testing may not
give the true picture. A method known as Unlifiked Anonymous testing is
used: In this method blood that is collected in the laboratories is used. After
the test that has been requested is-performed, a sample of the discarded blood is

" used for testmg for HIV. This sample will not have any-patient identification

on it. 1. . patient’s name or number will not be wntten on the sample The
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person doing the test will not be able to identify the patient. Hence, it is called _ ngu:‘s%ﬁ%ﬁ::
Unlinked Anonymous Test.. Some of the hospitals conduct study among STD '
clinic attendees. In the STD clinics, biood is usually collected to test for
syphilis or other STDs. After the test is done, remaining sample is sent to the - /
“surveillance centers without any patient identification. This survey gives an
. idea about the prevalence of HIV in hrgh-rlsk groups. Similar study has been
.done on antenatal mothers to find the extent of risk involved in the community
(low risk groups) Most of the reported cases of HIV in the country are based
on such surveillance. ' .

Mzmdator_'w,r Ttesting

HIV testmg that Is done compulsorlly without any consent is known as
Maudafory Testing. This method of testing is not recommended. It is against
. human: rights and the fundamental-rights of the individual. Testlng against the
will of the person leads to many problems. Patients will not come to the health
care system if they know that they will be checked for HIV. The fear.and stigma
of the disease is enough to prevent from going to a hospital. Mandatory testing
involves a huge expenditure for the health care system. "It is not justified to
spend huge.amounts on a program that will not eradicate the disease. . There is
no situation that can justify doing an HIV test on a person compulsorily. . Qur
country also follows this principle when dealing with Indian citizens. In some
" ‘countries-foreigners sometime need to get an HIV test.done.’ Mandatory testing
is done on all biood and blood products before they are transfused. Law
' requrres this. A unit of blood is tested. An individual is not tested. The donor
is not informed of the test. The blood that is collected is discarded. This is
_do_ne because the recipient should always receive only umnfected blood.
The other situation where a mandatory testing can be done is among pregnant -
mothers. Now we have a definite freatment available for preventing the mother-
" to-child transmission. Hence, a mandatory testing will help to identify mothers
who are at rrsl-: and provide them with prophylaxsis.

Testmg Strategres )

Since HIV is such a serious disease, much caré should be taken to make a
diagnosis. You have already learnt about the sensitivity and the specificity of °
the various tests. Do you remember them? Emphasis should be laid on
'conﬁdentrahty Conmdenng all these fagts, the World Health Orgamsatlon
(WHO) formulated a testing strategy for testing HIV. The National AIDS
Control Organisation (NACO) has adopted the same guidelines for India. It
makes use of the ELISA test and the Western Blot test. Recollect these tests.
Accordmgly, WHO has three strategies?t-

‘Strategy X

Only a single ELISA test is done, Thrs is used only for testing blood or blood
. products. A single positive ELISA is enough to discard the blood. The reason
why this is done isto provide only safe and healthy blood to the patient who
receives it. Even if there is a slight doubt, the blood is rejected. The donor is
not informed about the result. Usually all blood banks use a single ELISA to-
screen-their blood stores. This testing.has eliminated blood transfusions as a
means of transmitting HIV.
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Strategy II

In this strategy two ELISA tests are done if a patient manifests clinical
symptoms of AIDS. A sample of blood is tested by one particular method of® .
ELISA. Ifthe sample is found positive, then a second ELISA is repeated using
a different method. If the sample is positive even with the second test, the

 patient is declared as positive.. If the second test is negative it is reported as, -

negative; some laboratories report it as indeterminate. If the test is being done

for survey.purposes, only strategy Il is applied.

Strategy I~

‘In this strategy three ELISA tests are done or two ELISA and a Western

Blot test is done. It is done in patients who do not have any symptoms of .
AIDS illness. If the blood sample is positive to two ELISA tests, a Western
Blot test is done. If all are positive then the patient is declared as pasitive. If .
you are working with HIV positive people, it is essential to0 know the type of

" tests that are being done-in your laboratory. If the lab is not doing all the three
‘tests, then you have to ‘see that your patient’s results are confirmed by another

laboratory ysing a different method. _ ]

Confidentiality _ ,

Once a result is known, confidentiality has to be maintained. The lab should -
release all the results in a cover, which is marked as confidential. The result
should not be released to friends and relatives. How. does your lab release the
reports? Your need to know in your locality how test results are treated by

_ people involved in health care system.

Certain Situations of HIV testing

' a) . Can anHIV test be done on a person before he/she is employed?

As already stated, no mandatory testing can be done. There is no

" occupation in which HIV can be spread to the co-workers through
working conditions. The employers cannot refuse to offer employment
or terminate the workers on the basis of HIV reports. Even if the
employer is paying for the test, the employer should not be given the test

" result. An employee should not be tested cven if the employer orders the

test unless, the employee give consent for the testing.
4

i i

b) . Should HIV test be made compuléory before marriage? In India arranged
* . marriages are common. Many people have felt that an HIV test should be -

made compulsory for both the parties. Do you think it is righit? It may be
- healthy to leave the choice to the partner whether to opt for an HIV test
. ornot. ' :

45 LET US SUM UP

In this unit we have gone through various issues related to HIV testing. This
unit has outlined the structure of the HIV virus, reaction of the virus inthe

. body and how to detect HIV infection. We have also studied about various

HIV tests, the need for.pre-test and post-test counselling and the types of HIV
testing. Towards the end of the unit we also examined the stidtegies involved
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in HIV testing and briefly discussed some of the situations wheré a demand for HIV Teslf:'lnglung
4 . ' Issues Yalve
~onducting HIV test.can be made.

Check Your Progress I

'Can an HIV test be done on a person before he/she js employed? -

—— e

46 KEY WORDS |

ELISA : Enéyme -linked immuncsorbent assay. This test is employed to detect
the presence of HIV antibody. Blood is usually tested in ELISA.

VIRUS : An extremely small organism visible only through an electron
‘ microscope. Viruses cause a wide variéty of diseases in humans. °

‘47 MODEL ANSWERS

Check Your Progress I
1. What are the types of tests used to detect HIV antibodies?

To test for the antibodies, two different types of tests are used. They are the -
ELISA (Enzymie linked immuno sorbent assay) test and the Western Blot test.

i. ELISA Test |
ELISA is easy to perform and it is cost effective. It is also reliable and

,‘senéitiv_e. The basic principle of the test is to detect the antibodies against HIV
Virus that are present in the blood of an infected person. '

ii. Wgstern Blot Test

Viral antigens are layered on to 2 nitro cellulose paper. Patient’s serum is
placed at one end of the strip. The paper is changed with electricity for 24
‘hoyrs.- Antibodies move along the paper and inferact with the antigens.
Depending upon the molecular size the antigen-antibody complexes move to
different areas. These patterns are compared with the standard pattern produced
by the. HIV. To declare the test, as positive antigen-antibody reactions should
occur at all the three regions i.e. gag, pol, and eve regions.
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‘4.8 FURTHER READINGS

Check Your Progress Il
1. What are the three situations in which counselling is done?

Counselling is the major tool that is used to help HIV infected patients to cope

" with their disease. Itis also a contifuos process. Various situations in which

counselling is done age:
1) Before doing the test (pre-test)

2)  After the test (post ~test)

3) Crisis counselling. A person who is HIV positive will face many cises in
life. He/she needs to be counselled during those times. :
R |

Check Your Progress III
1. - Can an HIV tést be done in a person before he/she is employed?

No mandatory testing can be done. There is no occupation in which HIV can

. be spread to the co-workers through working conditions. The employers

cannot refuse to offer employment or terminate the workers on the basis of -
HIV reports. Even if the employer is paying for the test, the employer should
not be given the test result. An employee should not be tested even if the
employer orders the test unless, the employee consents for the testing.
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“UNIT5 MORAL ISSUES ON HIV TESTING
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50 AIMS AND OBJECTIVES.

In the block-we have learned about the various routes of transmission of HIV as
well as t= what, Why and how of HIV tésting. Because HIV has.much to do
~with the human beings, his/her dignity, conduct and behaviour pattern, it is
essential that we.discuss about the moral issues mvolvcd in HIV testing. After
studym0 this unit, you will able to:

.Understand the right to auto_nomy of HIV/AIDS pa'tié'ﬁTS;'

L]

.® _Implication of testing entire population;
. Issues pertaining to testing of specific- groups and; .
* Issues involved in maintaining confidentiality.

51 INTRODUCTION .

HIV/AIDS epidemic progress differently in different situations. It is driven by
individual behaviour which put people at risk of infection. Then behaviour
.may in turn be driven by poverty, by relationship between men and women or
between old and young people, or cultural and 1cligious norms that leave
people with little control over their exposure “o'the virus. The social,
economic and. cultural situation that creates ;his kind of vulnerability to HIV
infection have not been adequately studled ‘ot éxplained. Perhaps there is
virtually little information available for different socio-cultural groups in India
" on the bas’c sexual and drug- taking behaviour and patterns of sexual .
networkmg, that determine the virus spread through a population. Whatever

_ may be the situation, therc is much that we all can do to face the existing
‘situation.

Many people belonging to-various social groups in the country are found to be
infgeted with the virus. Several infected people seek medication. At the same
time there are several others who continue to suffer because of discrimination,
stigmatisation and isolation due to the attitude of responsible service providers
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as well as the w1despread ignorance existing among the general population.
Much of these behaviours can be changed if we learn about the ethical issues:
involved in HIV management-and HIV testing.

In this unit we shall examine the moral issues involved in HIV testing, Unit 5
of the third block details us about the ethical issues with regard to HIV/AIDS
management.

%7 THE RIGHT TO AUTONOMY OF HIV/AIDS -
 PATIENTS |

- I
Autonomy is a term derived from the Greek aufos (“self’) and nomos (“rule”
“governance,” or “law”). It means self-governance. Tt is a widely accepted
principle in medical ethics that competent patlent has the right to autonomy.
Intelligence and freedom are the basis of autonomy. Therefore, any patient
who enjoys the gift of intelligence and freedom is competent to decide for

hlmselﬁ’herself and has a right to autonomous decisions. .

HIV/AIDS patient if competent also GI'I_]O}’S this basic right of autonomy:

e ' Theright to knowledge” and “the right to ignorance”: with regard to
understanding what is happening to them: the right to knowledge about
their_condition, if they so desire; the right not to know what is happening
to them if they do not want to know;

o  Theright to know and accept what is being done to them with regard to
the diagnostic and therapeutic procedures; .

o The right to give informed consent; and

e  Theright to enjoy confidentiality.

- It is quite evident that this right is not an absolute right. The rights and freedom

of another person limit it. In the context of the special nature of HIV/AIDS, let
us see how the right to autonomy applies to the questions of testing for HIV,
right to confidentiality; etc. .

THe Ethical Advantages of ’I'esting

. Let us start reviewing the ethical advantages of testing for HIV:

-a.  Testing can tell the person tested whether he or she is carrying the virus

~or not. This may be useful to the individual in two ways: First it informs
the individual of whether or not to expect the onset of a serious iilness. A
person can take adequate precautions and treatment of the illness.
Second, it tells the person whether or not he or she is likely to transmit a
lethal virus to another person by mtlmate contact This is the ethics of
right of knowledge. - :

" No person welcomes the dreadful news that he/ she has a dreadfuf -
discase. People who oppose testing try to uphold the right to ignorance. It

is true that the news that one is suffering from something that may lead to -

fatal iliness is bound to be unwelcome. Enforcement of these rights tends
to injure the second function i.e. to take yrecaution to infect others..
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Second function often tends to override the right to ignorance. This right
becomes relevant in relation to proposals for testing the blood supply, or
for conducting anonymous surveys designed simply to establish the
extent of the spread of the virus in the population,

b. ~ Testing can enable a medical professional to treat a person whose
" condition might otherwise be mis-diagnosed. It can enable medical
professionals to take appropriate measures to guard against infections or
“if they get an injury while handling the patient. It can also enable the-
" medical professional t6 discover whether others are at risk,in particular
the spouse of a patrent

c. It 1S hard to justify a right to remain. 1gnorant unless the desrre to Temain
" ignorant is-combined with a willingness to behave as if one had been -
~ tested and the result was positive. :

Priﬁciple of Autonomy and Testing

. HIV testing should generally be undertaken only with the informed consent of
the | person being tested.. This is done for two reasons: potential harms from
testing, and respect for the autonomy of patients. o

This, however does not apply to the testmg of donors of blood, organs, semen,
.or similar bodily products. Here the intention is to provide a safe blood or organ
donation. Ideally in all cases of donations, ethical approach is that prospective .

- donors should be informed before the blood or organ is collected that an HIV-
related test will be conducted on the tissue and given adequate information
about the natuire and purpose of the test. Consent does not apply to testing that
is performed as partt of an anonymous HIV screening programme for
epidemiological or research purposes. -

General Principles for-Tesfing: Vol‘urrtary or‘Mandatory '

There are several general pnnelples that should guide consrderatlon of all
testing proposals: -

—

. First, the purcose of testing must be ethically acceptable. Treatment of
the affected, protecting public health and preventmg transmission of
- HIV are acceptable purposes. If the testmg is done to deny services and
" express-disapproval of certain groups then it is not ethical.

e - Second, the prOposed use of testTesults must contnbute to the well being
: . of the individual and the society. '
®  Third, the benefit to public health must warrant the extent of intrusion

into personal liberties. This principle does not suggest that public health

_should be sacrificed in order to protect civil liberties, but only that an
uncertain or minimal public health benefit should not be used to justify
gross invasion of personal rights.

The Questign of Compulsory Testing

‘There have been repeated calls, however; for mandatory or compulsory testing
of the entire population or of certain groups of the population; such as:
Jregnant women, new-borns, prisoners, persons accused or convicted of sexual

Moral Issues on
HIV Testing
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assault _prostitutes, health-care workers and patients, eununohes and
immigrants. Is it acceptable ethically? -

Compulsory testing can be ju'stiﬁed ethically in-some situations. For ex_ample,'

.when a health care provider is at risk for HIV infection because of the
occurrence of needle stick injury or'a mucosal splash it is acceptable to test the
_patient for. HIV infection even if the patient refuses consent. When testing is

performed without consent in accordance with-the law, the patient should be
given the customary pre-test counselling. As post exposure prophylaxsis is
available to an injured health worker, right of the injured worker over rides the
autonomy of the patlent

Mandatory testing. programmes have-been used in combatmg other

" communicable and sexually transmitted diseases, such as tuberculosis and -

syphilis. The foliowing are the conditions under which a mandatory testing
‘programme is acceptable as defined by the Wor]d Health Organisation in 1928

- Ter Conditions that Warrant Mandatory Testlng Formulated by WHO
‘in 1928

1. The condmon bemg tested should be an important health problem;
There should be an accepted treatment for patients who test positive;
) ' Facilities for diagnosis and treatment should be available;

There should be a recognisable latent or early symptomatic stage;
There should be a suitable test for exarhination;,

The test should be Ia’cceﬁtable to the_-population

declared disease; should be adequately understood;

There should be an agreed policy on whom to treat as patientS'

9. The cost of case-finding (including dlagnosm and treatmént of patients

:dlagnosed) should be economically balanced in relation to possrble
" expenditure on medical care as a whole; and

©10.. Ca.se-ﬂndmg should be an ongomg process and not a once and for all

- prOJect

Though not all of these ten condrtrons are ﬁJlﬁIIed in the case of HIV/AIDS
world-wide, the: opmlons about HIV-antibody testing has varied wrdely

. -®  There are ‘those who recommend screening, for alI ‘the populatlon thelr

i arguments seem 3 be irrational and are not based on scientific facts.

o - -Others showinterest in sareémng targeted groups: the problem then lies
in the chotce of the groups and in the motwes of that choice, which.are
often subjective. - -

) .'Last there are those who reoommend voluntary soreenmg they defena

-, both human rights and ¢ ’entific i mqunry

Whrch of these approaches can be considered to be ethical?.

> Over the years, colls £ “mandatory HIV testing have never stopped. Motivated

“The riatural history of the condition, including develbpment from Iatent to .




by a mix of emotions and ideologies, they have re-echoed, citing new research
findings and targeting different populations. Let us examine the question of
mandatory testing and its merits and demerits further. '

Check Your Progress I’

1. Whaq are the ethical advantages of testing for HIV? _'

W

53 IMPLICATIONS OF UNIVERSAL TESTING —

- Early in thé 'epidemic, it was recommended that the entire popu!atidﬁ be-
mandatorily tested for antibodies to HIV. A popular misconception was that :
widespread or even universal HIV testing could identify all who carry the

virus so that they could be isolated and the uninfected majority could be secure

from any risk of transmission. The fallacy of this approach is that:

‘e Even if universal testing could be carried out, it éannot detect HIV: false

' negatives/persons are HIV positive but tae test is negative) and persons
still in the latency period (“window period™”) when testing was performed
will not be detected; repeat testing would be necessary to remedy those

errors, and in the meantime those undetected might continue to spread the
disease. ' . i '

*  There is a danger that the “uninfected” population would feel a sense of
security and not pursue precautions against infections and are likely to be
infected from patients who are in the window period. -

* _ A universal or widespread testing-programme does not represent a
..-practicable approach because of the costs it would entail; and,
L

- The HIV-negative pérsons in the population are not in fact at risk from
HIV-positive persons living in their midst. Howsver, wide consensus .
emerged that it would be a mistake to enact [aws requiring the entire

- Population to submit to testing: Concerns for protecting public health,

support this c_onélusion; just as concerns for protecting fundamental
rights -do. '

Testing of “High-Rislc Groups”

Recognising the problems raised by universal testing of the entire population
some have recommended that mandatory or compulsory testing be limited to
members of the so-cajled “high-risk groups.”

rl
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However, such proposals were rejected on the basis that HIV is an
indiscriminate virus that does not infect people along group litles: it is a high-
risk activity, not identification with a group that is decisive in the
transmission of the virus. In addition, it was recognised that a mandatory
testing programmie ainied at the so-called “high-risk groups” ‘would face
obvious problems in identifying members-of the targetted groups. Members
belonging to the h'gh-risk group may not access the health services. Finally,
mandatory testing of these groups would have intensified the sense polarisation
of “us” and “them” leading therefore to increasing discrimination towards -

‘“them” and giving “us” a false and potentially dangerous.sense of security.

Testing Specific Populations

There are problems both with: forced testing of the entire population and with
testing of “high-risk groups.” Some have called for more targeted mandatory
testing programmes. One or more of the following factors seem to underlie the
proposals for testing of certain groups:

o. A perceived high risk of Yeing HIV-positive;

- o A perceivéd high risk of infecting others with HIV and; -

e Attribution of culpability due to involvement in criminal
activity, so that being required to undergo the test can be
considered a just component of punishment.

. For example, some argued that testing should be required amohg prisoners, )

arrested prostitutes and drug users, and those who attend sexually transmitted
disease clinics and de-addiction centres. In this view, these groups are not only
at a high risk of infection, but they also pose a serious risk tg the health of the
community and are likely to transmit the disease to innocent, healthy members
of society. Each type of testing proposal raises a unique set of policy issues,

_ . and therefore it will be considered separately in section 6. 4 below. For

example, proposals to test all pregnant women raise different concerns and
implications from proposals-to tést all prisoners. :

Mandatory-or_compulsory testing, whether of the entire popﬁlation or of
specific groups, is generally opposed for the following.reasons:

e  Because of the potential.{fq__':i-iiv_asiqn of privacy and
discrimination. .. TR

LI v .

e Because of the stigmatisation -and discrimination directed at HIV-
infected people, individuals who believe they might be infected tend to
go “underground” to escape mandatory test...g: As a result, those at
highest risk for HIV infection may not l.ear or heed education messages
about AIDS preventién. ' v ‘ '

o  Testing without informiéd consent damages the credibility of the health
_services and may discourage those requir 177 services from obtaining” -
them. et

e In any testing programme, there will be pecrie who falsely test negative
— for example, because of laberatory error o.-oecause they are infected
but have not yet developed-detectable antibodiés to HIV. Thus, '
mandatory testing can never identify all HIV-infected people.
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. Mandatory testing can create a false sense of.security especially among HIV Tesii
esling

people who are outside its scope and who use it as an excuse for riot
following more effective measures for protecting themselves and others
from infection. L..amples are health care workers who do not follow
universal precautions when all hospital patients are tested; and clients of
“sex workers who do not use precauhons when they belreve that all
prostitutes are being tested. :
/

.. Mandatory testmg programmes are expensive, and divert Tesources from
eﬁ‘ectrve prevention measures. - - -

‘International org,anisatiohs have madé similar statements. For example, the
Council of Europe adopted a recommendation stating “in the absence of
curative treatment, and in the view-of the impossibility of imposing behaviour
modification and the impracticability of restrictive measures, compulsory
screening is unethical, ineffective, unnecessarily intrusive, discriminatory and
counter-productrve ™t The Joint United Nations Programme on HIV/AIDS
(UNAIDS), in its 1993, Palicy on HIV Testing and Counselling, also expressed
- its opposition to mandatory testing stating “HIV testing without informed
consent and conﬁdentlallty isa v10|at|0n of. human rights:”

'Fmally, the International Guidelines ori HIV/AIDS and Human nghts
recommend that HIV testing only be performed with the Spele ¢ informed
consent of the individual tested, and that “exceptions to voluntary testing would
need specific judicial- authorisation, granted only after due evaluation of the -
impdrtant considerations involved in terms of privacy and-liberty.”>

This conclusion is consistent with WHO’s Statement from the 1992
Consultation on Testing and Counselling for HEV Infection, which emphasises
.that “mandatory testing and other testing without informed consent has no place
i AIDS preVentlon and control programmes 73 The Statement continues by

saying;

“There are no benefits either to the individual or for public health arising from
testing without informed consent that cannot be achieved by less intrusive

. means, such as voluntary testing and counselling.” Public health experience
demonstrates that programmes that do not respect-the rights and dignity of

_ individuals are not effective. It is essential, therefore, to promote the voluntary
' cd-operatioh of individuals rather than impose coercive measures upon them.

Check Your Pl ogress I

1. _ Why mandatory testlng for I-]]V is generaII}r opposed?
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Bsics ol HIVIAIDS . 54 SPECIFIC GROUPS

Now, let us now briefly Jook the specific groups, which are often-referred to as
useful candidates for testing: o ' . o~

Pregnant Worhen,‘

~ As with any other patient, pregnant women and women who-are intending to
conceive need to fully understand the advantages and disadvantages of HIV
testing before deciding to undergo the test. The discovery of HIV -positive
status has important implications for decisions to interrupt pregnancy, to take
antiretroviral therapy to prevent mother to child transmission and to breastfeed
the baby. These decisions are themselves mostly voluntary in nature, '

Help must be given to meet the challenge of ensuring that all HIV-infected
women who desire to continue a pregnancy are offered effective means to
reduce the risk of HIV transmission to their babies. Ever since the discovery
_was made that administration anti-retroviral therapy, such as Zidovudine
(AZT), significantly reduces the danger of HIV transmission fron the mother to
the child, the clamour for compulsory. testing of pregnant women has increased.
Ethically, however, the importance must be stressed of allowing women to
make decisions about testing as well as AZT use in a non—'cqercive' atmosphere

. and based on the balance of the benefits and potential risks of the regimen to
herself and her child.. g :

The right question is: How can we offer appropriate counselling to all women
and engage them voluntarily to learn their HIV status? If they are HIV-positive,
how do we ensure that they receive needed care for themselves and potential

- - interventions to prevent transmission to their foetus and, finally, that they

.. provide care for their infants? With appropriate resources given to education
and health care, the desired goal of early identification and treatment of HIV- -
infected infants can bé accomplished without mandatory néw-born screening.

w

Newborns N 3 .
Unlike progr;lmmes"éire'cted at offering voluntary HIV testing and counselling
to all pregnant women that is coupled with voluntary treatment, the testing of .
neéw-borns does not have the benefit of substantially reducing the risk of

_ transmission from mother to baby,. The test is not effective in identifying the
infection in the newly bom. Since, new born babies acquire all antibodies of their

_ mothers, test for HIV antibodies can be beneficial only after a child has reached
18 monthsormore. - .- ' '

. : A
Prisoners .

It does not seem that there egists any public health or security jastification for -
compuisory or mandatory HIV testing of prisoners, or for denying inmates with

. HIV/AIDS access to.all activities available to the rest of the pop'ulation,. Rather,

. prisoners should be encouraged to voluntarily test for HIV, with their informed.
-~ specific consent, with pre- and post-test counselling, and with assurance about !

the confidentiality of test results. As do people outside prison, they should have -
access to a variety of voluntary, high-quality, bias-free testing optios, including

anonymous testing, . . o
70 ' . : : : 3 T

!
[
|

|
!
]

|
[

R

s

Bl rEe-imis il

B e e e e R

S Ll




Sexual Offend_ers

Testing sexval offenders like rapists, by itself, may not best serve to assist
victims of these offenders. The issue of compulsory testing of persons accused
or convicted of sexual assanlt has ofien been characterised.as being one of
choosing between the accused’s rights and victims’. rights.-However, an attempt
to characterise the choice whether or not to require HIV antibody testing of
accused persons as being either pro-woman or pro-criminal tends to obscure the
real complexity of the issue and the tangible needs of the survivor. In so doing’

- there is a danger of manipulating the survivor’s understandable feelings of

anger, frustration and fear in order to advance a position that ultimately will not
help her. S R '

In contrast to persons convicted of sexual assault, persons accused of sexual
assault are innocent untit proven guilty. Therefore, it is not at all clear how
compulsory testing could even be legally performed on them. Not having been
convicted, testing could not be imposed as part of the punishmerit of the acousefl
person. Merely having béen accused of sexual assault are unlikely sufficient

" grounds to establish such a threat.

There can be no question that persons convicted of sexual assault have
committed a serious criminal offence - if compulsory testing could further some
usefu! objzctives for the survivor of.the assault, it might be appropriate to regard

- the convicted person’s claim. to autonomy as.appropriately of legs weight.

oo . : . , ) :
However, as demonstrated above, compulsory testing and disclosure of the test
result to the survivor of a sexual assault provide little (if any) benefit to the

Moral Issues un
HIV Testing
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" survivor. Testing a person convicted of sexual assault cannot provide the

survivor with useful information. At the time of conviction, she can find out
whether she herself is HIV-positive by undergoing testing. If the test is
performed during the window period; she will rieed to do a further test after six’
months especially if her previous test proved negative. In contrast, testing the
offender would only provide her with informatjon about the offender’s HIV-

status.

Commercial Sex Workers i

Laws under which prostitutes may be required to refrain from speci'ﬁc conduct,
undergo specified treatment-or counselling, submit to supervision, undergo
treatment while detained, or, if infected with HIV and therefore, detained, may
be counterproductive. These compulsory measures will dissuade C§Ws to
come forward for voluntary testing for HIV infection. Moreover, clients are
absolved of any irresponsibility for not using precautions-because the effect of
the legislation leads them to assume that working CSWs will be ‘clean’. Rather

- than such measures, interventiofis are necessary that would give sex workers

the means to protect themselves against HIV transmission and, would empower
them to use them..The use of condoms must be evaluated in this context. In the
context of CSWs cbntinuihg in their life style, however, it can be considered as

part of harm reduttion efforts. -

Health Care Workers " ' E ‘ _

Should health-care.providers be required to undergo compulsory testing fo

antibodigs to HIV? If found positive, should they be excluded from practising,
_ or requited to disclose their HIV status to their patients as well as hospital .
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authorities? The most appropriate way to frame the question is to ask how best Moral Issues on
ican patients be protected against real risks, while not overreacting and HIV Testing
excludmg competent and -safe practitioners. In order to best protect physicians as -
[well as patients, the emphasxs needs to-be on strict adherence to infection-
'coritrol practices rather than on efforts to detect who is infected. HIV-positive
health-care providers have saved and cohtinue to save thousands of [ives every
f year, and.that excluding them from exercising their profession would endanger
- their patients’ lives, and ruin the lives of thousands of dedicated medical
professionals. .

It does not seem to be befitting human dignity and international etiquette to
.screen all the foreign iusﬂtors to a country for HIV status. For one thing, their

. ‘foreignness’ does not. pose any | hea[th hazard to any one as far as HIV is

" concerned. Regarding visitors who are proven to be HIV positive the
individual circumstances of each case should be taken into account, weighing
the costs against the benefits of allowing a particular person to immigrate or to -
visit, and take humanitarian concerns into account.’

Regarding forelgn students who' are going to be on scholarships, it is a different
matter. Conditions can and should exist for quallfymg for such prmleges and
people remain free to apply for them,

'Check Your Progress l'[I

1. Should health care prowders be requnred to undergo compulsory testing
for HIV? “ . :

5.5 HIV TESTING AND CONFIDENTIALITY

_The right to confidentiality-1s one of' the xmport Y rights of the patlent The
information djsclosed to a physwlan during the course of the relationship should
be kept confidential by the physician, The doctor patient relationship should be
confidential to the greatest possible degree. The patient should fee! free to make
a full disclosure_of information to'the physician in order that the physician may
‘most effectively provide needed services. The patient should be able to make
this disclosure with the knowledge that the physician will respect the
confidential nature of the communication. The physician should not reveal
confidential information without the expressed consent of the- patlent urfless
required to do so by law. :
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The obligation to safeguard the petient’s confidence is subject to certain

exceptions which are ethically and legally justified because of overriding social.

considerations. Where a patient threatens to inflict serious bodily harm to
another person or to him / herself and there is a reasonable probability that the
patient may carry out the threat, the physician should take reasonable
precautions for the protection of the intended victim; including notification of
law enforcement authorities. If a physician knows that a HIV-positive
individual is endangering a third party, the physician should, within the

. - constraints of the law: (1) attempt to persuade the infected patient to cease.
" endangering the third party; (2) if persuasion fails, notify authorities; and (3) if

the authorities take no action, notify the endangered third party. Communicable

* diseases and suspected medico-legal cases, should be reported as required by

law. , These principles regardmg confidentiality in general applies to HIV- .
related information as well. The International Guidelines on HIV/AIDS and
Human Rights says:

“Geneml confidentiality and privacjl laws should be enacted. HIV-related
information on individuals should be included within definitions of personal/

- medical data subject to protection and should prohibit the unauthorised use and/ .
. or publication of HIV-related information on individuals. Privacy legislation should

enable an individual to see his or her own recordsand to request amendments to
ensure that such information is accurate, relevant, complete and up to date.

An independent agency should be established to redress breaches of _
conﬁdentlallty Provision should be made for professional bodies to discipline
cases of breaches of conﬁdentlahty as professional misconduct under codes

of conduct.”

The confidentiality of the results of HIV testing must be maintained as much as
possible and the limits of a patient’s confidentiality should be known to the
patlent before consent is given.

-

Obligation to Report HIV Status

" Genérally speaking, when law necessitates repolrting of both HIV and AIDS, it

should be done anonymously: nominal reporting is not warranted either for .
survetilance or for partner notification purposes. Test providers, ethicists,
public health professionals, technical experts and others have to develop a

. system that collects only the information. necessary, using unique or coded

identifiers that ensure privacy and confidentiality of the individual. If it is not
done in a way that the confidentiality is protected, the studies are going to be
‘totally biased because of the non-co-operation of the general public. This type-
of system exists in United Kingdom. Also the communication media has to
exercise a lot of self-discipling in this matter. The inhuman persecution that
followed careless reporting by the communication media of some HIV/AIDS
patients in our country is well known ‘Do to others, as you would have them
to do to you’ has been the golden rule of ethics down the ages.

-y

Partner Notification

When a married persdn is tested positive for HIV, should the medical
professionals or authorities inform the partner about it? 1f the person is liketv

 to infect the partner, ¢ertainly there is an obligation,on the part of the medical
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professionals to divulge the information to the partnér: Convincing the person
to share this information with the partner would be much more effective and
conducive to prevent the spread of the disease. It would be a better policy to
inform each person who requests HIV testing and counselling, under which
circumstances the partner will have to be notified in case the test proves to be -
~ positive, :

Effects of Breaching Confidentiality -

While most agree that there are situations in which breaching confidentiality -
would be justified ethically, such breaches raise difficult questions: What will
occur if it becomes generally known that clinicians breach confidentiality to
protect third parties? Will patients cease to speak freely about their behaviour?
~ Will the public health suffer as a conséquence? '

Here we are facing an extraordinary irony: the ethics of the clinical relationship,
- which usually favours strict confidentiality, appear to dictate a breach of '
confidentiality in the matter of partner notification, while the ethics of public
health, which are usually less concerned with confidentiality, may dictate a -
stricter adherence to it. ' : '

It would be more beneficial to analyse the reasons why a client refuses to tell
his or her sexual partner about his or her HIV-positivity, Working through of
deep-rooted issues of rejection, abandonment, loneliness, and infidelity may be
more effective for prevention of the spread of AIDS rather than police-like
reporting practices.

Confidentiality of HIV Status on A_utopsj' (post mortem) Reports

In the same vein, it is clear that health care professionals have a serious duty to
maintain the confidentiality of HIV status on post-mortem reports. Physicians
. who perforim autopsies or who have access to autopsy information regarding a
patient’s HIV status should be familiar with state law governing: (a) the
reporting of HIV and AIDS to public health authorities; (b) obligations to
inform third partiés who may be at risk for HIV infection through contact with
an HIV-infected dead person; (c) other parties to whom reporting may be
required like funeral directors, embalmers, etc. This includes reporting to organ
or tissue procurement agencies if any parts of the decedent’s body were taken
for use in transplantation. ' - s

5.6 LET US SUM UP -

In this unit we made an attempt to discuss a very imiportant aspect with regard

to the moral issues pertaining to testing for HIV/AIDS. The unit deeply

analysed the right to autonomy of HIV/AIDS patients, the ethical advantages of
testing for HIV, general principles for testing, the issues related to compulsory
testing, implications for universal testing, testing of specific groups and HIV
testing and confidentiality. This unit also dealt with certain pertinent issues

like partner notification as well as confidentiality of HIV status on autopsy
reports. All these issues are very important while dealing with issues relating

to HIV/AIDS in any social setting as well as the medical setting in our country.

Muoral l'ssuc:g on
HIV Testing
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Check Your Progress IV

1.  Whatdo the International Gu1delmes on HIV/AIDS and Human nghts
say regarding confidentiality on HIV related 1nform§t1on‘? :

..................................................................
..............................................

5.7 KEY WORDS
Moral- : Concemed w1th goodness or badness of human character or
behaviour or with the distinction between right and wrong.

Ethics .: The Science of morals in human conduct.

Infections : A person is infectious, when he/she has been infected with a
pathogen, like HIV, and is capable of transmlttmg that pathogen
to another person. .

Sexuality -: The total of an individual’s sexual make up. It includes
' inherited and acquired factors.

Fidelity : Refers to being faithful to one’s chosen or given sexual partner
and having sexual relationship only with that partner usually
within marnage.

5.8 MODEL ANSW ERS

Check Your Progress I
1. What are the ethical advantages of testmg for HIV?

a. ‘Testing can tell the person tested whether he or she is carrying the virus
or not. This may be useful to the individual in two ways: first it mforms
the individual of whether or not to expect the onset of a serious 1llness
A person tan take adequate precautions and treatment of the illness.
Second, it tells the person whether or not he or she-is likely to transmit a
lethal virus to another person by intimate contact. This is the ethics of
. n'ght to knowledge. . '

No person welcomes the dreaded news that he/she has a dreadful disease.
People who oppose testing try to uphold the right to ignorance. It is true that
the news that one is suffering from something that may lead to fatal illness is.
bound to be unwelcome. Enforcement of these rights tends to injure the second
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function i.e. to take precaution to infect others. Second finction often tends to
override the right to ignorance. This right becomes relevant in relation to
proposals for testing the blood supply, or for conducting anonymous surveys

designed simply. to establish the extent of the spread of the virus in the

]

population, ' _ _ '

b.

Check 'Ypur Progress 0
I.

- Testing can enable a medical professional to treat a person whose
condition might otherwise be misdiagnosed. It can enable medical

- professionals to take appropriate measures to guard against infections or
if they get an injury while handling the patient. It can ‘also enable the
medical professional to discover whether others are at risk, in particular
the spouse of a patient. * '

It is hard to justify a right to remain ignorant, unless the desire to remain
ignorant is combined with a willingness to behave as if one had been
tested and the result was positive.

Why is rﬁaﬁdatory testing for HIV generally opposed ?

Mandatory or compulsory testing, whether of the entire population or of

- ‘specific groups, is generally opposed for the following reasons:’

- .Due to the potential for invasion of privacy and discrimination.

Due to. the stigmatisation and discrimination directed at HIV-infected

- people, individuals who believe they might be infected tend to go

“underground” to escape mandatory testing, As a result, those at highest
nisk for HIV infection may not hear or heed education messages about

~ AIDS prevention. '

Testing withqut informed consent damages the credibility of the health

services and may discourage- those needing services from obtaining them,

In any testing programme, there will be people who falsely test
negative — for example, because of laboratory error or because they are
infected but have not yet developed detectable antibodiés to HIV
Thus, mandatory testing. can never identify all HIV-infected people.

Mandatory testing can create a fa]se sense of security especially among

. Ppeople who are outside its scope and who use it as an excuse for not
- 'following moré effective measures for protecting themselves and

others from infcctionfExamples are health care workers who do not
follow universal precautions when ali hospital patients are tested, and
clients of'sex workers who do not use precautions when.they believe

' that all prostitutes are being tested.

Mandatory testing programmes are expensive, and divert resources
from -effective prevention measures.

Mural Issucs on
HIV Testing
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Check Your Progress I

1" Should healih care p-ro-.'idcrs be. required 1o undergo compulsory
testing for HIV ? : o '

The most appropriate way to frame the question is to ask how best can
. patients-be protected against real fisks, while not overreacting and-excluding

competent’and safe practitioners. In order-to best protect physicians as well
as patients, the emphasis needs to be onstrict adherence o infection-control
practices rather than on cfforts to detect who is infected. HIV-positive
health-care providers have saved and continue to save thousands of lives
every year, and that excluding them from exercising their profession would.
endanger their patients* lives, and ruin the lives of thousands-of dedicated

medical professionals. :

© Check Your Progress IV

‘1 Whatdothelntemational Guidelines on HIV/AIDS and Human
Rights’ say regarding confidentiality on HIV related information ?

These principles regarding confidentiality in general applies to HIV-refated

information as well. The International Guidelines on HIV/AIDS and Human
Rights says: - S

“General ;on_ﬁdentiality and privacy laws should be enacted. HIV-related
information on individuals should be included within definitions of
personal/medical data subject to protection and should prohibit the

" unauthorised use and/or publication of HlV-related information on

individuals. Privacy legislation should enable an individual to see his or her
.own records and to request amendments to ensure that such information is .

. accurate, relovant, complete and-up to date.’ An independent agency should - -

‘be established to 1edress breaches of confidentiality. Provision should be
made for professional bodies to discipline cases of breaches of

. confidentiality as professional misconduct under codes of conduct.”
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INTRODUCTION TO BLOCK 3

'\\z.'é'lcorlnc to Block 3 of the Basic course on HIV/AIDS. In this Block you wil} -

find five units. All the five units deal with various-aspects relating to HIV/
‘AIDS_preve-ﬁt-ibn and control. Unit 1 is on “HIV Prevention anfj Control :
“Government initiatives’. It describes the componets of the National AIDS
" Control Progfamme and initiatives by NGOs and bilateral agencies for: the
_prevention and control of HIV/AIDS. Unit 2 is on ‘HIV/AIDS prevention and

conirok: Personal aspects’. It talks about the need for prevention, the varioys
niodes of transmission and the precautions to be taken to svoid HIV

transmission. The main emphasis of this unitis on behaviour modification.

Unit 3 is on “‘Continuum of Care’. The purpose of this unit is to provide you with
an understanding about the concept of continuum of care with emphasis on
‘home caré and role of the family and the community in caring for the person
living with HIV/AIDS. Unit4 is on “Societal influence on HIV/AIDS
transmissioh_and prevention’, This unit describes social root of behaviours
which transmit HIV and tdentify the major points of macro-level societal
interventions needed for HIV/AIDS control. Unit 5 examines *HIV/AIDS and

ethical issues’ in the context of HIV infected people and their rights. This unit -
has tried to develop more constructive ways of dealing with people living with .

HIV/AIDS that leads to prevention of further contagion,

'Th(_i five units will give you an overview of the ways and means of HIV/AIDS
prevention strategies and the guidelines for taking care of the infected while
:respecting them and enabling them to enjoy their rights.
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UNIT 1 HiV/AIDS PREVENTION AND

CONTROL : GOVERNMENT INITIATIVES

_ Contents

Aims and Objectives

Introduction

Initiatives by the Government of India_ :
The Components of National AIDS Control Programme
Inittatives by the United Nations '

Collaboration with Bilateral Donor Agencies

Let Us Sum Up

Key Words .

-Model Answers

Further Readings

o
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1.0 AIMS AND OBJECTIVES

This unit aims at helping you to understand the various initiatives that have been
under taken by the Government of India, Non-Governmental Organizations ( .

NGOs) anc * = various bilateral agencies for the prevention and control of HIV/ -

AIDS inIndia. After reading this you will be able to:

@ State the initiatives taken by the Government of India for the control and
prevention of HIV/AIDS in the country; _ .
o- . Describe the components ofthe National ATDS Control Programme like

the STD control programme, condom programme, blood safety
programme, the IEC and social mobilisation programme;

o State the various initiatives taken by the Non-Government Organizations;
and : : _
. State the role of various bilateral-agencies_like UNAIDS, UNESCO,
- WHO, UNDP etc. :

1.1 - INTRODUCTION

The Human Intgmunodeﬁciency Virus (HIV) is continuously spreading its tentacles _

throghout the world. According to an estimate, by the year 1998, throughout
the world, 11.7 million people have already lost their lives due to this disease.
The HIV has more than doubled the adult-death rate in some countries and is the
single largest cause of adult death in some countries, HIV/AIDS has been
identified as one of the top ten killers throughout the world.

In the Indian sub-continent, the epidemic of IIV/AIDS is prevalent inall parts of
the region. About halfofthe Indian population is in sexually active agei.e. 15-49
years. The number of AIDS cases have been consistently rising over the years.

Looking into the worsening situation of HIV/AIDS in the country, the Government
ofIndia has initiated an action plan. Letus talk about the measures and

initiatives taken up by the Government for the prevention and control of HIV/
AIDS,

L¥ ]

Pt 3= e 1

ETEETTEIITT T 0T Tl T

opeTE




HIV/AIDS Prevention -
and Control :
Socio-Ethical Issues

e Decrease the morbldlty and mortality associated with HIV infection, and

" The Ministry of Health and Family Welfare constituted the National AIDS

. National Al])S Control Org'lmsatlon (NACO) -
‘ The NACO was established in Indid in 1992 as an éxecutive body in the Mlmstry

o To expedrte sanctron approve procureméntand to undertake and award

4 " The board exercrses all adrrumstratrve and financial powers. |

“ ' otherwrse would have been approved by the S'ate Departme .Lof Fmance

_ To remove the bottlenecks faced bythe State AIDS Cellin implementing the -

- functioning of these societies in Tamil Nadu and Pondtcherrv led the Government |

€ 1

12_INITIATIVES BY THE GOVERNMENT OF INDIA

“matters. In the initial years, the focus of the programme was on blood screening
. for transfusion purpose and conductmg surveﬂlance activities in the epicenters of
_ the epldermc o .

‘Recognizing the seriousness softhe problem, the Government of India initiated a

series of important measures. A high-powered,National AIDS Committee was
constituted and the NACP were launched in 1987. The objectives of the NACP
were to establish a comprehensive, multi-sectional programme for the prevention

- and control of HIV/AIDS in India. The main objectives were:

3
B F‘l
. Prevenl HIV transmission, ' F

. Minimize the socro econonucrmpact resultmg from HIV infection,

Committee in the year 1986. The Committee was formed with a view to bringing
together various ministries, NGOs and private institutions for effective co-
ordination in implementing the NACP. The committee oversees the performance

PUESS =T mmmm e ormeenein

- of the programme, deliberates t0 forma policy and encourages multi sectoral

collaborations. The committee is the highest decision mal-lmg, » authority on policy

of Health and Family Welfare: The main functions of NACO are as follows: :

- contracts to prwate agencles )
2y -':.The board allocates funds berween programme components.”

3) 'Formstheprogramime managenal teams and appomtment ofezior
prograrmnestaﬁ' _

Flgurel shows the orgamsatronal strcuture ofthe NACO

Inifiatives at the State Level

To strengthen the HIV/AIDS control programme various steps have been mmated
atthe State level. Each State has a State AIDS Cel which is responsible for the
:mplementanon supervision, intersectoral co- ordination, momtonng and
evaluatron of the programme inthe State.

Atthe State level an emp owered committee has been constltuted whrrh takes the '
policy decisions for implementationof the HlV/AIDS control progratume in the
-respective States and approve administrative and ﬁnancral actionswhich

programme, each of the Staie Governmerts/ Union territories constituted a
registered society under the chalrmanshlp ofthe Secretary Health. The successful {

to advise other States to initiate societies for implementation of NACP. Now
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HIV/AXDS Prevention
and Control :
' Socio~Ethical Issues

-~

every State has a State AIDS Society registered under the Societies Reglstratwn

‘Act, 1860 Thisis in place of the State AIDS Cell.

Check Your Progress I

‘1 - What are the main functions of NACO?

..........................................................................................................

.........................................................................................................

1.3 THE COMPONENTS OF NATION»L AIDS
CONTROL PROGRAMME

Let us now briefly discuss the programmes which are being run under the NACP.

1.3.1 STD Control Programme

Before Independence, a National STD Control programme was started in 1946.
This programme was brought under the purview of NACQ in the year 1992. The
1mportancc oftreatment and control of Sexually Transmitted Diseases (STDs) in

relation to HIV infection was recognized by NACQ. Increasing evidence

suggests that STD significantly enhances the acquisition and transmission of HIV.

The predominent mode of transmission of both HIV infection and other STDs 1s
through the sexual route, other routes of transmission being both blood and blood
“products, donated | organs and tissues, and by infected women to their newborn.
Many of the measures of preventing the sexual transmission of HIV are the same
as for preventlon of STDs.

STD clinical services are an important access point for persons at high risk for
both HIV and STD, not only for diagnosis and treatment, but also for health

_ education, counselling and prevention. Trends in STD incidence and prevalence

can be useful indicators for change in sexual behaviour and mai:. i sasy to
monitor the trends in HYV sero-prevalence and thus valuable tor detemmining the
impact of HIV/AIDS control programme. The STI) control programme has two
major abjectives: '

0 Reducion STD cases and thereby r:ontrol HIV transmission by minimizing
the risk factors and;

it} Prevention of the short term as well as fong term morbidity and mortality
dueto STD.

Policy on Control of HIV/STD
The Ministry of Health and Family Welfare has adopted a policy to integrated

TTTTTTR T DOt




STD control into the existing health care system, both in the public and private
sector. Specidl emphasis is being placed on the integration of" comprehensive
STD management at the primary health care level to provide non-stigmatized
services with greater accessibility and acceptability to the patients while
m_éintaining the confidentiality and privacy of the patients.

The p-olicy strateéj also er_nphé'siscs the co-operation and collaboration with the
private sector as well as NGOs fot the control of STDs.

The'strategies for control of STD in India are:

1.
2.

SV

-

: -'Adequate and eﬁ'ectiye progljanim'e management.

Promote Information, Education, Communication and social mobilisation
(IEC) activities for prevention and transmission of STDs and HIV
infection. . : R

' Adé'q'u ate énahgenient for comprehensive case managenrent including
- Idiagnosis, treatment, individual counselling, partner notification and

'screening for other diseases, - ’

‘Creating facilities for diagnosis and' treatment of asymptomz.ic infec-
tions through the method of case finding and screening. The following
mnjbr actions have been taken along the lines snggested in the
Strategies: = o N s
o \Training of health care workers in both public and private sector in
* comprehensive STD case management, - . : :
.®  Development ofappropriate [aboratory services for the diagnosis of
STD. | ‘
. Conduct of Microbiological, Socio-behavioural and Operation
research, :
*  Surveillanceto follow the epidemiological situation, monitor and
evaluate the on-going STD control programme,

There is a full unit on STDs in the elective ccurse on HIV/AIDS which gives
details about Sexually Transmitted Diseases. -

Condom Progrnmmiﬁg

[h India almost 75 per cent HIV infections occur due to unprotected and multi-
partner sexual contacts. Tlis type oftransmission can be prevented to some
extent by consistent use of good quality condoms. Keeping these views in mind, .
the condom programme was initiated all over the country. The objective of the
condom programme is to cnavee casy access to good quality, affordable and

acceptable condoms.

Strategies

| S

The strafegies for the Condom Program are as follows:

B

Making provision for technical assistance to cdmpanies to manufacture
condoms in conformity with the international specifications laid down by
the WHO and to improve the quali ty.assurance system.

Strengthening of the existing social marketing structurein the Department
of Family Welfare with a view to fulfilling the needs and requirements of

~ the AIDS control programme,
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HIV/AIDS Prevention . Introducing an exclusive social marketing scheme ol condom promotion

and Control 2 - for NACO.

Socin-Ethical Tssues . - )

' . Strengthening the managenzent ability of NGOs that promote and
distribiute condoms for STD/HIV prevention and to more effectively plan,
coordinate, monitor and evaluate their activities.

® Collaborating with the existing 1EC programmie ofthe Department of
Family Welfarc for promoting the use of condoms for achieving the dual
purpose of averting'conception as well as protecting from STD/HIV.

° Supporting and strengthening the Indian Council of Medical Research
(ICMR ) and population Researcl: Centres for undertaking research
studies on all matters related 1o the use of condoms and increasing their
use particularly among high risk groups.

Social inarketing has been accepted as the most-eftective strategy for condom
promotion in the country. This strategy not only, helps to increase the acceptability
but also provides easy access to the users while improving the sustainability of

. condom provision. The emphasis has shifted to increase thesocial marketingof ~ *
condoms as a priced item but at a subsidized rate.’

 To make condoms easily available to regular visitors to brothels, vending
machines on a pilot basis has been installed in'the States of Punjab, Haryana and
Chandigarh and in the cities of Mumbai and Pune. The Department of Health and
‘Family Welfare s testing prototypes from manufacturers. :

Table L.1

~ Distribution of condoms through various chanuels from 1993 to 1998

| Scheme 1993-04 | 1994-95 | 199596 | 1996-97 | 1997-98

| EreeDistribution  [914.00 | 91652 | 875.00 | 720.29 - | 676.01
Social Marketing 21824 | 146,10 | 16292 | 26325 |324.43 |
Commercial Sales_|155.52_| 15492 | 199.33 | 23935 {20381 ||

Total 123?;76 1217.54 | 1237.25 ¢ 1222.89 | 1204.25 E

Source: Department of Family Welfare, Government of India.

1.3.3 Blood Safety Programme

There is no other fluid, which can substitute for blood in the human body. Inthe

case of trégnsﬁjsion ofinfected blood, it is almost sure that such blood can cause
transmittable diseases like hepatitis, syphilis, malaria and can spread HIV/AIDS.

‘Blood safety is an integrat part of the National AIDS Control Programme.

The objective of the Blood Safety Programme is to ensure easily accessible,
adequate supply of safe and quality blood and biood components for all
irrespective of economic or social status.

Stratégies

The Strategic Plan under NACO lays downthe following strategies;
e  Strengthening the National Blood Transfusion Services -

o ° Ensuring safety of blood products
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. Developing lacilities for the production of components : HITV/AID

* . Stiengthening quality control of blood and blood products m::; a:‘l::"
° Undertaking research on blood transfusion services, operations to Governuw)

improve safety, efficacy and supply Initizstive
» Developing and strengthening of eftective management, monitoring and

evaluation of blood transfusion.

Thrust Areas
0] Establishment of HIV Testing Facilities

To screen blood, 154 zonal blood-testing centres have been established to
provide linkages with other blood banks affiliated to public, private and voluntary
sectors. These zonal centres receive the blood sample and after testing, report
the results to the blood banks the same day. -

() Support for Testing foi other Bl6od Transmittable Dis(cases

NACO is providing assistance to the centres for the purchase of necessary
equipments and kits for screening of the blood. Testing of every unit of blood is
mandatory for detecting infections for various diseases. .

(1) Modernization of Blood Banks

Several steps have been initiated to ensure safe blood by modernization and
strengthening ofall licensed blood banks,. NACO provides financial support for

blood bank equipment, contingency and purchase of consumables, chemicals an’
reagents. - b

' During-the 7 and 8" Plans, 815 blc od banks have been modernized anditis
- proposed to modernize all the existing public sector blood banks and support-at
least one licensed blood bank in each district of every state,

(iv)  Appropriate Clinical Usg of Blood

For the purpose of reducing the wasteful use of blood, NACO has set up 40

component separation units all over the country, The doctors and technicians

working in these labs have been duly trained. A national guideline for appropriate

+ use of blood has been widely circulated. One Plasma Fraction Centre has been

- setup at KEM Hospital, Mumbai and additional units ar proposed to be'setup
at Delhi, Chennai and Calcutta. - : _ '

(v) ©  Trairing and Personal Development

There is an acute shortage oftrained personnel to work in the blood banks. Also,
due to the non-availability of specialized training programmes, the required skilled
manpower is not available. The Governiment has identified 10 regional training
centres for conducting short term training courses for in-service training personnel;

Existing blood banks in medical colleges need to be upgraded. They can act as_'.

Departments of Transfusion Medicine. These departments can then provide
training to train personnel in transfusion medicine, o

The Supreme Court Judgement on Blood Transfusion Services

The Supreme Court of India directed the Union of India and the State

Governments to take a number of steps towards revamping the entire Blood

Transfusion Services addressing the various ¢ritical areas. Some ofthe major
directives of the Supreme Court are:
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HIViAIDS Prevention
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° To establish forthwith a National Council of Blood Transfusion at the
Central, State and Union Territory level, as a sociely registered under
societies Act-1860 with funds provided by the Central as well as
respective State and UT Governments and also to empoWer the councﬂs
to raise funds from outside sources.

. To licenseall biood banks.
. To stop the profesmonal blood donating system.

. To secure a.grant of 100 per cent exemption from Income Tax to the
donations either made to National or State Blood Donation Councils.
o Toconsider theadvisability of enacting a separate legislation for regulating
the collection, processing, storage, distribution and operation of blood
" banks in the country, -

. As afollow-up to the directives of the Supreme Court, the Government of India

has taken the following initiatives:
(a)  National Blood Transfusion Council and State Blood Transfusion Councils
have been formed and have started fanctioning.
() Licenses have been issued to 1233 Blood Banks and no unlicensed blood
banks are permitted to provide blood transtusion services. L
“(c) Professional blood donations have been completely banned with €%~
from Janvary 1, 1998. L
(d) Permissionhdsbeeng g,ranted to provide 100 per cent exemption of Income
" Tax for the donation either to National or State Blood Transfusion
- Councils. ,
(e}  Suitable revisions in the Drugs and Cosmetic Rules are under the process '

More details are available in Block 1T of the Basic Course on I-HV where we
discuss transmission of HIV through-blood.

lnf'orma-tion, Education, Communication and
Social Mobilisation (1IEC) ' h

" The Human Immutodeficiency Virus (HIV) spreads through unprotected sex with

multiple partners, transfusions of unscreened blood, contaminated needles/
Syringes and from an infected woman to her child during pregnancy, childbirth or
breastfeeding. Once the HIV infectionis establistied, individuals are infected for
life and will probably succumb to sericus opportunistic infections caused by the
‘weakening of their immune system. HIV transmission is the result of certain
human activities, which allow the virus to pass from person to person.

‘ -Witl.’n the help of Information, Education and Communication ( IEC). peoplecan be
motivated to adopt and maintain healthy practices and life styles, This will protect

 them from acquiring infections and ill health. IEC isuseful in educatmg the public

" by reinoving misconceptions and i Jgnorance

NACO has given top priority to the IEC campaign. These programmes have
been integrated in various components of the AIDS control such as STD services,
condom pronrammmg and blood safety etc,

I[LC Strategy

~ In 1994, a comprehensive IEC strategy was prepared and operationalized both at -

the State/UT and National Levels.” The IEC department of NACO prowdeb
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basic information pertaining to HIV/AIDS, prepares policy decisions and broad
guidelines on IEC strategies. Italso develops publicity materials and disributes it
to the States, NGOs, media and to all concerned agencies/individuals.

_ The objectives of the IEC Strategy in NACP are
; (© . To raise awareness, improve knowledge and understanding among the
' general population about AIDS infection and STD, routes of transmission
-and method of prevention, «
(i To promote desirable pract™. s such as avoiding multipartner sex, condom
use, sterilization of needles/syringes and voluntary donation of bload..

(m) To mabilize il sectors of society to integrate messages and programmes on

- AIDSintotheir existing activities.
(V) Totrain health workers in AIDS communication and coping strategies,

(v)  To create a supportive environment for the care antd rehabilitation of - ,
persons.with HIV/AIDS.

- Components of the [EC Strhtegies _
The IEC strategic plan has the following components:

(1) Use of Mass Media

Multimedia Awareness Campaign E

‘A massive media campaign was launched by NACO in 1996 through well-

- designed materials. Posters, pamphlets, booklets, newspaper advertisements,
film clippings, TV spots, Radio spots, wall paintings and cinema slides were
prepared in English, Hindi and 11 other regional languages.

Electronic Media )
Regular TV spots and messages onradio arebeing te!ecastfbrdadcast'alonglwith
press advertisements since 1994, The Song and Drama Division of Government
of India has been involved in the AIDS awareness campaign, The Directorate of
Field Publicity has participated in the campaign. All its 260 units Icated
countrywide have conducted several progran:mes such as semiriars, debate/essay
and quiz competitions and film shows 'for'AIDS awareness. The Press
Information Bureau of the Government of India has ‘organized, a fiumber of

- programmes to sensitize the regjonal press on the issue of HIV/AIDS, - -

Private Radio Channel . C | .

The Times FM channel was involved by the NACQ sirité 1994, Ini their -

programme, information on AIDS was interspersed: with popular songs. An

interactive component was added by answering the queries of the listeners by the
“experts. The programme was braadcast in Hindi and two regional [anguages.

National AIDS Telephone Helpline- ‘ . .
Atoll free National AIDS Telephene Helpline has been set up to provide access

to information and counselling on HIV/AIDS ;eiéted issues. ‘This service
maintains the confidentiatity of the callers and helps in clearing doubts freely. This

helpline has been successfly operating in Delhi, Chandigarh and Hyderabad and

will soon start jts services in most of the State Capitals, - -

Print Media -

The IEC department in NACO has prepared several packéges of materials aimed
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at various groups. Outreach workers, health workers and peer educators
working in Government as well as Non-Governmental Organizations use these
packages.

Nehru Yuvak Kendras

700 Centres of Nehru Yuvak Kendras has been financially supported for
spreading messages about family life edncation, responsible attitude to sex and

sex options among the rural youth.. Special workshops have been held with the

NYXKs working in the North-East to integrate HIV/ATDS/STDs components in
their existing programmes. A Countrywide Perspective Plan for Non-student
Youth has been prepared and accepted , in which HIV/AIDS related issues have
b-en incorporated.

( I‘lt Reach Projects -

T = Department of Youth Affairs has organised anumber of multimedia
w rkshops and cultural programmes by using rural art forms like puppetry, magic,

'Qawali, Nautanki folkdance and music etc., to diseminate information on HIV/

AIDS in the rural areas of country, through outreach activities of National
Services Scheme (NSS) and University Talk AIDS programmes. Over 70 artists
participated in these cultural programmes.

University Talk AIDS

For quite along time it has been debated over whether sex education should be
imparted to students. However, with the problem of drug abuse, teen age sex,
teenage pregnancies and the likely spread of HIV infection it was thought to be
necessary to introduce education for the students youth on prevention behaviour:
and related health care needs. The Department of Youth Affairs took a leadmg
role and implemented a pioneering programme entitled “University Talk AIDS”.

. This programme was launched in 1991 and implemented by the NSS with the

financial assistance of WHO and technical assistance from NACO. The
programme was aimed at reaching all the Uriversity and 10+2 level higher
secondary schools. Along with a Training Manual in English [anguage (translated
into various regional [anguages), several [EC materials were produced for
disseminating information to students. .

Industry and Corporate Groups

Several meetings and workshops have been organised with a number of
prominent corporate associations such as Federation of Indian Chamber of
Commerce and Industry (FICCL), the Confederation of Indian Industries (CII)

- and the Bengal Chamber of Commerce. NACO and WHO has supported CII in

developing an advocacy and option package for work place AIDS education. .

Inter-ministerial support

HIV/AIDS cannot be fought independently. Ifunchecked it can achieve an
epidemic proportion within a short span of time. The NACO cannot counter this
disease alone. Close collaboration and effective co-ordination among Central and
State govemments, various government departments, educational institutions,
local bodies and partnerships with NGOs are therefore needed for preventing and
controlling FITV/AIDS inIndia. A multi-sectoral committee has been constituted.

| N i e
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It has representation from various ministries and departments that may have any
links with NACO and its programmes.

National

Minis f
ry © Coundl of

Human
\ Reson e Educational
Develop rert Research and

“Training

Ministry of
Information
and
Broadcasting

INTERSECTORAL NETWORKING

Non-Governmental Organisation Collabor'ltlon

The NGOs are playing a very important rolein the development process of the
country. They occupy a unique place as they have a direct involvement with the
community. Some of the NGOs have developed expertise and have the necessary
infrastructure to carry out such activities incleding health programmes. The
collaboration and participation of the NGOs and Private Voluntary Organizations
(PVOs) are welconied by the NACO.

Targetted Interventions

All over the world, it has been commonly found that there are some particular
groups of people, who can be easily identified as practicing certain behaviour
which can be termed as risky in the context of HIV/AIDS epidemic. These
groups, because of their behavioural attributes, are more prone not only to
- contracting the infection more quickly but also to transmiting and spreading the
disease in a very short period. However, thisisnot to deny that others are less
risky or cannot spread the disease. In fact the disease has been found to be
spreading to the general population as wéll,

One ofthe ways of controlling the disease from further spreading is thought to be
to carry out direct intervention programmes among these groups through multi

- pronged strategies, beginning from awareness generation and counselling to
providing health care support, treatment for STDs and care and support services
for those already infected. Because of these reasons, NACO is encouraging
targetted intervention programmes with the help of many a well intended NGO.

HiV/AIDS
Prevention
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" Thebasic purpose of the Targetted Intervention programmes is to reduce the rate

of transmission among the high risk behaviour practicing population. In order to

_ plan for implementation of this programme NACO envolved the following

objective:

Objective . . :
The objective oftargetted intervention s to reduce HIV transmission among

“population groups at higher risk of HIV infection; by bringing change in behaviour
through health promotion and education, and the provision of appropnate facilities

and services :

Need for Integrated . Targetted Intervention ‘

“Inorderto cover individuals practicing high risk behaviour and to promote

behaviour change, itis neckssary to provide IEC, Condom promotion, STD
treatment and counselling services in an integrated manner through reach out
approach totarget groups. Any one element will not have as much impact as an

. integrated approach. An'integrated approachto reaching truck drivers or
. commercial sex workers, for example, would necessitate availability of condoms,
. health education, STD services and counselling in non -stigimatized setting, multi

sectoral collaborationinvolving Government, NGOs, research institutions and

private organsations for the success of such an approach.

-Care and Suppoﬁ

HIV/AIDS is not merely a condition ofill-health, but a situation of great
economi, social and psychological upheaval for indigidu_als, families and
communities. From the health care point of view, 'the existing services are not
only inadequate but also very often inappropriate to provide care'and support to

 those who are already affected. The health care services, therefSre need to be

complefely reoriented. Health care workers must develop special skills for
taking care of those fiving with HIV/AIDS, Not only the health care workers but
the families and fhg: communities are to be mobilised and trained to help the
affected and their familjes as well as ‘support the orphans of AIDS victims. In
order to rednce the impact of HTV/AIDS and build a system of providing care
NACO has prepared a plan of action with the following objectives: ’

Objectives -

s To provide appropriate counselling services where needed, to reduce the

social and psychological impact of the AIDS epidemic and for prevention
.of the spread of HIV infection.

® " Toensure that health care workers are adequately trained to provide good
quality care to patients with HIV.and AIDS, and such care is not
jeo pardized by misconceptions and undue fear, '

. To ensure support for community based care programmes and easy access

-to good quality services for those in need of such services.

® To enisure that all AIDS patients receive proper care/treatment inside and
~outside the clinical setting with respect for their ri ghts and dignity.

For the accomplishment of the above objectives, NACO has planned for
coordinated effort by the Government, the private sector and the NGOS.

=
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' Cheelk Your Pro;,n.“ 1 S
1. What are the thrust areas for the blood safety programme"

.........................................................................................................

1.4 INITIATIVES BY THE UNITED NATIONS

Different agencies of the United Nations have been actively collaborating with the
‘Government of India on different aspects of HTV/AIDS prevention and control in
India. Let us discuss UNAIDS, one of the most important agencies responsible

- for coordinating the work of various U.N. bodies for the prevention and control
of HIV/AIDS in the world.

UNAIDS |

To address the challenges posed by the HIV epidemic, the United Nations took
the first step by drawing six organisations together in ajoint co-ponsored
programme-the Jomnt United Nations Programme on HIV/AIDS (UNAIDS).
UNAIDS js the leading : advocate for worldwide action against HIWAIDS The
global mission of UNAIDS is to: ' : _

a Prevent the spread ofHIV _

@) Provnde care and support for those infected and affected by the disease.
(3) . Reduce thevulnerablhty of mdmdua]s and commurutles to HIV/AIDS.
4 Allewate the socio-economic and human 1rnpact ofthe epidemic.

The goal of UNAIDS is to catalyse, strengthen and orchestrate the unique.
expertise, resources and networks of influence that each of these organizations
offer. These co-sponsors work together with UNAIDS to outreach through -

~ strategic alliances with other. United Nation agencies, national governments,
corporation, media, religious organizations, community based groups, regional
and country networks of people living with HIV/AIDS and other non
govermnental organizations.

The UNAIDS Co- -Sponsurs

Working singly, jointly and with the UNAIDS Secretanat the seven cosponsormg
organizations of UNAIDS offer countries a broad range of experience, effort and
resources of relevanceto fight against the epidemic. The seven co-sponsoring
organizations are UNICEF, UNDP, UNFPA, UNDCP, UNESCO, WHO and

World Bank. A brief discussion about the work performed by each UN agency -

inthe arca of MYV NS s given below.

The Usitcd Nations Children’s Fund (UNICEF)

UNICEF mobilizes the moral and matenial support of governments, orgam* 1008
and individuals worldwide in a partnership committed to giving children a first call

HTV/AIDS
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' JHIV/AF. Prevention on somely sresources in both good times and bad. A decentrallzed operational -
and Control : = . agency, UNICEF works with governments.and NGOs to improve the lives of
Socio-Ethical Tssues

. children, youth and women. The epidemic is having a significant impact on
adolescents. Itis both aperiod ofincreased risk and a window of opportunity to
develop the skills, attitudes and behaviour needed to prevent HIV infection in
adulthood. UNICEF’s priority programme areas in HIV/AIDS include youth
health, school AIDS education, communications, assistance to children and -
families affected by AIDS, and the prevention of mother-to-child HIV
transmission.

The United Nations Development Programme (UNDP) :
UNDP supports countries in strengthening and expanding their capacity to E
raspond to the development implications of the HIV/AIDS epidemic. UNDP i
emphasizes support to initiatives which catalyse community and national
mabilization; create a supportive ethical, legal and human rights framework; are
gender sensitive; empower people to take charge of their own well being, drawing
on local resources and building on local knowledge and values; and fosteringan
enabling political, economic and social environment. UNDP is responsible for

' assisting the Secretary- General in strengthening the Resident Coordinator system
through which the UN Theme Groups on HIV/AIDS operate.

B T
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United Nations Population Fund (UNFPA)

The mandate of UNFPA is to build the knowledge and capacity to respond to
- needs in population and family planning. Reproductive health is a major focus of

UNFPA support and includes family planning and sexual health, of which HIV
prevention is an integral component. In its reproductive health activities, UNFPA

- gives special attention to adolescent, to information, education and: -
communicafion; and to the training of servi-e providers. Among other things,
UNFPA brings to UNAIDS a network of country-level offices which support
national reproductive health programmes, its expertisein reproductive heaith

. promotion and service delivery, with a special focus on the needs of women, and
its experience in logistics management of contraceptives, including condoms.

United Nations Drug Control Programme (UNDCP)

UNDCP which became an UNAIDS co-sponsor in Apiil 1999, is responsible
for conrdinating and providing effective leadrship for all United Nations drug :
conirol activities. Because HIV spreads through dirug use, both * 1a shared :
injection equipment and as a result of the disinhibiting effects of ¢ rugs (a1 sexunl
behaviour, international drug control is a vital tool for HI'V preve ition. Inthis

~ context UNDCP is active in supporting HIV/AIDS prevention p agrammes and
including preventioninits own programmes to reduce the demar d for illicit drugs.
Youth and high-risk groups are of particular concern.

e e e e ot e

United Nations Educatlonal Scientific and Cultur‘ll Organisation
(UNESCO) '

UNESCO is to foster international cooperatlon in intellectual activities d351gned to |
promote human rights, to help establish ajust and lasting peace, and to further the
general welfare of mankir-.. [Thus, the ethical imperative is central to UNESCO's
mandate. Inits fields of colipetence-education, science, cuitureand |

* communication-UNESCO can bring the vast network ofinstitutions with which i it :
collaborates into the fight against AIDS. \ !




Word Health Organisation (W HO)

NHO'is the directing and coordinating authority on international health work. In
1986, WHO established the Special Programme on AIDS, later renamed the

jlobal Programmes on AIDS, which was dismantled in 1996 with the creation of _

JNAIDS. Through WHO'’s new initiative on HIV/AIDS and Sexually
lransmitted Infections (ST1s), the Organization contributes by providing countries
vith expertise in areas relevant to the health séctor. These areas include:
trengthening HIV and STD prevention (particularly for those vulnerable and/or at
ncreased risk); ensuring safe blood supplies; surveitiance of HIV, AIDS and .
’TDs; developing health policies and standards; planning of integrated services:
aring for people with STls, HIV or AIDS; and evaluating STVHIV policies and
rogrammes. . B

¥orld Bank

*he mandate of the World Bank is to alieviate poverty and improve the quality of
fe. HIV/AIDS entails an enormous loss of hruman and economic resources and
oses a substantial threat to the economic and social growth of many nationsin
1edeveloping world. Between 1986 and early 1999, the Bank disbursed over
153750 million for more than 75 HIV/AIDS projects worldwide, Most of 1nese
:sources were provided on highly concessional terms through the International
levelopment Association. Inits policy dialogue with borrowing countries, the
ank stresses that the epidemic is a development prionity and highlights the need
or top-level political commitment, systematic health sector reforms, human rights
rotection, and-a range of multi-sectoral reforms to help reduce the factors
ontributing to HIV spread. Whenever possible, other co-sponsors or members

Fthe UNAIDS Secretariat provide technical assistance to Bank-assisted
tivities,

beck Your Progress 1NN -
- List the goal mission of UNAIDS.

5 COLLABORATION WITH BILATERAL DONOR
AGENCIES | ‘

t us now discuss some of the major contributions made by the other bilateral
encies in India for the prevention and control of HIV/AIDS,

5 Agency for International Development (USAID).

'AID has provided 10 million US Dollars for implementing NGO based HIV/
DS prevention and control activities in TamilNadu. This project commenced in
oruary, 1995, The initial support is for a period of séven years. ‘The
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‘programine in the red light-areas of Calcutta, This is being coordinated l,y All - ,
India Institute of Hygiene and Public Health, Calcutta: A contribution of US H

"Programme, conducted by Christian Medical Association 0Flnd|a in collaboratio {

- . European Community (EC)

"For STD prevention activities by NGOs ina number of states; the European

In this lesson you have learnt about lhe g,rowmg concern, towards HIV/AIDS in |
"the Indlan subcontinent. The Government of India launched the National AIDS -

_Various initiatives have been taken by the bilateral agencies like UNESCO,

actwmes funded by this project-mainly focus on deveiopmem of |ES systems and -
condom promotion.

Norwegnn Agency for Development(NORA D)

In addition to extensive support to NGO activities throughout the country,
NORAD has contributed financial support fer HIV/AIDS intervention

500,000 Dollars was also provided for conducting National Physicians Training
with NACO and WHO. -

Department for International Development (DFID)

The DFID is providing financial support of 1.5 million pound sterling for the

“Sexual Health Project” in West-Bengal for a period of three years. The focal
objective of this programméis to implement STD/HIV prevention and control
pro_i,rammes and develop IEC techniques.

Eriier D SR

DFID is also supportmg a national IEC/STD project as wellas Truck Drivers
Intervention Project. Theinstitution-also provides support for the Pilot Pro;ect
sexual health in Gujarat, Kerala; Orrisaand Andhra Pradesh :

K

Community has earmarked 500,000 ECU, which Wl]l be channeled throuoh a
Nodal agency viz. Voluntary Health Association of India.

1.6 LETUSSUMUP

Control Programme in 1992 and the objectwes of the program were to establist
a complehenswe multi- sectoral programme for the prevention and control of '
HIV;AIDS inIndia, to prevent transmission, to decrease moblllty and mottality
associated with HIV infection and to minimize the socio-economic impact-
resulting from HIV infection. The main comiponents of the National ATDS
Control Programme are STD Control Programme, Condom Programme, and -
Blood Safety Programme. The Information, Education, Communication and
Social Mobilisation is a comprehensive strategy to fight HIV/AIDS problem in
India. The various components of the IEC strategies include use of mass media. |
which contains the various branches like électronic media, Radio, Printetc. In
this umt we also discussed abouttargetted interventions and care and support
components of NACP.

UNAIDS, UNDP, UNFPA, UNDCP and WHO. Otherthan these agencies .
collaboration with the various bilateral donar agencies like USAID, NORAD
DFID and EC have also been worked out,




Check Your Progress lV HIV/AIDS

I List four names of bilateral donor arrer‘mles operatmj, in Indlafor I-IIV/ . Prevention
AIDS k. : and Control:
wo Government
- Inmitiatives
s

1.7 KEY WORDS

NACO : N'ltlonalAIDS Control Orgamzatmn

IEC . . o Infommtlon Ec¢ catlonand Comnrunication
. Blood Count "+ The number of -:d and white blood cells in the bloodstream
Risk groups : A rroup of indi-"duals sharing a common behaviour or

characteristic pia- Aing them at a risk for HIV infection thatis
, higher than that | “ the gencral population.

L

1.8 MODELANSWEI s = .

Chu:k You Progress T

1 What are the main functions of NACO" ' L
The main functions of NACQO are:-

I Toexpedite sanction, approve procurement and to undertake and award
contracts to private agencies. :

ii, The board allocates finds between programme components

ii.  Forms the programine managerial tears and appointment of senior

-programime staff.
V. The board exercisés all administrative and ﬁnancml pOWers.
Check Your Pro"ress 1

1. What are the thrust areas for blood safety programme?

The th;'t_lst areas forblood saf'ety programmes are as follows:

() -Establishment of HIV Testing Facilities

To screen the blood, 154 zonal blood-testing centres have been established to
provide linkages with other blood banks affiliated to public, private and voluntary
sector. These zonal centres receive the blood sample and after testing, report the
results to thc blood banks the same day

(ii)_ . Sup'port for Te'sting for other Blood Transmissible disease

"NACO is providing assistance to the centres for the purchase of necessary .
equipments and kits for screening of the blood. Testing of every unit of blood is
mandatory for detecting infections for various diseases.

21
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HIV/AIDS Prevention (iiiy Moderaization 1t Blood Banks : Lo

and Contral : : ) . S
Socio-Ethical Issues Several steps have been initiated to ensure safe slood by modemization and-

strengthening of all licensed blood banks,. NACO provides financial support for
blood bank equipment, contingency and purchase of consumables, chemicals and
reagents.

‘ During the 7% and 8* plan, 815 blood banks have been modernized and it is
proposed to modernize all the existing public sector blood banks and support at
least one licensed blood bank in each district of every state.

(iv) Appropriate Clinical Use of Blood

For the purpose of redﬂci\ng the wasteful use of blood, NACO has set up 40
.cormponent separatienunits all over the country. The doctorsand technicians
working in these labs have been duly trained. A national guideline for appropriate |
1s¢ of blood has been widely circulated. One Plasma Fraction Centre has been
setup at KEM Hospital, Mumbai and additional units are proposed to be set up
-1t Delhi, Chennai and Calcutta. ,

I

V)% Training and Personal Development

Tﬁgre is an acute shortage of trained personnel to work in the blood banks. Alsy
due to the non-availability of specialized training programme, the required skilled
manpower is not available. The Government has identified 10 regional training

ce'rﬁ'gs for conducting short term training courses for in-service training personnel

Check Your Progress I ' -
1 Listthe goal mission of UNAIDS, -
, The global mission of UNAIDS isto:
i Preventthe spread of HIV, _
1. Provide care and support for those infected and affected by the disease.
iii. ~ Reduce the vulnerability of individuals and communities fo HIV/AIDS.
v, Al'eviate the socio-economic and human impact of the epidemic.

e | Sl s i e § P ratey Faeb L DR

" The goal of UNAIDS is to catalyse, strengthen and orchestrate the unigile
expertise, resources and networks of influencé that each of these organizations
offer. These co-sponsors work together with UNAIDS to outreach through
strategic alliances with other United Nation agencies, national governments,
corporations, media, religious organizations, community based groups, regional
and country networks of people living with HIV/AIDS and other non '

governmental organizations. -

- _ ~
" Check Your Progress IV

I List four names of bilateral donor'agencies operating in India for HIV/
~ AIDS work. )

). USAID

i}  NORAD’

i)  DFID

iv) EC
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UNIT 2 HIV/AIDS PREVENTION AND
CONTROL : PERSONAL ASPECT
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-2.0° . AIMS AND OBJECTIVES

The aim of this unit is to help you to understand the importance'of HIV/AIDS -

- prevention as far as individuals from every walk of life are concerned. The lesson

will alsa focus on the three modes of transmission and the steps to be taken for
prevention at the personal leveli.c. by the individual. Aﬂer rcading this lesson

- youwill be able to:

1. State the need for prevention;

2 State the various modes of transmission and the precautions required to

be taken for prevention,

3 Describe how modification of the individual’s behaviour can prevent the -
spread of HIV/AIDS; and

4- Understand the universal precautions for preventing of HIV/AIDS.

2.1 INTRODUCTION

In the previous block you read about the various modes/routes of transmission of
HIV in detail. Understanding the process of passing on of HIV from one person
to another will enable a personto protect himselffherself from this killer disease.
This self knowledge will also help us ir planning and implementing programmes '
for the prevention and control of HIV/AIDS among individuals, groups and
communmnities. :

The most effective HIV/AIDS prevention programme is the one that involves the
behaviour modification of a person. Education for preventionis the only strategy
that can reduce the AIDS epidemic. During the year 1998, almost six million
people all over the world became infected with HIV, including over half a million
children, By the end of year 2000, over 35 million people worldwide were
probably living with HIV.

- - -
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2.2 'NEED AND IMPORTANCE OF PREVENTION  preis
' . and Contro] §
There is an age old saying, “prevention is better than cure”. There has always Personal Aspect

been this understanding that if the routes of transmission are known it should be
checked or preliminary precautions should be taken so that there is no further
spread. HIV/AIDS is a disease, which spread and took the shape of a calamity
because of the undesirable behaviour of the humans. As the cause of the spread
and its precautionary measures are known this disease can be checked from -

- spreading further. '

There isno known cure for HIV/AIDS as yet. Therefore, once infected, sooner
or later, the person will die of HIV/AIDS defining illness. At present, we have no
vaccine which can prevent us from getting infected. Doctors and medical scientists

: all over the world have tried to studythe disease. They continue to do research

i to discover drugs (medicines) that can curethe AIDS disease. They are also
trying to develop a vaccine, which can prevent people from getting infected. But

" all these efforts have not produced any satisfactory result.

The HIV/AIDS disease has been in existence for almost two decades. Perhaps
1o other virus has undergone so much research as the HIV virus. Yet we have
not achieved any breakthrough. Therefore the only solution available for the
‘prevention and control of this disease is proper awareness. This awareness -
should reach everyone all across the country. There is a need to consciously
develop a well designed HIV/AIDS education programme. Such a programme
willairh at providing accurate and complete information on various aspects
surrounding the ATDS disease. It will also aim at removing myths, misinformation
and misconceptions about HIV/AIDS. :

Education for Prevention .

_ Prevention of further HIV infection is the only tool that is available withusto -
control this pandemic. Everyone hasa right to_-infonna‘tion. Proper Education
" - about HTV/AIDS will help people protect themselves and others from infection by
HIV. Education is the only medicine available in the world to contain theHIV |
_ epidémic. All preventive education programmes should offer much more than just
- information. While sharing information, they should also include the exploration of
values and aim at development and practice of skills. ‘

To educate people about HIV/AIDS/STDs, it is first necessary to overcorme
denial. Almost every country in the world, which has been faced with the problem
of HIV infection, has first reactcd by denial-of the facts. This is true of many

. States evenin India. Infact, there is an attempt by some people to hide the
extent of the problem. Until we acknowledge the existence of the problem,
changing risk behaviour of potential target groups will not be possible.

The Need of ¢the Hour

What we require today is to contain the further spread of HIV/AIDS/STDs, We
 also need-to take care ofthose who are ill with HIV infection. Rehabilitation of
i thevictims of HIV faced with social isolation is of utmost importance. Therefore, -
let us briefly discuss some of the preventive measures keeping in mind the routes
. of HIV transimission and the potential target groups described in previous units,

)
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2.3 PREVENTION OF SEXUAL TRANSMISSION

Prostitutes and the female population as a2 whole should not be seenas a

- commodity available for sexual pleasure. Our tradition, our culture, our social

norms, our religions, our philosophy and our value system do not propagate
misuse or abuse of human beings. Every human being is created with a purpose
and order. And let us also remember that through the birth of every child, God is
tefling us that “He is not fed up of human beings.” Without a woman, aman is
incomplete. Stmilarly, without a man, a woman is incomplete. The religious
scriptures clearly state from the beginning of creation, “God made them male and
fémale. For this reason, a man shall leave his father and mother and be joined to

his wife, and the two shall become one flesh. So they are no longer two, but oné

flesh. Therefore what God has joined together, let no one separate.” If we remain
faithful to our spouse and avoid sex outside marriage, transmlssmn of IV
through heterosexual activities can be prevented.

Same Sex Activities

It is a fact that some people are also involved in same sex relationships. Itis
known that the sexual activities carried out by people involved in same sex
relationships afe high-risk activities. Apart from oral and anal sex, people are
also involved in sex with animals. These are all unhygienic activities. They also
downgrade the dignity of human beings. Itis certainly not healthy for a socuety to
promote such activities.

It is true that there are vices in every society. For example kleptomania is an
undesirable activity. Itis a crime before society. At the same time, we also know
-that it is a psychological sickness. Therefore, instead of condemnation, we have
to approach the problem with understanding. Similarly, due to one or another’
reason, a person may be motivated or attracted towards the same sex: The family
background and social environment in which one has grown up can certainly .
influence a person to develop such inclinations. Such persons need understanding
and help from every quarter - family, friends, society, teligion, as well as
emotional and psychological support. Instead, it can be disastrous to encourage a
person to develop and maintain.unhealthy practlces which have already become
threats to our society.

HIV and Eunuchs -

Our society is known for sheltering and promoting the third sex~the eunuchs.
Very little research has been conducted on this group in India. But they are'a
large population consisting of over a million eunuchs, However, available

-information shows that very few - not even one per cent eunuchs are bomn

-eunuchs in the country. Thereare exceptions. People do come into the world as
blind, deaf, dumb, mentally retarded etc. Similarly, a very small percentage s also
born without proper organs.

Somehow, our culture permitted the eunuchs to have their own organised life.
This has prompted them to make additions to their population. When born
eunuchs are very limited, the best source is to catch and castrate young boys and
young men. Thousands of such castrations.take place every year in India. Since
many of these castrations are done outside medical environment, mést of the
castrated males die of infection. One estimate shows that about 75 per cent of
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the castrated persons die ofinfection. . - ‘ HIV/AIDS
: . . . Prevention
- und Control ;

The eunﬁchs are held in high regard by some sections of our sdciety. Itisa Personal Aspect

known fact that eunuchs provide sexual satisfaction to those who have normal sex -
organs. They are reported.to be providing anal and oral sex to their customers.
They also keep in captivity young girls, in brothels run by them. Therefore, itisa
" matter of great concern in India to consider the possibility of HIV transmission
through'the activities of eunuchs, -

. Parents and teachers must caution their children and students about the dangers
involved.in interacting with eunuchs and strangers. -

Sperm Donation and HIV

. Sperm donation and artificial insemination are practices that are the product of
" modern science and technology. With the advent of HIV,one should be extremely
" careful while seeking medical intérvention for such practices, :

Pre-marital Sex

Sexual activities among adolescents, street children, drug addicts, prisoners and
persons in armed forces have no formal sanction of our Indian society, Our
' society permits sex only within marriage.

Studies in India indicate that about 16 to 20 per cent a&olescentsengage in pre-
- marital sexual activities. This shows the extent of risk behaviour existing among
the young people, It includes a sizeable population of children living in the streets.

Prisoners and HIV

Prisoners have a highi prevalence of HIV infection and ATDS. HIV infection
_rates among this group aredifficult to determine accurately dueto varions
reasons. Intravenous drug use and homosexuality are the predominant risk
“behaviours commonly found in prisons. According to the Indian Penal Code
- sodomy is prohibited in the country. Using this clause as a shield, even distribution
of condom among prisoners is not permitted. A country like Israel permi.s the
spouse of the prisoners to visit him/her once a week so that they are able to.
continue the monogamous relationship and avoid same sex relationship. But in
India we have to evolve a siiitable strategy to create awareness among polivy
makers keeping inmind ur socio-cultural and refigious values.
Behaviour Modification’
The safest and surest way to avoid HIV is to mend one’s behaviour in terms of
sexual activities. It is unfortunate.that whatever is being supplied in terms of
information dissemination in our country advocates only one message-use
condoms to have sexual intercourse. Where are our traditional, cultural, social
and religious values which always gave us one and only one message: “No sex
‘before marriage ~have sex after marriage; that too only with one’s own spouse”.-
I[Fweare faithful to ourselves, then we don’t need a condom to protect ourselves .
against HIV/AIDS/STDs. If we remain faithful to our spouse, there is no question”
of getting infected with HIV. The old saying.... “History repeatsitself” seéms to
be proving true in this regard. It is man who thought and developed social and
behavioural normsin the society interms of family life, marriage, and sexual
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- restriction. The advancement of science and technology and propagation of the

“freedom theory’ have overpowered the societal norms giving way to vulgarity.
Now man has once again been shown his place and his fimitations by the AIDS -
pandemic.

Studies across the globe show that over 75 per cent of HIV transmission takes -

place through sexual activities. Certainly these sexual relations occur outside
marriage. Therefore, itis high time that everyone involving orintending to
involve in sex outside mamage needs to modify his/her behaviour to avoid getting
infected with HIV, "Whatever be the occasion, one should avoid sex outside
marriage if one wants to avoid risking one’s own life A worrien is somebody’s
mother, sister, daughter or wife. Similarly a manis somebody’s father, husband,
brother or son. Let this thought remind people every tlme they want to be

. -Involved in sex with a person outside marmiage.

Condom Use

The present policy to promote condom use in India, asifiit is the only method to
prevent HIV/AIDS has met with stiff resistance. This was anidea borrowed from

foreign countries where sexual freedom is an accepted norm of the society."It has

proved wrong in the Indian context -a society which has not accepted the theory
of ‘freedom of sex’ outside marriage. Asaresult, all efforts to bring about
awareness and proposals for AIDS and sex education have met with strong
opposition. Infact most parents and teachers disagree with the very idea. One
of the possible reasons is that the policy makers almost ignored the feelings of the
people. '

Studies across the world indicate that infection with HIV among people who use
the condom while involving in sex outside marriage israther limited. HIV

. transmission, despite condom use, is rarely attributable to a failure of the condom
- itselfand is more often attributable to their incorrect use. Three principal types of

condom failure occur: breakage, leakage and i improper use. Each of these types
of failures can be minimized by the following techniques.

" Use a new condom for each act of intercourse

o Use latex condoms only

. Use only fresh condoms.

. Use a lubricant or pre-lubricated condoms.

e  Apropercondom qhould have atip, bubble or nipple at the end to

collect semen.

. A condom should be worn as instructed on the product. It should not be
unrolled until placed-on the head of the penis. -

. Condoms that feel gritty or gummy should not be used. This 1nd1cates that
the latex may have deteriorated. .

. The condom should be held at the base of the penis 1mmed1ately after

ejaculation to prevent the condom from slipping while w1thdraw1ng the
penis. _ f _
] The spermicide nonoxynol-9 should not be used alope for HW protectiori

When used with a condom, it may increase the protection aﬂ'orded by the
condom, Nonoxynol-91is an mgredlent foundin many spermJCIdal
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contraceptive agents. [t acts as a contraceptive by disrupting spermatozoa

via its détergent characteristics. The observation that this commonly used
spermicide also inhibited the growth of HIV inlaboratory settings led to
frequent recommendations advocatingits use as ameans of reducing the
likelihood of transmitting HIV during sexual intercourse. \

Forthose involved in prostitution, same sex relationship, and those who want to
risk their lives by indulging in sex outside marriage, condoms may be useful to
some extent as recommended by experts on the subject.

" HIV Preventior_l Through Sexual Activities ‘

The best ways to prevent the spread of HIV throu gh_-sexuai activities are:

L

. Practice abstinence before marriage

e Have sex only with your uninfected and faithful spouse.

o . .Educate yourselfand your family members about HIV/AIDS; how it is
spread and how to avoid it. .

- ‘Do notinvolve in sexual activities with homosexuals, strangers, prostitutes
etc. ' '

e Educate yourselfabout moral values and the teachings of your religion.

. Seek guidance from your parents, teachers and eldersin your family.

® Experimenting sex with anyone outside the marriage even for once can
infect you with HIV.

. Do notblindly believe that the condom gives you full protectlon agamst
HIV/AIDS. Infactit has not shown 100 per cent safety against birth
control. We in India have very poor quality condoms which are very
unreliable. Do not trust a condom and put your life in danger.

Live in dignity. Have respect for the opposite sex. Nobody stops you from
mingling with the opposife sex or making friend. It is worth waiting till
- marriage to have sex. -
° Ifyou wish to have an uninfected virgin as your spouse, the same may be-
the desire by your spouse/would be spouse. Therefore, if you want
‘someone to wait for you, you should also walt for some ohe to share all
you have.
Life will be thrilling, meamngful and JO}"ﬁJl if you can take care of yourself
for some more time.
. Cheek Your Progress I
What are the best ways to prevent HIV through sexual activities?
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‘2.4 PREVENTION OF TRANSMISSION THROUGH

_equipment..

‘BLOOD AND BLOOD PRODUCTS

Needles And Surgical Instruments

Transmission of HIV from one person to another is possible through the use of
un-sterilized needles, syringes and other skin-piercing instruments like surgical

In proceduresinvolving surgical instruments, the instrument should be

) " ) T . R
properly sterlized. Ifit is possible to Gise disposable instruments like disposable
syringes and needies they should beused. The disposable instruments should be
properly discarded.

Therefore, you should be careful in getting an injection from ahospital or health
clinic. Carry a fresh disposable needle. That is the best way to avoid infection,
Or you must ask the nurse or doctor whether the needle is a fresh and sterile one
before they use it to inject you. One should ensure that a dentist takes adequate

precaution whep providing dental care and treatment to his/her clients.

HIV/AIDS is passed on to a person through blood transfusion with contaminated
biood. A person can afso get HIV through tissue and organ transplant. Anaemic
persons, people requiring surgery and thalassemia persons usually need blood
transfusions. All these are routes for HIV to cross gver to an uninfected person.

Therefoke, ensure that every unit of blood is screened for HIV before

transmfssion.

While visiting a barber for a shave, carry a fresh blade, or ask the barber to use a
fresh blade. While getting your own or your relative’s ears or nose pierced,
please ensure that a fresh and sterilized instrument is used. This is applicable for
tattooing as well. ' T

Hemophiliacs And HIV _ :
Hemophiliacs were found to be a principal group at the risk for HIV/AIDS. As

- discussed earlier this group is at a higher risk to encounter a blood-borne

pathogen because of the frequent blood transfissions and use of clotting factor, In
1989 the Medical and Scientific Advisory Council ofthe National Hemophilia

* Foundation (USA) released revised guidelines for therapy of hemophilia in order
-toreduce the transmission of HIV. The major recommendations were:

» Factor VIII products are heated for 10 hours at 60 degree C, orare

detergent-solvent treated, or are monoclonal antibody punfied, or are heated

in suspension in organic-media, or are dry heated at high temperatures.

® Viral-attenuated factor [X concentrate be treated with the methods described
above for patients with factor IX deficiency.

¢ Fresh frozen plasma, a blood product containing clotting proteins, be used in

* factor IX deficiency with mild to moderate factor deficiency.

o Desmc;pressin (DDAVP), a syhthetic hormone that improves clotting, should

be used when possible-with mild to moderate Hemophili:a type A.

® Persons with Von Willebrand’s Disease (a different form of factor V1il
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clotting disorder) should be treated with DDAVP or cryoprecipitate from
carefully tested donors. Patients with severe disease should receive processed
factor VI - :

¢ Bleeding episodes should continue to be treated with appropriate clotting
 factor.

Therefore, you must make sure before blood, tissue and any organis required to

be transfused or transplanted that the HIV status of the person donating the same

is verified. Blood supplied fromrany-blood bank including that of the Red Cross

- Society should be tested for HIV. Do not accept blood from a professional
~blood donor. Many professional blood donors in India are found to be infected
with HIY. /. :

Sperm Donation and HIV :

The practice of sperm donation and artificial irsemination'are high-risk activities.
It caninfect the recipient with HIV. 1tisalso an activity not permitted by most
religions. In India, many communities do not approve of this practice. Italso has
wider impligations for the child born through the unnatural way. Therefore, itis
always better to avoid such acts for healthy and peaceful living,

We should always remember one thing. God has a plan for each one, each -
couple and each family. 1tis better to abide by His decision rather than
challenging Him through human ways, Therefore letustrytolivealife accordmg
to God’s plan.

Injecting Drug Users .

HIV/AIDS virus can be passed on to an uninfected person frominjecting drug
abusers: Needle sharing is a common practice among drug addicts. We already
have thousands of HIV victims especially in the North-eastern states who have
been infected through sharing s needles.

Drug addicts also indulge'in a lot of sexual activities. Through thése sexual
activities, these addicts can easily pass on the virus to their partners - either
spouse or another person. Itcan also lead to the birth of an HIV infected baby.
All these are undesirable activities, which are not approved by our families,
religion and society. - Therefore, let us try to prevent these unhealthy practices for
the well beirig of all ofus. For those, who cannot manage, use of fresh needlels '
recommended They should avord needle sharing in anyway.

The efforts to reduce HIV tmnsmlssmn in drug users include implementing -
educational programs that explains the risks inherent inusing contaminated
equipment, replacing used syringes, legalizing syringe sales, providing antiseptics to
treat needles before their use, implementing methadone maintenance programs, and
providing primary drug treatment to wean the individual from his or her habit. No
single approach is uniformly effectiveand the relatlve values of each of these different
procedures are under evaluation.
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HIV/AIDS Prevention Check Your Progress IT . .
imd Control: | Whatarethe guidelines for therapy of Hemophilia in order to reduce
Socio-Ethical Tssucs o, 4 : .
.- transrission of HIV?

2.5 PREVENTION OF TRANSMISSION FROM
~ | MOTHER TO CHILD '

Transmission from motlier to child occurs thrc;ugh three wajws. These ways are ,
(a) during pregnancy (b) dunng the process of delivery and , (¢)through breast t
feeding ' : i

a) ‘It is a fact that HIV can pass from an infected mother to her child during |
pregnency, during child birth or shortly after birth through breast milk. ¢
Transmission from an infected mother to her unborm child is estimated to |
be about 75 per cent of all paediatri¢ AIDS cases. Among childrenbom {
to H1V positive mothers, about 25 to 30 per cent are found to become |
infected with HIV although all the children show antibodiesto HIV soon:
after birth. ' ‘ ‘

b) Mother to child transmission occurs most during the process of delivery. ;i
Many interventions like avoiding instrumental deliveries, early tying of theF
cord and early bathing of the child canprevent mother to child :
transmission. Caesanian sections definitely decrease the spread of the
infection during labour. '

¢) . Onemustalways goforavailable information on the risks associated witt
' breast-feeding and HIV transmission. About 14 per cent of children F
get infected through breast-feeding. It should be a well thought out and
joint decision by the parents to decide for artificial feeding that can :

replace breast-feeding for the child.

. Medical intervefition can prevent mather to child transmission to some extent. In:
1994 résearchers in France and the United States reported the results of a

collaborative study on mother-to-child transmission of HIV. The scientists found :
that when the antiretroviral drug zidovudine (AZT or ZD V) s given to HIV-
positive women orally five times daily from the 14% week of pregnar-y onwards;

" and intravenously duringlabour and administered to their infants for six weeks
after birth, the risk of transmission of HIV to the child is reduced by over two-
thirds. The ACTGO76 regimen is now offered routinely to HIV -positive women
the industrialized world. However the regimen is costly, long and complicated tc
administer. There are diffrent regimens using AZT, which are less complicated
.and there are new anti retroviral drugs that reduce the transmission even further.
Consult the local physician (specialist) on the regimen that is used in your area.
Other preventive measures include:
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. An HI'V positive mother should niot consider opting for motherhood. , ;IIWAIDS
’ revention
™ Ifat all an HI'V positive woman wants to conceive, she must seek _ andContiul

counselling. 1t is essential that she also seek the opinion of her rehg,lous Personal Aspect
leaders who can guide her towards an appropnate decision. '

. Ifa pregnant woman dlSCOVBl‘S that sheis HIV posmve she may not opt
for an abortion. She must seck medical opinion as well asthe opmmn of her .
religious leaders. However, she can and she must opt for a caesarian’
section. This will prevent the child from getting mfe.cted during chlldblrth

. An HI'V positive mother also should ot breast feed her baby. HIV can be
passed onto the child from breast milk. -

* Even though WHO recommends HIV positive womenin third world
‘ countries to breast-feed their babies, this recommendation should be -
followed by HIV positive mothers in India who are bélow poverty line to
who are unableto provide altemate healthy food to theirinfants. At least
50 per centof our people are above the poverty line. The HIV positive
mothers falling in this group may not breast feed their children and thus
. infect theirbabies.. = ,

We should be cautious about reading literature on HIV preventionimported from '
other countries. We should also be careful while reading s material copied from
western hterature There can be misleading messages. For example:

. We in India have very few single parents (particularly mothers). There are

' a few exceptions—these are mostly the sex workers: ,

. Women involved inlesbian activities hardly seek motherhood. Such a
phenomena can hardly be found in India. , :

. Similarly, HIV positive women in India hardly apt for m_otherhdod.l There

are no such documented cases so far.

As mentioned in the beginning of this unit, education about HIV/ATDS/STDs and
2 good understanding of their various aspects can go a long way to prevent and
control HIV. Thebest way to contain the virusis to be faithful to one’s religion,
spouseand family. Let us follow the ways of God and nature and let us not
become victims of HIV through our foolishness. :

Check You r Progress nl —
1. What are the prevention measures for mother-to-child transmnssxon of

2.6 UNIVERSAL PRECAUTIONS FOR
HIV PREVENTION

Until now we have studied the three direct methods through which there is a high

possibility of petting infected by the virus: Universal precautions consist of a set of
; 33
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28 - KEY WORDS

'Imrimnity : “The condition of a living organism, whereby it re51sts and

overcomes infection and disease.

Hemophilia. : Aninherited condition which mainly affects men. The condition

involves a reduced capacity of the blood to clot duetoa
deficiency of Factor VIIL '

Antiretroviral : A drugactive again'st retro-viruses, usually HIV.  Antiretrovirals

used in humans include ZDV, DD1, DDC etc.

9 ° MOPEL ANSWERS

Check Your Progress i

What are the best ways to prevent I—HV throunh sexual activities?

Thebest waysto preve_nt the spread of HIV through sexual activities are:

Practice abstinence before marriage

Have sex only with your uninfected and faithful SpOuse

. Educate yourselfand your family members about HIV/AIDS; how it |s _

spread and how to avoid it.

. Donot mvoive in sexual activities with homosexuals, strangers, prostitutes

etc.
Educate yourselfabout moral values and the teachings of your religion.
Seek guidance from your parents, teachers and elders in your family.

Experiimenting sex with anyone outside the marriage even for once can
infect you with HIV.

Do not blindly believe that the condom gives you full protectlon against
HIV/AIDS. Infactit has not shown 100 per cent safety against birth -
control. We in India have very poor quality-condoms which are very

“unreliable. Do not trust a condom and put your. hf‘e in danger,

Livein dlgmty Have respect for the opposite sex. Nobody stops you from
mingling with the opposite sex or making friendship. 1tis wosth waiting til}
marriage to have sex.

If you wish to have an uninfected virgin as your spouse, the.same may be
the desire of your spouse/would be spouse. Therefore, if you want
someone to wait for you you should also wait for some one to share all

_you have,

Life will be thrilling, meaningful and joyful, :fyr ; can take care ofyourself
for some more time. "

[

Check Your Progress II

What are the guidelines for therapy of Hemophilia in order to reduce
transnussion of HIV?'




Hemophiliacs were found to be a principal group at the risk for HIV/AIDS. This HIV/AIDS
Prevention

aroup is at a higher risk to encounter a blood-borne pathogen because of the. a1l Comteo :
frequent blood transfusions and use of clotting factor. In 1989 the Medical and Personal M:‘;C;
Scientific Advisory Council of the National Hemophilia Foundation (USA)

released revised guidelines for therapy of hemophilia in order to reduce the

transmission of HIV. The major recommendations were:

®  Fattor VIII products aré heated for 10 hours at 60 degree C, orare ' CE
detergent-solvent treated, or are monoclonal antibody purified, orare
heated in suspension in organic media, or are dry heated at high
temperatures.

] Viral-attenuated factor IX concentrate be treated with the methods
- described above for patients with factor IX deficiency. '

®  Fresh frozen plasma, a blood product containing clotting proteins, beused
in factor IX deficiency with mild to moderate factor deficiency. ‘

®  Desmopressin (DDAVP), a synthetic hormone that improves clott:ng, ' k
should be used when possible with mild to moderate Hemophiliatype A. -

®  Fersons with Von Willebrand’s Disease (a different form of factor VIII
clotting disorder) showd be treated with DDAVP or-cryoprecipitate from
careully tested'donors. Patients with severe disease should receive
processed factor VI

Ehti i S

®  Bleeding episodes should continue to be treated with appropriate clotting
" factor. '

Check Your Progress 11
I.  What are the prevention measures for mother to child transmission of

HIV? -

A Medical intervention can prevent mother *2 child transmission to some extent.
In 1994 researchers in France and the Upited States reported the resuits ofa
‘collaborative study on Mother to child transmission of HIV. The scientists found
that when the antiretroviral drug zidovud.ne (AZT or ZDV) is given to HIV-
positive women orally five times daily from the 14" week of pregnancy onwards,
and intravenously during labour and administered to their infants for six weeks : £
after'birth, the risk of transmission of HIV to the child is reduced by over two- ;
thirds. The ACTGO76 regimen is now offered routinely to H1V-positive women in
the industrialized world. However the régimen is costly, long and complicated to
administer. There are different regimens using AZT, which are less complicated
and there arenew anti retrovirat drugs that reduce the transmission even further.
Consult the Iecal physician (specialist) on the regimen that is used in your area.

STTorTHERTIEIETT e %

Other preventive measures include:
o AnHIV positive mother should not consider opting for motherhood.

® ° Ifatallan HIV positive woman wants to conceive, she must seek
counselling. It is essential that she also seek the opinion of her religious
leaders who can guide her. towards an appropriate decision.

® - Ifapregnant woman discovers that she is HIV positive, she may not opt - !
for an abortion. She must seek medical opinion as well as opinion of her '
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A )
religious-leaders. However, she can and she must opt for acesarian

T1TaTr

section. This will prevent the child from getting infected during childbinh

AnHIV posuwe mother also should not breast feed her baby. ‘-IlV can

pass on to the sild from breqst milk.

Even though WHO recommends H'[V positive women in third world
countrieso breast feed their babies, this recommendation should be
tollowed by HIV positive mothers in India who are below poverty line

and who are unable to provide alternate healthy food to their infants. At

least 50 per cent of our people are above the povertyline. The HIV

positive mothers falling in this group may not breast feed their children and

thus infect their babies,

Check Your Progress [V

I

What are the Universal Prezautions to be followed for preventing HIV
transmisston?

Handwashing with soap and water between each patient contact. Hands

should always be washed before and after contact with patients. Hands

should always be washed even when gloves are worn. Ifyou accidentally -
touch blood or other bodily fluids, thoroughly wash hands:

t

"Use of disposable gloves if body fluids are contacted and double gloves’

during surgical procedures. Those with open skin lesions should not
perform procedures if they are exposed to body fluids.
Wearing of gowns when clothes may be exposed to body flui-’s. °

Wearing of masks and eyewear when perf‘ormmg procedures thd: n ay
splash the worker with body ﬂu1ds

Sharpinstruments should be dlsposed of in puncture-resistant containers

.immediately after use. Needles should be disposed of immediately after use
_ without recapping. Disposal containers should be placed in aIl areas where

-sharp objects are used,
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*1 continuum’ provides a unique opportunity to respond to a wice range of needs.

- which need not be met by a single institufion or individual. Instead networkmg,

'UNIT 3 CONTINUUM OF CARE | o

'| -
Conten ts

3.0 Aimsand Objectives
3.1  Introduction ,
3.2  Continuum of Care b
33 HomeCare
3.4 Hospital Care
3.5 Hospice Care
3.6 LetUsSumUp
3.7  Key Words
3.8 Model Answers
3.9 ° Further Readings :

3.0 AIMSANDOBIJ ECTIVES

The purpose ofthis unit is to provlde you with anunderstanding about the
concept of continuurh of care with emphasis on home care and therole of the
family-and the community in caring for the person living with HIV. It is meant to
assist you to understand the need for continuity of care for people living with

CHIV. It also helps the leamer to understand the different components involved in
continuum of care: day care, home care, hospital care and hospice care. It details
the varjous agpects that are essentlal for such care. The unit aims fo dlSCLlSS the

: neceSSIty of havmg3 1such care available to those in need in our country.

3.1 'INTRODUCTION

' The need-for care is often not apparent, either to the patient or the health
_providers, immediately after infeciion with HIV. A reason for this is the slow
progresston from asymptomatic HIV infection to AIDS. A long time may elapse
between first infection, the developn'.ent of symptoms, and awareness, with
‘serious implications for HIV preventionas well as for care. Another reaso is the
_common belref that since there is no cure for HIV 1sthere a need for treatment ?

One of'the conmderahons is the fact that most peOple tend to delay appmpnate
. treatment by primarily trying to cure themselves and later visiting traditional
healers and quacks as the disease progresses. As patients realize or are

~ diagnosed with HIV, they tend to bypass nearby health services because of the
fear.of recognition, potential stigma, discrimination and lack of confidentiality.

Lol B rl

3.2 CONTINUUM OF CARE

Often for the person and the family, economic problems may be more important *
than the HIV infection. Thus it isimportant to see ‘needs’ in'terms of people’s
own definitibns and priorities. The essence of ‘comprehensive care across a

g

For care to be comprelensive, it must contain a wide range of support services,
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~ and hospice care.

'{ Early diagnosis of

=

with exjstmg, services available or capable of being developed within a commuml
are essential.

Comprehenswe care must include referrals between home or community and the
hospital and vice versa. Continuum of care must include  dynamic set of suppon
services, startmg within the community that the person and the family can access:;
At the minimum, it should include c/inical management (early diagnosis,
mcludmgtestmg, rational treatment and follow Up care); mursing care, to promolﬁf
and maintain hygiene and nutrition, and palliative care and health education tc
home carers including observance of universal precautions; counselling
(psychosocial and sp'ritual support, including stress and anxiety reduction,
promoting good quality of life and risk reduction to prevent new infections; and
-social support (mformatlon referral services including legal services),

In short continuum of care is the process of providing a wide range of services tc
the patient in order to help hinvher to cope with his/her deteriorating health. Anr
programme on ‘Contmuum of Care’ mvolves day care, home care, hosp1ta1 care—

q Table 3.1
Pmﬁleof thevanuus components involved in a continuum of care programme

Day Carc ) * Home Care Hospital Care Hospice Care
Simplé treabnent: Training: Diagnosis; Chronic illnesses:
Counselling Commen symptoms | Laboratory Terminal care
Testing . Maintain nutrition | facilities, invasivis Psychosociul

o _ support .
Preventive education Supcrvision investigations Maintuin hygicne
Clinical examination | Guidance Treatment of & Nulrition

Link to systems 4 opportunistic
opporiunistic infections | Psychosociul supporl | infections,

’ Help with bathing, | other HIV
dressing, studies, | related inlections
cooking, shopping | Acute nursing

' care Surgery
Counselling
Prevenlive educatioy

Spintual needs,

I et T £ R

T TS

Dispensary stafi: Family/ Friends: | Hospital staff: Social £
urganizations: i
"PHC staft’ * Neighbours Health care workers | NGOs
Counsellors Socinl workers Volunteers Cominunity
Physio physiotherapis{ NGOs Doctors Vaolunteers ;
Volunteers Community - Nurses Fumily
Doclors Counsctlors Friends i
Nurses & Health Physiotherapist Docters L
- . | Carc Workers Nutritionist Nutritionist

Nutritionist Spirituzl leader:

== - e

3.3 HOME CARE

Home care refers to any  form of care given to sick people in their own homes. It
involves the things that people might do to take care of himself or herselfor the
care given to them by the family or health care worker at home. Care includes
physical as well psychiosocial activities.




nregivers- _

1e term *family’ refers to the person/people in the home who have the main -
sponsibility for caring for the sick person at home. This person may be a blood
lative, relative by marnage (e.g. spouse) a friend or partner, a neighbour or -
me other person.

easons for Home: Based Care

ood basic care can be g _i__,lVBl'l successﬁjliy inthe home. There is a support system
) provide care e.g., family, spouse and friends, ‘The health care worker can
‘ovide teaching and support to the caregiver. The patients prefer to spend the
rminal phase of their illness at home. Sick people are comfortable in their own
>mes and comminities, with their families and friends around Home care can
duce the burden on hospitals. Itis usually less expenswe for fa:mhes to care for
ymeone at home L -

fanagemenf of (.ammon HI VReIated S ymptoms in rhe Home

lh Fever _
‘hena person‘sbody temperature is too hu,h it means the person has a fever. -
ever is not a disease in itselfbut a sign that something is wrong in the body. It

\ay mdlcate oneof many illnesses, The causes of fever may include HIV-related

pportunistic infections such astuberculosis, endemic diseases such as malaria
1d HIV infection itself.-High fever can be dangerous especially in small children.
sa symptom fever canimake anyone extremely uncomfortable.

Vhat to do at home

Ise a thermometer to check the person s lemperature Ifa themrometer is
navailable thén place the back of your hand on the person’s forehead and the
ack of the other hand on your own forehead If the person has a fever htsfher
yrehead will be warmer than yours;

.1s important to lower the temperature as quickly as possuble to prevem further
omplications.

\emove unnecessary clothing from the body and cnsure the circulatien of cool
nd fresh air. If possible, cool the skin especially the forehead with cool water
ponges. In between bathing and cooling the skin, the skin must be kept dry and
lean. Lotions or powders can be used to prevent rashes and sores, and broken
reas on'the skin. . -

« person with fever loses alot of fluid avhich may make them feel worse and can
ause dehydration. l’rm ide plenty .md trequent intake of Nuids-water, w cak tea,
lice elc.

Ise medicines that reduce tever. Fore g antipyreties like aspirin or paracclanrol
an be taken every eight hours For children the dose is lower and depends on
1e size {welght) or age [Cis necessany to discuss details earlier with the regular
octor or health. workers:

Vhen to seek help

{tis essential for the person having lever to seek help.
Ifthere is continued high fever despite taking the above measures.

b

' Con-tim_um of Carc
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If they have fever with chills and rigors (shivers). -

o  Ifthe fever continues fora long time or:is accompanied by cou ghm gand
"~ weightloss
. Ifthe fever is accompanied by symptoms such as stiff neck, severe pain,

_confusion, unconsciousness, eyes turning yellow in colour and sudden
_severe diarrhoea, Patient with convulsmns should bereferred to a -

_ hospital '

e  Apregnantladyora Iady who has recently delwered or an mfant hasto be
- referred toa hosprtal : : :

2) Dnrrhoea .-

Diarrhoea is very corrlmon n people with HIV infection or AIDS. The stools may
be clear and watery. When the stools contain mucus and blood, it is called -

(dysentery. At times it is accompanied by abdominal ¢ramps and vomiting. A

person has diarrhoea if he/she passes three or more loose or watery stools in a

4
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.day. | ' ' " Continyum of Care

There are two'types of diarrhoea; Acute diarrhoea, which lasts for less than two
weeks and persistent diarrhoea, which lastsmore than two weeks. The most
common causes of diarrhoea in PWHA are: Intestinal infections from food or

- ‘Wwater, opportunistic infections related to HIV/AIDS, and side effects of some

. medicines especially the new antiretroviral therapy (ART).

Itis importantto treat diarrhoea immediately as it can lead to dehydration and

malnutrition, Dehydration oceurs faster in infants and young children, in hot

climates and in people who have fever. Malnutrition may.oceur as some people
. may erroneously think that they should not eat when having diarrhoea.

- What te do athome ,
The person and the family must ensure that they drink clean water, Water should
. be boiled to kill all the germs. Tt is ideal is to allow the water to boil for more than
. 10minutes after it starts bubbling. The source of water should be safe, protected
from animials, people washing clothes, bathing and from latrines, Water should be -
. collected and storedina clean and covered container and a clean long ladle - _
. should be used to draw water from it. Clean drinking watermust be used when
brushingteeth. © - '

~Food must be freshly prepared and cooked well especially meat. Raw foods must
be properly washed and stored well to prevent contamination of disease causing
organisms. Previously cooked food must be stored safely and reheated
thoroughly at high temperature. :

Mauintaining clean handsis extremely imiportant. PeopIé should washltheir hands
with soap and water before and after eating food as well as handling food.

Three rules for treating diarrhoea in the home: (suitable Sfor an INGHE with
diarrhioeq) -

i Dirink more fluids than usual. Drink as much of fluid as possible. Ifnot
thirsty, the person may have fo force himself of herselfto eat, Placing a glass of
water at the bedside may help to remind the person to sip it every 5-10 m:nutes.
It isextremely important to restore lost water and salts after each loose stool. Tt is
preferable to have food-based fluids which are present in the house which -

- normally contain some salt. e, g.(salted) rice water, buttermilk, vegetable soup or

* both. Fresh clean water, coconut juice.and unsweetened fruit juice is also

_ effective: Avoid sweetened aerated dri nks, juices, teas, and coffees as they draw
the water out of the body and the diarrhoea and dehydration can worsen.

1. . Ceontinue to eat normal diet. Fluids taken in cannot replace the need for
food. It is important for the person to eat even if they do not have appetite, to
prevent malnutrition. Nutrients in the food are essential for a personto stay strong
and prevent weight loss. Remind them that a strong person can resist illness’
better. If unable to eat, the person must take in small amopunts of nutritious and
 feasily digestible food frequently. A personmay prefer small amounts of food that
are easily digestible. Food can be taken every three to four hours, about six times
a day. Eat mixes of cereal and locally available beans, meat or fish. Diary
‘products, eggs and bananas are also suitable. Avoid hi gh-fiber foods such as fruit
pr vegetable peels, and whole grain cereals as they are hard to digest. An extra

Ly
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meal a day, after the diarrhoea is gone, will help to regainany weight loss.

iii. Recognise and treat dehydration early. Signs of dehydration are:
feeling thirsty, feeling irritable or lazy, skin going back slowly when pinched,
dryness of lips and mouth, and sunken eyes.

Oral rehydration solution (ORS) that is easily available may beused. Instructions
are given on the packet and must be followed properly. The family must

‘remember to use cooled boiled water to mix with the contents of the ORS

packet. The mixture must be stored well and kept covered after use. The leftover
solution should be thrown away after 24 hours.

Along with diarthoeal problems, other problems may also appear like: (i) Skin

* jirritation in the rectal area. To prevent or treat sore or broken skin the sick
- person or caretaker must: Clean the rectal area gently with clean water after each

bowel movement and pat dry: Apply a lotion/vaseline to help relieve the
discomfort and protect the skin: Sit in warm water containing a little pinch of salt
three or four times a day; this may also relieve the discomfort. (i) Haemorroids
(piles). A weakening of the walls and blood vessels of the rectum causes
hemorrhoids. They can develop after a long period of diarthoea. The tissues
around the rectum become sore and itchy. The blood vessels may become very
tender and may bleed; small amounts of blood may be noticed inthe stools or

wl'ule cleaning the rectal area.

Itis important that the person must relax and not strain during bowel movements.
In addition to the above recommendations cited for skin i 1rntat1on paracetamol
can-also be taken to relieve the pain. -

Help a person with diarrhoea who cannot move out of the bed: use abedpan or
some suitable plastic or metal container. Ensure that it is not too high and can be
easily slipped under the person inbed. Empty the contents as frequently as
possible.-Do not use the container for any other purpose. Change wet and soiled-
bedding immediately to prevent damage to the skin. Ifthe personisill foralong
period of time this will also prevent getting bedsores. Soiled linen and clothes .
must be kept separate from the rest of the household laundry. Hold the unstained
part of the linen, rinse out the stains and wash it with soap and water. Warm water
is more effective, Dry it in the sun. ' :

‘Cleanliness and hygiene are of utmost importanoe as they can prevent other -

infections as well as prevent othets in the household from picking up an infection
from soiled hnen or unclean food or water.

Seek help when the person s at risk of dehydration and no measures have
helped or has a fever, Ifthe Personi is not getting better wnth home care, seek

. hospital care as early as possible.

3) Skin-Problems

" Skin problems are common in people with HIV/AIDS. They unfortunately tend tc

be chronic. Rashes, itching skin, painful sores, increased dryness, slow healing of
wounds, boils ancl abscesses are the common ones. Some of the causes are
yeast infections (e. g, thrush, candidiasis), fungal infections (e.g. ringworm}),
bacterial infections (e.g. pneumonia), shingtes (e.g. herpes zoster), infected

NELHE |




scabies, poor hygiene; alleric reactions to medications or.skin irritants, bed sores ' Continuum of Care
(e.g. fromlying in one position in bed), eczema, Kaposi’s Sarcoma (KS) etc. '

What to do at heme: .

Clean the skin frequently with soap and water and keep it dry. This will prevent
the most common problems. As most skin problems involve the sensation of
itching, encourage the person not to scratch any skin lesion or sore, Scratching :
theitching skin can make it worse by breaking the skin or by introducing or i
spreading infection. Keep fingernails short, always. Thisis especially necessary in
the case of infants, ‘'young children and people who are in confused'mental states. ' :
Rubbing the skin with the flat of the fingers or palm and gentle slapping can give
some relief. In addition, calamine lotion can also be soothing. Apply liquid paraffin
to prevent dryness of skin. If there is a wound, dressing needs to be done daily
or as instructed by the doctor. _ :

Care must be taken to keep the skin or wound always clean. Also the caregiver
must observe universal precautions to prevent infections i.e, infections from the
. patient to the caregiver and vice versa.

ST TTTTTTTO

When to seek help ,
e Ifthe person’s condition deteriorates and is accompanied by redness or. L
fever (indicating infection) | . :
e . Ifthe wound has a bad odour, pus oozes from it and the skin around turns :
black forming into a blister, (this may be gangrene whichis a dangerous - "
condition). ' :
e If there is an ailergic reaction to a medicine.

e If the skin infection or wound does not respond to treatment.
- medical care must be sought quickly.

4)  Mouth And Throat Problems

Soreness in the mouth nsually accompanied by white patches on thetongueisa
common symptom in people with HIV/AIDS. Sometimes it progresses into the

‘throat and esophagus, causing painful swallowing thus interfering with eating and
drinking. Other associated problems are blisters and sores on the lips, and dental
problems. The following diseases could be the cause of these problems:

i) Thrash

Thrushis a fingal infectior thatcauses small white patches on the insides of the
mouth and tongue. Ifthe white plaques scrape off with a brush ora fingernail it is
probably thrush. : : LT

i)y Hérpex Simplex - : -
Herpes simplex presents as painful single or muitiple sores or blisters that appear t
on the lips or mouth. Itisa sign of immune-deficiency. The patient must consult a

doctor urgently for appropriate tréatment.

iii)  Hairy Leukoplakia o

[t may look like thrush however it does not cause pain and commonly causes
vertical ridges on the edges of the tongue. It does Tiot make a person

uncomfortable nor does it interfere with eating. There is no specific treatment for
this condition. 45,
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o 6) -CoughIandDifﬁcuﬁy‘inl'.Brehthing

Apart from these health problems related to malnutrition, dental problems and
cancer like Kaposi’s Sarcama could also affect the mouth and the throat,

What to do at home

Encourage a healthy diet and vitamin supplements as poor nutrition can cause and
worsen existing problems. Prevent problems by regular rinsing with warm salt

water or with a mouthwash solution after eating and between meals.

Gentle hints fﬁr_dealihg with a sore moi!th/
Eat soft foods rather than hard or crunchy food.

Eat bland, not spicy food. _
Use a straw for having liquids and soups to prevent touching the sore parts with -

"the food or spoon.

Cold food, drinks or ice may help numb the mouth and relieve discomfort.

Avoid sweet food 2s it allows for increased growth of fungi.

It is important to prevent oral thrush from spreading to the throat or oesophagus.
Apply 3-4 drops of antifungal oral suspensionsthree or four times a day. Maintain
proper oral hygiene by cleaning the mouth af least twice a day. Ifit still persists,
systemic medications are available for fungal infections. Oral thrush can alter the

 tastes and lead to loss of appetite or bein~ painful or giving difficulty in

swallowing. This can be avoided by encouraging the patient to carefully follow the
treatment instructions given.

5) Dental Problems . . ‘
If the person presents dental problems, care should be taken to explain to the

. patients about dental hygiene and the need for regular visits to the dentist.

~‘What todo at home.

Oral hygiene is extremely important. Thorough cleaning of the teeth and gums,
preferably after each meal is essential. Also many people.with HIV suffer from
inflammation ofthe gums, tooth abscesses and infection and so regular oral
cleansing isvery important. In case of toothaches, a pain refiever fike aspirinor -
paracetamol can be taken. Chewing cloves may also help. |

Whien to seek heip : ] _ .
The person or-the family must visil a health care worker if the person is
unable to drink or swallow properly. Ifa personhas a severe tooth infection with
fever, swelling, fus, etc. a dentist shouid be consulted. -

r

Respiratory problems are common in people living with HIV/AIDS and can be
quite serious. The most common symptoms that the person and family need to
watch forare chronic cough, shortness of breath, chest painand increased

production of sputum (mucus). The most conmon causes inciude: coids and flu,

bronchilis, pneumocystis carinii pneumonia (PCP), and tuberculosis.

‘What to do at home

The person can be helped to reduce respiratory problems hy:frequently -
turning in bed, and sitting up as it helps the iungs to drain; lying with pillows under
the head, or the head ofthe bed raised up; leaning forward while in sitting position
with elbows resting on the knees or a low table, and massages or gentle patting
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on the back of the-chest over the [ungs as this also allows drainage of the lungs.

' Tightly holding the area, which hurts the most while coughing, witha hand or

. pillow; coughing aind clearing the lungs at least four times a day even ifit is painful
as ithelps to clear up the accumulated sputum and disease-causing bacteria,
drinking a lot of water and taking hot water vaporizers to loosen the sputum and
ease the pain of coughing; sipping warm tea with sugar or honey which soothes
the throat;taking a cough suppressant at night to avoid the cough from disturbing
the pegson’s sieep; taking a paracetamol to relieve the pain, ventilating the room
and home frequently to allow for free movement of fresh air are some otller
helping activities, '

The person must remember to cover the mouth with the hand or a clean cloth
while coughing to prevent spreading, 1 the infection to others. Bacteria or infectious
agents present in the sick person’s sputum can be passed on throughaair,
espec:al!y when coughing, .

When to seek help ~— '
The family must observe the person for the following signs and symptoms and if
“they are present the patient should be referred to a hospital:
\
N . Onset of fever or chang,e in the regular fever pattern of the ; person
2) * Blood inthe sputum o

.

3) - Asudden or rapid worsening in ability to breathe or catch their breath after
normal activity .
4)  Achange in the colour of sputum from clear to grey, yellow or green

5) Severe pain in the chest

For children particularly under five, respiratory problems can be very serious and
they should be taken to the health care worker for immediate attention if they
-breathe with difficulty or there are noises from the chest or of they breathe faster
‘thanusual; are unable to drink because of breathing dlﬂ'lculty, develop cyanosis-

(bluish colour of lips or skin) and feel abnormally sIeepy or have difficulty in
keeping away. :

:-7) - Nausea and Vomltmg v

.Nausea and vomiting can bea serious problém for people with HIV/AIDS. These
symptoms may be caused by side effects of medications, infections e.g. oral
thrush, stomach orintestinal problems, and HIV infection itself. In some people,
these symptoms are very short-lived, and may pass away without-treatment or
with minimum treatment, With some it may become chronic or long lasting and
become a part of daily llfe

What to do at home

The person or family can help the patient to reduce the discomfort-that comes
about with nausea and vomiting through various measures. Medications are easily
available to stop or reduce the vomiting for e.g. antiemetics. Initially donot eat
any food or drink any fluids for one or two hours. Prevent dehydration (see
section on diarrhea)-Gradually comimence drinking clean water, OR:3 or weak tea
i small quantltles

Continuum of Care
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Increase the intake of fluids every hour. The patlent may not like to drink anythlr
and may hav to be forced to drink in order to make up for what he/she has los,
As nausea decreases, commence intake of other foods like dry, plain food such
bread, rice efc. Freshen the mouth, asit will help in taking away the foul smella
taste caused by vomiting. Rinse it with a dilute mouthwash or lemon water nnse

Keep away from smells and odors that trigger off the feelmg of nausea like som?
cooking smells, medicines, etc. Cool compresses applied to the forehead will h_x
thé person to relax and feel comfortable. Clean up the vomit and freshen up thef
room to make it smell cleanand nice. You canuse a detergent with a mild scent

When to seek help , '
The person must be encouraged fo visit a doctor if the vomiting occurs '
repeatedly and the person is in danger of becoming severely dehydrated; ifthe .
vomiting lasts for more than 24 hours and is accompanied by pain in the abdom

i




wvere headache, the person presists with fever as well, and the vomit contains
ood. - = ' ' '

Anxiety and Depr ession '

he problem and possible causes of anxiety. and depression could be because of
e prospect of an HIV test or a confirmatory test; prospect ofa CD cell count
‘viral load test; aforthcoming physical examination or some illness within the
mily. .

muety

nxiety is a feeling of nervousness, fear or dread of the unknown. It manlfests in
veral symptoms; physical and mental. Some symptoms are lack of appetite,
veating, feeling faint, insomnia; feeling very worried, a feeling of being out of
:ntrol difficultyin concentratmg,, feelmg, very |mtablc or conﬁlsed

epressnon

epression is a feeling of sadness and hopelessness. This may be due to loss of
ility inusual activities or loss of physical appearance. These may manifest due
lack of energy, poor concentration, sleep disorders, isolating oneselfand
itability. Care needs to be taken to prevent the person from harming himself/
rself (suicidal feelings) and others.

'hat to do at home

ifferent people belong.,mgto different cultures differ in thelr ability to cope with
xiety and depression. Usually, in the Indian context, the elderly and religious
ovide such support to their own. HIV being a social problem, cultural
Terences are notable, to the extent of communitiesbeing unsuppomve in

achinig out to the affected person and family. Thus fanuhes are often left to tend
themselves :

:ople need to express their thoughts and feelings to help them overcome anxiety

d depression. Geritly encourage them to go through the stages of gnef by
couraging them to talk and then listen to them. It helps to.talk to someone who
s been through the coping process previously. The. contact with peerscanbe a
eat'support and inspiration. Encourage sick people andfamuly members to

i how to relax. This includes Hoth phy51ca1 and mental re[axmg actwltles that’
3 extremely hel plul. '

hen to seek help N

he family or'the person behevesthat the anx, |ety or depressmn is severe enough
Lt so the patient may commit suicide, -or harm himselfherself or harm some

e else a psychiatrist needsto be consulted.

P1m

(nmay be phys1ologlcal or psychological. Causes of pain are several and
lude.immobility, infections such as herpes zoster, swelling of the extremities,
1dache alone or associated with meningitis or encephalitis, and nerve problems.
10tional causes may be dueto depressmn and anxiety, side effects of '
dicines, and perhaps due to cancer. :

Continuum of Care
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What to do at home -

The family needs to reassure the person and support them as the pain can be
highly stressful and frightening. Regular breathing or relaxation exercises may help
a person to relax and release tension built up due to the pain: Distractions and
amusements can help pe0ple to reduce their attention'on their pain and comfort
them. The person should be helped to sit or sleep in positions that will reduce

_painful movement. Ifthe person is unable to move unaided they should be helped -

to change position frequently. This will not only prevent soreness but also ease the
painfrom lying in a particular position. Medlcauons like analgesics can also help
to soothethe pam

" When to seek help

Ifthe pain does not get'reduced with mild medications or if it is prolonged then
the person must seek the help ofa health careworker.. .
10) Tiredness and Weakness

Fati gtle canbe the result of HIV infection or related illnesses, particularly
respiratory illnesses. It could also be due to poor nutrition, anemia and

- depressmn Orit could be d.:e to a different cause unrelated to H]V

,_What to do at home

- The person needs to take frequent rest periods off and on during the day. The.
' famlly needs to find out what sort of help is needed by the person and accordingly
“offer such su pport. The person may feel low at having to ask someone else for
* help. Family support and reassurance will help them feel comfortable about
* accepting help’ from others. ‘By makmg people know how they can help, it avoids
- the problem-of having too many people doing the same thing.

. Activities of ddily living (ADL) should be undertaken to ensure maximuim cor™rt
-and ease, and minimise pain. The family helps in offering support and care for the

person. Safety precautions are necessary if the person requires it especially if the :
person is going out or if they are going to be at home alone. For example: move .

. loose or dangerousobjects out of the way, assist the person when walking or )
provide a walkmg stlck or cane; and try notto. leave the person alone for Iong

periods.

| When to seek help

e _If‘ the patient’s condltton detenorates to 1ncludes other symptoms like high fever,

headache or severe pam the person needsto be attended to by ahealth care

- workerqmcldy

1) - Mental Confus:on ind Dementia:

HIV affects the cerebrospma] fluid along with the rest of the ce]ls of the human
body. This'cari lead to differences in the mental condttion of the person living with
HIV/AIDS. HIV related illnesses might also lead to some mental problems.
Similarly. side effects of some medications or severe depression may lead to

demedtlas aswell. The menial problems may inchide:

1. ‘The inability to think clearly which is a major mental problem. The pérson
may be seen as not able to.concentrate properly or be forgetful of tasks.




2. Beh_avio'ural changes. The person may appear to beirntabte, disinterestea
or unpredictable have coordination-problems or failing stréngth. The
_person may start mlisplacing_'obje(:‘ls,"(_irdppi‘_ng them, have slowriess in

“movements or have shakiness.

What to do at home , |

Distraction helps to involve the person in some other task. Detaiis‘of'a"task must
be explained in small steps 1o avoid confusion. Music helps to release -
aggressiveness and assists in 'soofhing and relaxing the person, Quietness and
serene atmospheres are preferred to noisy ones. This may be difficuit if there are
children at home, but as far as possible the room must not add to the mental
confusion of'the person. Encourage the person to do small things that are

_mechanical, easy and not stressful; Allow the person to know that you are there if
needed. -

When to seek help’

A confused and aggressive person can be very.difficult to manage at home, -At
times the family may be unable to manage at home and may need the help ofa
health care worker. The heaith care worker will be able to offer help or provide
treatment which is at least sufficient enough fo refieve the person from discomfort.
The person will néed immediate atention ifthe condition deteriorates and is
associated with high fever, headache and difticulty in breathing.

— - - [
— A

Check Your Progress [
l..

Brierlly describe the three rules l"ortrléatin'g diarrhoea inthe home.

3.4  HOSPITAL CARE_ .~

HIV infectionis a chronic iliness, prbgi‘essin'g over several years and at a rate that
s diﬁ'erent_f'or every infected individual. Experience has shown that progressionof
11V infection may be slowed down or retarded with appropniate follow up care,
ise of prophylactictreatments, active treatment of opportunistic infections, etc,
"herefore continuity of care is an essential component of alt aspects of HLV/AIDS
are. Coordination of care can be done through an interdisciplinary approach to
asé management or a multidisciplinary care model. '

n interdisc_iplinary approach allows fof effective communication and shared
=cision making within the team, Care providers from various disciplines join
'rces with one another and treat the person as a whole,

"~ Continusm of Care |
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-from various disciplines provide care an
- expertise. This kind of treatment occurs inisolation of other disciplines. Thus the

Another method of ensuring care along a continuum is throughthe .

multidisciplinary care model. Ina multidisciplinary care system, care providers
d treatment specific to their clinical

person may receive specialized care and treatment according to the particular

condition.

An interdisciplinary care feam mey! inclide. Physicians, nurses, attendants,
home care co-ordinators, 4 communily physician, specialists in pediatrics,
gyn'ecolbgists, counsellors, pharmacists, physiotherapists, volunteers,
administrative personnel, educationists, spititual leaders, nutritionists, food service
' providers; other service providers e.g.adriver for transporting the patients, the
patient and the family. . - s
Whatever the type of approach in a hospital, finding a doctor and hospital that is
HIV friendly and supportive is most important. Patients have reported nefilect and
discrimination by health care workers at the hospitals. With increased awareness
and consciousness of maintaining universal precautions for all, this fear among -
health care professionals is being gradually reduced. However, much more

needs to be done in the area.

bu

Ofien, the family is not able to attend to the requirements of the patient at honie.
Orthe person’s condition may become so severe that they are unable to manige
at home. In these cases, active medical care and treatment are required. Such

cases may include care and treatment at the hospital-and at home.
- Figurel

p———a

Natural Course of HIV Infection

cD4+

Wecks . Years

1tis important to remember that drags alone cannot helpimprove anyone’s
condition. Looking-after one’s heaith with proper nutrition and rest, practising
safer sex and avoiding reinfection (of HIV and otlier infections) enhances the
body’s cadpacity to cope with H1V. Through counselling at the hospital, doctors
are able to discuss not only the physical aspects of the illness and treatment but
also the social, sexual, financial or legalissues connected toit.

Opportunistic Infections’ -
Pathogens have the opporlu'nity to grow and multiply in 2 body, which hasa weak
immune system, thereby causing ilness. These illnesses are called Opportunistic
Thfections: These are the most common AIDS-related ilinesses seen. Some
common ones are Tuberculosis, Pneumocystis Carinii Pneumonia commonly
. cailed PCP, Candida Albicans commonly known as thrush, Cytomegalovirus
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(CMV) which affects the eye, and Herpes Simplex and Herpes Zoster caused by
the herpes virus. :

Cancers

The most common cancers associated with AIDS are Kaposi’s Sarcoma (KS)
and certain kind of lymphomas. An increase in the number of cervical cancer in
~ HIV-infected women has also been reported.

Neurolbgical ‘Complications

Neurological complications in people with AIDS may result from opportunistic
infections, cancers, HI'V infection itself or other metabolic states related to illness.
The toxic effects of various drugs and treatments may also affect the nervous
system.

. Wasting Syndrome

Involuntary weight loss, or wasting, is one of the most common manifestations of
HIV infection. It can occur at any'stage of HIV infection but is usually most
severe in the later stages of iliness. Although it is difficult to reverse, many people
with HIV infection have been able to reduce weight loss of have gained weight.

HIV-related Problems in Women

Inrecent years, the rate of infectionin women has grown (and continues to grow
affecting infants as well} at alarming rates. Women with HIV are just as likely to
contract opportunistic infections as men. The most common gynecological
conditions observed are pelvic inflammatory disease and vaginal fungal infections,

It is crucial for the patient to visit the doctor for the above conditions as quickly as
possible. The patient may require hospital care for a brief check-up, diagnosis,
and tredtment and he can visit the put patient department (OPD) or the patient
may.require treatment at the hospital for an entire day and may be admitted into
the day care center. At times, the patient may require extensive treatment and so
may need in-patient care for several days. '

Discharge from Hospital

- - Leaving hospital is called ‘being discharged’. The patient will require a hospital
sheet stating he/she is discharged. This may be done wher the patient is deemed
well engugh to go home or ifthere is nothing else that can be done for the patient
at the hospital and the best treatment is at home, At times, the patient may want
to be discharged or the family members may want to have the patient discharged
for various reasons. Under these circumstances, the doctor may issue a discharge
sheet stating, *discharged against medical advice’. At the time of discharge, the
doctor is required to fill out a preseription for the patient. When the doctoror .
health professional prescribes treatment for the patient, it is important for the
patient and the caregivers to follow the prescribed dosage schedule as closely as
possible. They need to understand how much of the treatment theyneed tc take
and when. Also, possible side effects need to be discussed and whether it can
interact with any other treatments. Thus the doctor must be informed of any other
imedications, allopathic, ayurvedic or homéopathic which may be taken by the
patient. The health care workers also need to explain to the patient and the
primary care givers the exact care that is required at home.?

Continuum of Carc
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Check Your Progress I
1. What are the precautions to be taken when an HIV patientias to be

discharged from a hospital ?

3.5 HOSPICE CARE

Hospicé comies from the Latin word-‘hospes‘ , which also refers to other Englisﬁ

words like hospitality, hospitable, host, hostess, hospital, hostel and hotel-all
associated with ideas of caring for people with kindness and genero.ity. Hospice
‘isavery old concept meaning a‘place of sanctuary for religious pilgrims,
travelers, the poor, the sick and the dying. Originally, a hosgice and a hospital
were the same place. With the rise in curative powers of medicine, the.ideas of

cure and care became separate. The medlcal world became mcreasmﬁly focused

on curing dlsease and often people who were dying were seen as a'shiimeful

" admission of failure. The disease became more important than the patientand -

patient’s w15hes werénot considered important. The idea of hospice has -
undergonea rene_ussance in reaction to these attitudes. !
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The use of the-word ho sp:ce';efers not only to'an organisation of people devoted

“to caring for the dying but also to the nhilosophy of care that values quality of life
of the patient until death. Itis a philosophy that puts the patient at the center and
in control of hIS orher own life and cure. .

A hospxce is essentlally ahome away from home, wherein the person may come

“In to receive active medical treatment with the help of other i in-patients and
families. It is also a place for recreational activities, other forms of treatment like -
relaxation therapies, yoga, meditation and acupuncture. It can be both residential ~
where the person becomes an in-patient or cammunity based wherein the person
can engage in day activities of the hospice. It servesasa therapeutlc center for the
person and the family.

4 /4

The. e are various reasons for having a hospice available for peopneln need. For
someit canbe: abeautiful place to rest during painful and stressful times, allowmg
others to support, and rendering r this support and care to others who are in need.

. For others, it may seem a reflection of what has been lost; it can makethem
desolate and unwanted-by their family and com imunity. Needless to say, it is this
of graveimportance to make the person make their own decisions. At anytime
that they want to leave the hospice, they should be made comfortable to do so.

. Of course for health reasons, the team might be unwilling to discharge a patient
‘but itis impartant for the medical team to know that the person needs to make
thelr own choices. Alsoin the Indian context; hospices may be mistaken for

dumpmg3 grounds and so patients may perceivethe entire situation differently.

-

Continuum of Care
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Also residence at the hospice is impossible for a long length oftime and space is
needed f'or others who require help.

The term palliative care is often used to describe the broad type of healt_h care
that a hospice provides for those whoare dying. Palliative Care prowdes suitabie
treatment to the patient when cure is not possible. It does not only alleviate -
symptoms; it helpsa patient psychologically, spiritually, physically and socially,

For more information on palliative cdre, please refer the unit on Palliative Care |
from Block 2 Unit 4 of the elective course on HIV/AIDS.

As new treatments are available, AIDS is no longer seen as aterminal diagnosis,
but rather as a chronic condition that reduces life expectancy. We all hope that-
there will be a cure. S%ill hospices are required tolook after the special needs of
those living with AIDS. (Below are some strengths weaknesses, opportunities
and threats ofa hosp1ce )

a

i . Tuble 3.2 .
. '_ .Hospice Care of Patients with AIDS
. STRENGTHS ' WEAKNESSES
Maore relaxcd .l[lllDbj'.‘hl.n. thiinvhospinal . Less mcdlc.ll sopervision Ty the hospital
Riduces fear of admission when Tejuired "Possible deliy in cincrgency ircitnicnr
Supervised medication : Possible risks o{'cross ml‘-..cl:ou

Alfows Aespite _I'ur lhc‘!'unll_\"
Less expensive than the lospital

OPPORTUNITIES THREATS _
Conlinuity of care between home/liospice. Resist:ince from traditionalists
“To Irain care attendants . Dilutes professional expericnce

-Education to reduce fc.yr.md_prcjudicc .
Encourage i caring. sharing com'nunilv

Basic1o hospice care js the principleof. hohsttc care, TIIL care team extends:
beyond the primary team toincludea vanety of proiewonah incliding
phy';lothcraplst occupauonal therapist,.etc, -

‘Reasons for Ilosplce Care

The person who is dym_!, must be part of all the decrclons rcuardmg care. You-can .
find out about thelr physical or emollonal state'and dlscuw what canbe donc for '

them.

There are various reasons why one may require hospice admission. Ir case of
supervised medication and treatment, there is need for a medical person to be

- present. As we saw in the section on home care, very often the family isunable to
attend to the care needs.of the person. Or the person may have been ill for along,

duration of time, This may result i gradual bumnaut of caregivers that can lead to
severe physw]og,tcal and psychological problems for themselves as well as the
patient. Toprevent such things from happening, hospice care is recommended to
alleviate the stress of the caregivers and to provide maximum comfort to the
Panent

Many people liviig with HIV.may worry about a time when their health will -

- deteriorate, that they will be unable to function as well as before and provide

services for themselves. Some may have seen a spouse, close friend or neighbour
pass through the last stages of infection and may anticipate the pain and grief;
whlch may leave a desolate picture in their minds. Alternatives to regular hospital
care are needed tn such situations.
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Who provides such care? _ _

' People withanunderstanding of the diséase, experience in treatment and a
compassion for helping others can provide hospice care. Health care
professionals who have special skills and experience, counsellors, social workers
and volunteersare important.in providing hospice care. In addition, family
memb'ers,_ friends, spiritual leaders and other people living with HIV may be
interested in joining the hospice team.” :

Check Your Progress HI ‘
1. Brieflylist the strengths, weaknesses, opportunities and threats of a

hospice.

3.6 LETUSSUM UP—

In this unit we have discussed the need for continuity of care and support for
those fiving with HIV/AIDS. The unit deals with various aspects of carei.e. day
care, home care, liospital care and hospice care.

Continuum-of care is the process of provi<. 12 a wide range of services to the
patient in order to help him/her to cope with-hizsher deteriorating health. Most of
the care thatan HITV/AIDS patient requires cafi be given at home. Therefore
under home care, details for the management of comrf]orn_HIV related symptoms
in the home have been discussed. Soméof them include~vér, diarrhoea, skin
problems, mouth and throat problems, dental problem, coughand difficulty in
breathing, nusea and vomiting, anxiety and depression, pain, tir=dness and
weakness and mental confusion and dementia. Some informatior on .

opportunistic infections provided in this unit is really useful. ‘

3.7 KEYWORDS

Haemorroid : Swollen veins at or near the anus.

Convulsion " : Violent irregular motior O arimb-ertimbs-or the body caused by
_ involuntary contraction of muscles.

Hospice : The use of the word hospice refers not only to an organization of

people devoted to caring for the dying but also to the philosophy.

of care that values quality oflife of the patient until death.

Continuum of Care
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4.0 AIMSAND OBJECTIVES

This unit aims at introducing ybu to the social determinants of behaviour pattemns

and practices that facilitate HIV transmission and the societal dimensions of HIV/
- AIDS prevention, -

After completing this unit you will be able fo:

° Describe the importance of sociat roots of behaviors which transmit HIV; -

° Identify major econormic, social and ‘cuitural conditions pr0mot1ng HIV-
transmitting behaviours; and

e Identify the major points of macro-level societal interventions needed for
I-]]WAD)S control.

4.1 INTRODUCTION

Every individual, whether child, youth or adult ora medical professional
apparently adopts a certain behaviour of hisher own free will. They are under
social influences of the family, the community and the larger society (regional,
national and international) of which they have been a part from the time of their

birth. The HIV transmitting activities are such that there is some degree of ‘risky’

behaviour in all societies. Some societal factors lead to increase in HIV-
transmitting behaviours while others may reduce the HIV transmission. Hence,
they determine the extent of HIV transmission in a population, Preventirig the

* spread of HIV can therefore be done on a Jarge scale by strengthening the latter

¢nd ~ounterino the former. For instance in India where data shows that people
engage in multiple pariner sex-outside marriage, prevention strategies must be
targeted at makingthat form of behaviour safe from*HIV. But just as important,
or may be even more, is the task of ensuring that the majority do not change
behaviours 10 adopt ‘risky’ practices. For both, we must understand what
decides Behaviour patterns, the social influences that influence their behavior
patterns and how they act,
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TABLE 4.1 : ’ _Secietal Influences on

. : HIV/AIDS Transmission

REPORTED AIDS CASES BY ASSUMED MODE OF :nd Preyvention
TRANSMISSION BY REGION AND COUNTRY

Al

Repgion & Country Hetero Homo/  IDU  Transfusion/ Mother-  Year
sexual  Bisexual Hemophiliae  -lo-Infant
ATRICA
Algeria - 6 9 5 18 $5.97
Angola - 59 19 - % 8597
Nigesia 95, 0 0 4 8695
South Africa S SR 0 1- 13 8297
Zimbabwe - 86 0 0 ] 14 8797 l
"THEAMERICAS ;
Brazil © - H oM 25 4 4 9391
Canada 13 7 13 2 | Y390
Mexico - H I g 2 V3-Yu
United States of America 13 32 33 2 0 9395
'EUROPE _
Finland . 2 69 4 4 1 $2-97
Germany . 8 0 16 5 1 8197
Russian Federalion 2 e 1 2 2 86497
UnifedKingdom = 15.  ® 8 5 2 8197
SOUTH-EASTASIA :
Indonésia 7 % 3 0 | 8797
Myanmar ' a 1 37 2 0 9597
Thailand & 0 6 0 5 9597
THE WESTERN PACIFIC )
Australia 4 80 3 5 0 8297
Japan 3 27 1 19 1 8597
Papua New Gui nea 87 4 4] 0 {4} 8497
Philippines 53 30 ] 6 2 8497

Source: Reporton the Global HIV/AIDS Epidemic, December 1997, “Working
Group on Global HIV/AIDS sind STD Surveillance’, UNAIDS/WHO, Geneva.

42 SOCIETAL INFLUENCE ON SEXUAL
" BEHAVIOR PATTERNS .

We will discuss only hetero-sexual activity as it is the major mode of sexual
transmission in India. However the baste point highlighted through this section is
applicable to all kinds of behaviours, sexual and otherwise.

Biological difference sets the male and female apart and survival of the species
requires that they interact with each other for reproduction. Thus ‘sex’ and sexual
activity are ordained by nature. The elements of pleasure and satisfaction of a
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natural urge are part of this biological phenomenon. However sexual behaviours .
are socially constructed similar to other ways of fulfilling other natural urges e.g.
the variety of food patterns for satisfying the basic urge of hunger. The societal
influence on sexual behaviour pattems is clearly demonstrated by data from
different countries and between social groups within a country.

: : TABLE4.2
SEXUAL BEHAVIOUR NORMS AND HETEROSEXUAL AIDS TRANSMISSION -

. - BEHAVIOURS OFSTUDENTS AND OTHER YOUTH

CQOUNTRY | SEX 1 %WITHSEX PREDOMINANT AIDS CASE
QUTSIDE PARTNERS RATE “
MARRIAGE {per 100,000)
INDIA M 20% * Family members,
' neighbors, friends 0,09
CSWs, ftance.
T | 5-10% **
F Family members,
_ ’ neighbor, friend,
- fiance
USA: M 70-75% . Friends, acquaintances, ‘
-t o long & short period . 13.81
- . ' | relationship with.average
' 50-60% of 2 in previous year
-F
THAILAND | M 65%"" CSWs 30.2
. F ’ ' .
| SUB- . M 50% Friends, 79.28 .
SAHARAN . acquaintances, {Zitbabye)
ATRICA CSWs, short .
: term living
3% "1 together
F (ZIVIBABWE) arrangements
* Sources: * VISHW.\ADEEPAK, 1998 ** OSKAMP & THOMPSON 1996

=xx KOETSAWANG'87 *#x¢ OSKAMP & THOMPSON
Taking the most comparable group for which data is available across countries,
university students and youth, one can observe the diversity. Table 4.2 confirms
quantitatively what has been qualitatively known that sexual behaviour patterns .
differ markedly between societies. The data canbe used to develop a broad
comparative picture across countries. '

'An analysis of Indian studies involving the youth indicates that about 20 per cent
males have had sexual experience (Vishwa Deepak’98). Inthe USAitisthe
reverse 1.e. 20-30 per cent have not been sexually active while 70-80 per cent
have had sexual experience. Among university students in Bangkok this figure for
the sexually experienced was about 65 per cent. Both in Indian and US studies
the partners were stated to be pre-dominantly friends, relatives and
acquaintances, while in the Thai context it was CSWs for about two-third of
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sexually active male youth Secictal Influences an
Among adolescent girls, 5 per cent of university students seem to have had pre- HIV/AIDS Transmission
marital sexual intercourse with a friend, relative or fiancé starting at an average and Prevention
age of 17 years (Rakesh, 1980; Basu, 1994; CCM-AIIMS;). Most often these

are limited, occasional encounters. . Inthe USA 10 per cent of all adolescent

females have teenage pregnancies outside marriage. In Sweden 58 per cent of 18

year old girls were sexually active and about half of them reported multiple

partners and regular partners. '

Sexual activity among Indian women with their fiances continue into marrage and
therefore remain part of the monogamous relationship of adolescent females. Asa
whole, sexual actlwty commences with marriage where the median age at
‘effective marriage’ is 19.6 years, With 50 per cent of females being married
before this age, 17 per cent ofall females ag,ed 13-19 years have conceived and
are pregnant or imothers. ‘ ' ’

These differerices are épidemio[orﬁcally extremely significant. Statistical
epidemiological models for generating projections of the future of epidemic have-
used the following factors (Isham 1988, May & Anderson 1987, Sclalfe 1990):
(1) the average nuniber of partners per unit time; (2) the average rate of acquiring
new partners; (3) the distribution of partner change in the population and, (4) the
pattern of partner choice and interaction between members of different sexual
sehaviour groups e.g. between those who visit CSWs and their other partners.
However any interaction between two personsis also a social phenomenon and
;exual relationships are no different.

chroductlon and Economic Systems

As human societies evolved, reproduction has been linked to property rights,
yecupation etc. and thus to production and economic systems. Institutions of
amily and community developed within socially determined structuresto
ircumscribe child bearing, childcare'and human power provided by the new
renération. Thus as dlfferent production systems developed so did somal
tructures.

Among the hunter-gatherers of food who lived as wandering ‘tribes’ with shared
yroduction and shared child wealth, the ‘community’ wasthe central social’
itructure. Asthe society-evolved and became more stable the economic systems
‘hanged. In'more stable agriculture, artisan and trading based economic systems,
woperty and the joint family were more important. - - '

vlodem industrialization and its economic systems delinks human labour from
production’. Labour is treated as a commodity and leads to commodltlzatlon of
abour. Labouris alienated from the produce and the value of number of hands
vithinthe family decreased. The available human labour exceeded demand forit.
“hild-bearing lost its value in such societies.! Social mechanisms for regulating
exual relationships changed accordingly. They are less rigid in the first situation -
s compared to the second. In the third they again bécome weaker than in the
econd as sexuality is delinked from fertility.

iocial Norms

tructuring of society also resulted in defining differing roles for men and women
1 spheres other than reproduction and assigning a fower status to the women. ,
tereotype images of desirable ‘masculine and ‘feminine’ characteristics were : 63
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created. -Sexual urges of males were considered legitimate and natural. Sexual,

uraes of the females were considered passive and therefore to be only objects for

satisfaction of male desires. Sexual behaviour of one person impinges physically,
mentally and emotionally upon the other who is involved. Asbothare partofa
social setting, it affects the families and communities of which they are members.
Therefore, for the well-being of all members certain institutions with set codes and
rules are developed by societies. The institutions of marriage and family are
supposed to safeguard the interests of the woman in a sexual relationship. it
ensures that she is not left bearing the burden of bringing up of the children while

“the husband moves to relationships with other women. The superior social status |

of men, however, converts the institutions into a means of control over women
more than over the men. The rules are most stringently applied for the women
while men’s relationships with more than one woman are more easily condoned, -
whether in institutionalized forms as multiple wives or as extra-marital
relationships. Interactionbetween two persons is affected by power relations
between the two individuals e.g, between man and woman, prostitute and client,
employer and employee and between the social groups they come from (caste,
class, race). Sk

Cultural and Religious Influence
Cultures reflect both the social striving for the weli-being of all. Social values,

ethics and norms are adopted-as checks to the unrestrained exercise of power by}

the powerful. However they can also serve to maintain the unequal power
equations in society. o X : ,

Religion represents social values and provides ways of putting them into practice. |

All religions promote social responsibility and self-restraint. They are therefore

[CTLEE I LT
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conducive to enhancing levels of responsible sexual behaviours. According to

Berelson and Steiner (1964) in the United States, the more devout people, both
men and women but especially the latter, begin sexual activities at a later age and

engage in them less frequently and more conservatively. Kinsey etal, (1948) in
their study of sexual activity found that people who practiced religion had more !
conservative sexual activity than people who did not practice religion. Thus
religion can play an important role in preventing risky sexual behaviour and :
strengthening soctally responsible behavic-s. However misuse of religion’s power,
in society e.g. by reinforcing social hierarchies such as of men over women, or by,
stigmatizing HIV positive persons as sinful is negative influence that religion can
have on control of HI'V transmission,

Marriage, family and community are also structures that bind the individualtoa
collective good. They may curb some individual freedoms even while they creatc"_-:
conditions for pursuing commonly accepted goals and a certain level of ' :
sustenance for all members. Marriage provides security to the woman, it also
tends to reinforce her inferior social status thereby leaving her open tc the whims
and fancies of her husband, forced to abide by his decisions and desires. As the;
varied forms of social structuring across the world and in Indian society itself
show, despite the same biological core, forms of marriage and family are not
nature’s creatipn but culturally developed.

L

Members of a society ‘naturally’ imbibe the social values and forms of behaviow
as they grow and interact with others within their society. Socialization is the
pracess whereby the infant gradually becomes a self-aware, knowledgeable




person, skilled in the ways of the culture into which she or he is born. While this
process of cultural learning is much more intense in infancy and childhood, it
continues throughout life. 1t changes with the individdal’s‘biology and social roles,
from child to adelescent to adult to old age. As societal conditions change or the
individual migrates to a different sociat context, re-socialization can oceur
especially under conditions of stress. Resocialization, people’s personality, values
and outlook are never simply ‘fixed’, but alter in relation to their experiences
throughout the life-cycle. In some conditions, adult individuals may experience
reSocialization, marked by the disruption of previously accepted values and
patterns of behaviour, followed by the adoption of radically different ones.

The groups or social contexts within which significant processes of socialization
occur have been called agencies of socialization.

rs

Socializing Agencies o _ _
Inall cultures, the family is the inain socializing agency of the child during infancy.
But at later stages of an individual’s life, many other socializing agencies come into
play. LT

The Family : .

Children pick up -ways of behaviour characteristic of their parents or othersin
their neighourhood or communily, Varying patterns of child rearing and discipline
together with contrasting values and expectations, are found in different societies.

Parents are able (in varying degrees) to enforce codes of conduct upon their
children. ‘ “ '

Schools

Schooling is a formal process: there is a definite curriculum of subjects studied.
Yet schools are agencies of socialization in more subtle respects too. Alongside
the formal curriculum there is what some sociologists have called-a bidden
surviculim conditioning children's learning. The social stereotype images of
nale and female roles and their relationships are often communicated through the
extbooks and the different behaviour codes enforced for boy and girl students.

Peer Group Relationships

Another socializing agency is the peer group. Peer groups are friendéhip groups
f simifar age, In peer groups “a child discovers a different context of interaction,
vithin which rules of conduct can be tested out and explored.

‘eer relationships often remain important throughout a person’s life. Particularly
1aréas in which there is not much mobility, individuals may be members of the
ame informal clique, or keep the same group of friends, for most or all of their
ves. Evenwhere they do not, peer relations are fikely to have a significant
npact beyond childhood and adolescence.

fIa.ss Media

here are few societies in current times, which remain completely untouched by
iemass media. A vast amount of research work has been carried out trying to
nalyse the influence of particular television programmes, or types of
rogramimes, on the attitudes of children and adults. Most of this research is not
onclustve. Ttis still not agreed, for example, how far the portraval of violence
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'The cultural settings in which people are born and come to mamnty mﬂuence their

‘point is easily iltustrated by the example of learning language. None of us invented

-linguistic usage, At the same time, however, understanding a language is one of

Inthe market-onented mdustnalized west a high level of material prosperity based |

_ drug abuse creates conditions conducive for HIV transmission on a large scale.

In the third world conditions of Iﬁoverty is a-significant factor in HIV transmissiori.

promotes aggressive behaviour among children. But it cannot be daubted that the
media profoundly influence people’s attitudes and outlaoks. They convey-a

‘whole variety of information that individuals would not otherwise acquire.

Newspapers, books, radio, television, films, recorded music and popular

.magazines bring people into close contact W1th experiences of which they would

otherwise havelittle awareness,

Soclahzatmn and Individual Freedom

ErEtE ]

behaviour. It might appear that they are robbed of any individuality or free will.
They might seem to be merely stamped into pre-set moulds which society has _
prepared for them. But sucha viewis ﬁmdamentally mistaken. .

The fact that from birth to death we are involved in interaction w1th others
certainly conditions our personalities, the values we hold, ‘and the behaviour in
which, we engage. Yet socialization is also at the origin of our very individuality,
a sense of self-identity, and the capacity for independent thought and action. This

the Janguage we learn as a child, and we are all constrained by fixed rules of
the basic factors making possible our self-awareness and creativity.

The Contemporary Context

With this broad understanding of how human behaviour is shaped, let us examine
what societal phenomena in the present times are leading to behaviours, which
can transmit HI'V at a high rate. Aswe have seen, socio-economic and cultural |
factors play animportant role in shaping the material, social and psychologlcal ' i-
basis of behawours :

Check Your ProgressT
1. Descnbe bneﬂy any two socuahzmg agencnes for a clu]d

43 IMPACT OF SHIFT IN
__TRADITIONAL ECONOMY

on alienated production systems and impovershment of other populatlons of the
globe has led'to a high consumption individualism-oriented economy and life-
style. The accompanying increases in sexual behaviour patterns and intra-venous




Studies from many parts of the world are showing that the problem of I V/AIDS
is exacerbated by lopsided developmental policies, which have brought abrupt
changes in traditional socio-economic structure of the societies. These abrupt

changes have actually ingested the traditional economies mostly pased on natural -

. Tesources, which have provided the base for other societal factors, For instance,
in Thailand, in the name of faster economic growth of the country, the rich forest
resource wa's exploited for wood-export. Due to rapid deforestation, a large part
ofthe population, which was living in rural areas, had lost its source of economic
support. Many of these people’s livelihoods were based on forest produce and
agriculture. Deforestation has led to change in the weather cycle aswell as soil

 erosion, which damaged agriculture, At the same time the advent of'consumerism

- and invasion of various status symbols has added fuel to the fire. Young people -

'~ started migrating towards urban centres, where they were forced to work in low

paid jobs due to their low level of education. Since their aspirations were high,

. males entered the more lucrative drug industry while women resorted to the sex

© trade. Young women find the sex trade, as barmaids, masseurs, dancers etc. one
of the best available options with less competition and more money. Remittances
in various forms made by these women to their homes in rural areas turns more

. and more girls to urban‘areas and to prostitution (Usher, 1993).

A similar phenomenon was also reported from Ghana in Aftica. In 1960, the’
Ghanaian govérnment took up a project to develop Akosombo hydroelectric,
dam. Under this multipurpose project, one of the largest man made lakes, the
Volta Lake, was created in the Agomanya area. With the beginning of the project
around 80,000 people in the area, predominantly agriculturists were displaced,
Since these people had lost their traditional livelihood and societal structure, males
started working as laborers in the project and some as fisherman. Females, who
were till now supporting the home economy by helping in agricultural works, had
no employment, but their homes were still in need of support. These females

started taking jobs in hotels, bars and clubs, from where they were inducted into
the sex trade. '

With the end of construcfion work after fiveyears, a major workforce went back.
The local males and females of the area again lost their livelihood. Subsequently
-the males of the community migrated to other areas in search of employment as
unskilled labourers. The females took their business to other citiesand also to”
other countries. Because of the poor economic conditions the next generation of
this migrant population remained in similar conditions. Moreover, because of
patriarchal inheritance in this society, a child who does not know his or her father
has no chance of ever inheriting. There were few opportunities for economic
survival for the many illegitimate children bomn during the construction boom, The
situation was especially difficult for the first cohort of girls born to young women
who were just learning to survive by selling sex to construction workers, Today,
the HIV prevalence among birth cohorts of pregnant women in Agomanya is
highest. Many of them are the daughters of construction workers for whom there

were no other economic choices but to follow their mother into sex trade
(Decosas, 1996). : '

[n case 6f males, however, the situation is not very different. Reducing
smployment opportunities in rural areas due to the degradation of traditional
‘esources and natural calamities are equally responsible for male migration, which
1gain contribute effectively in increasing HIV prevalence. For inistance,
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populations in West Africa are highly mobile. Fishermen follow the Southern coast
from Cameroon to Liberia in pursuit of the seasonal migration of fish stocks;
traders ply the coastal routes from Senegal to Nigeria; and farmers of the Sahel-
migrate to the plantations in the coastal countries to survive the dry season. _
Today, the main destination of migrants is Cote d’Ivoire. Amongits populations
of 12 million, one quarter is made up of migrants from neighboring countries. In
the capital,-Abidjan, this proportion is as high'as 40 percent. Cote d’Ivoirealso.

has the highest HIV prevalence rates in West Africa.. The-country has the largest -

" concentration of mobile populations. It s, therefore, the place to observe the

factors that make migrants vulnerable to HIV infection (DFcosas etal, 1995).

Any large agricultural enterprise in Cote d'Ivoire rhay_heive camps of 2000 younlg

male migrant workers. In these camps, the tight external {societal) control on
sexual behaviour at their original place is temporarily replaced by acultureof
male-negs: On the weekend after pay day, a convoy of 30 to 40 female

* commercial sex workers may arrive at the plantation, often brought frcm the town

by the employer, and service a meanof 25 workers each over a pertod of two

nights.

4.4 HIV AND SOCIO-ECONOMIC
SITUATION IN INDIA ‘

Reconstructing the situation in India, reveals many conditions whichlgre sigilar. A

- study among STD clinic attenders at Ahmedabad (Qujarat) report that most of

the infected male patients were migrants and their families were living in native
places (Voraet al, 1994). Therearealso studies among truckers inIndia which
report that truckers usually stay away from their homes for about a month - '
continuously; in some cases they visit their families once or twice in a year
(Bansal, 1995 and Rao €tal, 1994). Inthese cases, where nature of employment
is such buying of sex is not surprising. C

During the past five decades urbanisation in India has increased (the urban
population has become about 26 percent in 1991). This growth in urban
population is because agriculture has become non-profitable for middle and low
class farmers. Continuous loss in agriculture and incYeasing debt on these riddle
and low class farmers is creating frustration among them. Therecent news about
the suicide by many farmers in Uttar Pradesh, Punjab and Andhra Pradesh are
extreme examples to show the problems faced by the farmers. To overcome
such probiems most of these people are migrating to urban centres in search of
employment in various industries. Inurban centres these people live in slums.
Poor income daes not allow them to visit their families frequently. To satisty their

. sexual urge these people may go infor iliegitimate and paid sex. Further, the

women in rural areas remain dependent on their male partners for financial
support, decreasing the women’s ability o negotiate for safe sex when the men
return, and fostering the spread of HEV from cities to rural areas. Women who
remain in rural areas for protracted periods without their male partners may aiso
take other partners, increasing their HIV risk (Lurie et al, 1995). Overall, socio-
economic conditions are not only making commercial sex widely-available but
also generating clients for it. In this way, the socio-economic conditions are’.
playing a major role in spreading HIV infection. ' ]
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impactqfStrtictural_AdjustmeiltProgi'a.mmés' U . SocietalTnfluences on

. , S B . - . ' : - -HIV/AIDS Transmission
During the period of the last two decades the Structural Adjustment Programmes C andPrevention

(SAP) ofthe World Bank (WB) and the International Monetary Fund (IMF)
have exacerbated the pre-existing socio-economic circumstances. Under this -
programme, developing countries were forced to enter into agreément to meet
specified macro-economic targets-first with the IMF and later with the WB, if

. they need loan. The measures taken under SAP, seek to siimulate thegromh\of

the private and export sectors in developing countries, thus making their econorny

competitive on the international market. From the internationalised perspectives,
they enhance the security of loans, benefiting international lenders.and others
involved in-trade with developing countries (Lurie et a., 1995). '

The major impact of SAP on the socio-economic conditions includes {(1)
declining sustainability of the rural subsistence economy-due to the shift to the

 large scale export agriculture, logging and mining which displaces rural subsistence
~-producers, (i) rural to urban migration, and (jii) increasing poverty and the
- widening gap between poor and rich. There were 310 million persons living

below'the povgﬁty line in 1987-88. By 1992-93 the number of poor had riser: *
355 miltion (Swaminathan and Ramachandran, 1995). Thefirst and second

. ‘il_hpactf_s are closely interrelated and discussed.- So far as the thirdis concerned, it
" generates pressures for sheer survival of the poorest and creates aspirations in_

othersfor being like the higher sections even while their own conditions do not
allow it - “ S

Cultural Context .
With rapid social change, social values and priorities are in a state of flux:

- traditional structures being cuestioned and reformulated. Breaking of coercive -

authoritarian attitudes, such as the power of parents, religious dogma or
community patriarchs over the individual has released creative potential and
empowered some of the traditionally powerless, making them less vulnerable. On
the other hand the influence of processes of globalization on the reformulation of
our cultures are promoting changes, which weaken us againist the onslaught of the
menace of HIV. Aseconomic structures change drastically under structural
adjustment programmes, market driven competitiveness and insecurities increase.
material pursuits become singuldr priority and individualism prevails,

‘Consumerism and high consumption lifeé styles become the aspiration ofa greater
.section of the population than ever before, Values of collective responsibility, of

austerity, of self-restraint in consumption and in pleasure seeking, lose their place
as social ideals. Sexual behaviour becomes one of the sources of expression of
individuality and pleasure seeking. The responstbility associated with a sexual
relationship is de-emphasized, especially with notions ofindividual freedom and

loosening of family and community constraints.

(-]

- attitudes toward sexual relationships.

The mass miedia s playing a imajor role in bringing about cultural changes.
Commercial advertising is entirely devoted to establishing consumerism and plays
upon the individual weakn=sses and faniasies. Glorification of the powerful
macho-male image and of his sexual pursuits creates a negative rolemodel. The
images of ‘being modern’ are also projected through sexier dresses and freer

The desires thus generated and promoted are not possible to be fulfilled through
socially legitimate relationships, siven the family structure and the constraints on

Hiy

Erate i) it ek e

I TTTEINETTTTTOTITITTIT O -

R e

T T T T T T i

LR TP




HIWAIDS hrc\'cniiﬂn
and Control ;
Socio-Ethical I'ssues

70

conjugal life created by male migration or by over-crowded housing. Thiskind of
culture change can only increase the sexual exploitation of women. Increasing

~ sexual harassment and assaults on women and even the girl child are one

outcome. A stark illustration of sexual exploitation of women is provided by the
spate of new magazines that came into the market

' Thus for HIV/AIDS prevention with along-tcrm and sustainable
_perspective, we need o create an environment conducive to continuation of the

norm of sexual activity within marriage. Even while developing economic security
will be crucial for this, social and cultural dimensions also need to be addressed.
Strengthening of soctal values, of self-control and of respect for social ilnstitulioris
are important dimensions. Evolving gender re!atlonshlps based on mutual respect

-and sharing is the second.

45 ROLEOF MEDICAL SYSTEM lN PROMOTING
HIV TRANSMISSION

The medical system influences extent of spread of HIV in several ways. It can

. decrease the spread by diagnosing HIV positives early, providing them

supportive services and counselling in 2 manner that decreases their suffering and
social stigma, as well as ensure behaviour that does not transmltH!V On tha
other hand it promates sp-ead by-

iy Transfusing blood and blood products that have not been screened for
HIV. -
i)  Themedical system prescribes blood transfusion generating a demaidd for

human blood which is not fulfilled by voluntary or replacement donation.
‘This creates the need for ‘professional’ blood donation. Economic

. disparity g,eneratesthe supply by forcing people to resort to selling their
own blood. :

i) A significant proportion of the blood transfusion s unnecessary and

. meaningless. i

iv) Medical equipment such as needles and syringes can transmit HIV ifused .
without the generally applicable, rcitine anti-sepsis procedures. A simple
sterilization procedure practiced by the health care provider at the point of
use is the surest way to safety but is often not practiced because ofa

-negligent attitude, overcrowding in health care mstltutlons and lack of
adequate facilities and equipment .

V) The grossly unnecessary over-use of injections by practltionerq is well
known.

vi)  Stigmatization of HIV positive patients and instances of doctors’ refusal to
treat them has been a very negative influence for HIV spread. itleadsto
hiding of HIV status from the treating doctor, thus increasing chances of
spread ﬁ'om patient to patient.

Such behavioursin the medical service system that promote HIV transmission are
again not just issues of an individual doctor or health care provider. Many factors
influence it at several levels.

DR () =i




‘Professionalisation’ is, like socialisatioh, the process whereby a layperson | Socictal Influences o
becomes amember of a profession. Medical education includes not just the - HIV/AIDS Transmission

] . .- . " . ) . . and Proventior
content of medical science but also imbibing attitudes, work cultqre and ethics. wndPreventior

Non-practice of professional-ethics in general contributes to all the medical
behaviours, which promote HTY transmission. This intum is a result of several
factors. :

Social conditions and professionalisation must inculcate social responsibility and
. ethical practice. Individual proviqlers must have 1r oral strength to withstand the-
_ negative pressures ofthe societal trend but most are swept along with the tide.
- Thetide, therefore, needs to be turned.

| 46 LETUSSUM.UP

This unit has focussed upon the role of societal factors in influencing sexual
behaviour patterns and the practices of health care providers. Similar factors anid
* analysis can be extended to other behaviours, e.g. Intra-venous drug abuse.
" Economic and cultural factors contribute to shaping of behaviour pattemsina
society. Individuals retain their right to be different but are even then moulded by
the societal environment in general and théir own conditions in particular,

Check Yaur Progress I

1.*  How does the ihedical system éxtepd the spread of HIV through
negligence? : : ‘

L P P

4.7 KEY WORDS

Hetero-Sexual : Persons who are attracted to members of the opposite sex
and, ifthey have sex, do so exclusively with an opposite-sex
partner.’ : '

:Homosexual : People who are sexually attracted towards members of their
own sex (same sex) and, if they have'sex, do so with a partner

of the same sex.

Bi-sexual : People who engage in sexual activities with people of both
sexes: '

Gay * Refers to persons who have conscious oferotic inclination

towards their own sex as adistinguishing characteristic.

s
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(). The Famlly

' Check Your Progress 'l

Descnbe bneﬂy any two socnaltzmgagencnes for a child.

., | |
Chlldren plck up ways of behaviour charactenstxcs of their parents orothersin -
their nelghbourhood orcommunity. Varying patterns of child rearing and

discipline, together with contrasting values and expectattons arefound.in dlﬂ'erent '

societies: Parents are able (in varymg degrees) to enforce codes of conduct upon
their children.

(u) Schools

Schoolingis afomtal process thereis a definite cumculum of SUbJE.CtS studted

_ Yet schools are agencies of socialization in more subtle: respects too. Alongsxde :
the formal curriculum there is what some sociologistshave called d hidden .
. curriculum conditioning chiildren's learning. The social stereotype’ lmages of
‘male and female rolés and their relationships are often communicated through the

textbooks andthe dtﬁ’erent behaviour oodes enforced for boy and glrl students

‘ : Check YourProgress II _
1. . _ Howdoes the medical system extend the spread of HIV t.hrough neghgence?

: Med:cal system promotesspreadby- L
R ,TranSﬁ.ISII'lg blood and blood products that have not been screened
"o forHIV. ' -

' ('11) The medtcal system prescnbes blood transﬁJsuon generatm ga demand .
"7 for human blood whichis not fulfilled by voluntary or replacement .

" - donation. This creates the need for “professional’ blood donation.

v 'Economtc disparity generates the suppTy by forcing people ) to resort -

g .to se]hng thetr own blood

(tfi} A mgmﬁcant proportlon of the blood transﬁmon is unnecessary and
h meanmgless - :

2 :-(iv) Medical equment suchas needles and syringes can transmit I—IIV if

L. . usedwithoutthe g g,enerally applicable, routirie anti-sepsis procedures
I "'A 5|mple stenltzatton procedure practtced by the health care prowder
" - “atthepoint of uses the surest way to safety butis often not practiced
: .because of a negligent attltude overcrowding in heaith care
','-_ . tnstltuuons and lack of adequate facilities and equipment .-

. W 'The grossly unnecessary over-use of mjectlons by practltloners |s
" wel[ known. :

i o vy Stlgmatlzalton of HIV posmve pattents and instances of doctors

‘ --* - _refusaltg treat them has beena very negative influence for HIV.

R spread 1t leads to hiding of HIV status from thié treatm" doctor thus
: -mcreasmj, chances of spread from patient to pattent :
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5.0, Aimsand Objectives

52  TheFundamental Rights of Persons Lm ng wuh HIV/AIDS to Care and

5.0 AIMS AND QBJECTIVES

“that should enable everyone to deal with the HIV/AIDS pandemic and its victims

. It should positively address the need to protect public health by helping to
- promote ways of preventing the spread of HIV/AIDS.

- enhanced in the way we deal with HIV/AIDS.,
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UNIT 5 HIV/AIDS AND ETHICAL ISSUES
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Ethics in the context of HIV/AIDS deals with the basic attitudes that both the
HIV/AIDS affected people and the general public ina society should have, in
order to promote the quality of human life, even when it is disrupted by this
pandemic. The purpose of this unit is to develop the ethical or moral guidelines

with dignity, respect and love which any human being deserves while protecting

- the lives of the general population from getting infected, and enable everyoneto
promote better quality of life even in the midst of this scourge of HIV/AIDS.

Ethics of HIV/AIDS, in the context of the prevention of the disease and care of
the already infected people, should concentrate on three areas: '

1. People Affected by HIV/AIDS

- This ethics should promote the care and treatment persons affecteéd by HIV/ "

AIDS should get; it should guarantee strong action to protect individuals against
discriminatory treatment or any form of persecution or ill treatment; it should
protect the dignity of the affected as human beings.

2. The General Public

T T A e s e e

3. The Quallty of Human Life to be Enhanced
It should enable cveryone, both the infected and the non-infected to ‘live ,
positively’ with this pandemlc of HIV/AIDS. The quality of human life should be :

Conflict between public health and fundamental rights of an individual, a classic
instance of utility (for many) versus liberty (for the few), seems to be the two -
boundaries of the ethical constraints within which we have to operate in
developing this ethics. On the one hand, there is for the affected individual the.




possibility of discrimination in the form of loss of employment or residgnc:‘e and a
risk of public shunning. There is a possibility of psychological distress, which may
be acute enough to lead to suicide. On the other hand there is the concern for
public safety: the right of the public to be protected against getting infected.

Therefore, one has to strike a balance between protecting public health, and also
protecting infected individuals.. Any one-sided and divisive approach that sets
fundamental rights ofindividuals in opposition to public health, or vice versa, or
which does not give hope to both the affected and non-affected cannot be

* considered as constructlvely ethical.

~ ARer staying this unit you should be able to:

o Describe the various ethical issues in HIV/AIDS pandemic

. Identify thebasic rights of persons living with HIV/AIDS '

. Enumerate the different ways in-which these rights can be violated in the

_ effort to protect the public from infection

. 1dentify the groups of people who are likely to be dlscnmmated againstin
' the context of the pandemic of HIV/AIDS - .
e Develop more constructive ways of dealing with people living with HIV/
AIDS in away that leads to prevention of further contagion

e Explain how quality of life can be enhandced through dealmgwnth HIV/
"AIDS

5.1 INTRODUCTION

As you have already seeri in the umts covered so far, in the case of HIV a person
- once infectedis 1nfected for life —and is infectious for life.

¥

This unit deals with the ethical issues in HIV/AIDS pandemic, Beforeyou
proceed with this unit, please take some time to do the following exercise. Please
try to examine your attitudes calmly, and answer the way you feel at present.
After finishing this unit; you will be asked to do it again to see if as a result of
doing this unit your attitudes have changed.

S!:rdeuf_ Activity 1

For the folloiving 10 statements, please clioose a score. Ifvou agree with the sraremen!
1 Sullv, vou get 5. [f vou do not agree with the statement, you get 1. If vou mostly agree
with if, vou get 4 If vou mostly dixagree with it, vou get 2. If vou are in.behveen
agreeing and disagreeing you get 3. Circle the score you choose for each xentence.

wn

I'| TFivisita hospital wherethercarc HIV/AIDS - [t | 2 | 3 | 4
paticnts, Iwill avoid vistting (hem '

2 | Tam convinced thal HIV/AIDS patients contracted {1 {1 2 | .3 4
{hediscase through their immoral aclivitics ‘

4

3| Twillarguc ot the compulsory testing of the whole | 1 2 3 4
*| populatien to prevent the spread of HIV/AIDS

L

4 | Comunercial sexworkers ; lrcsprcad:m,HIWAlDS 1 2 3 4
Therelore I will arguc for uaking prostitution a
criminal offence .

W
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HIWAIDS Pnt:wr cntmn
and Control ;-

. Socig-Ethical lc:iqq_.-s .

'.7'@._

-l .HIV posnwc people should not be llllo“cd o 1] 2 3 4-
) 8-, Otice a pcrsori is.affccted by AIDS, itisbetterfor . | | |2 3 4
o HIV can bc prcvcmcd dhb lhrougﬁ criminal laws ] 2 314

o Allhomoscxmls 'mddrugnddlcls 1rcHIV—posnlwc_l 1 2 |3 |- 4

N Oﬁen persons Iwmg.,, s with I—]]V/A]DS face dlﬁiculty in obtamlng, accessto quallty
“care and treatment. Some health care professionals refuse to treat persons living -
~with HIV/AIDS for their HIV-related illnesses or medical problems that are

General[y speakmg, r the doctor has amoral duty to treat all patients, including

. "‘patlents with HIV/AIDS. This duty comes from the doctor’s professional ethics

that obliges a medical practitioner to treat all patients that they are competent to

. help.. This dutyis also involved in the oath that every doctor takes at the
beginning of his/her practice.

~ People with HIV/AIDS have the same right to health care and respectfui
_ treatment as any other person. The right to health is in the directive principles of

.. 3 -"_HIV sprc.lds lhrough needle sharing among the 1 2 3| 4 5 3 -
0L drug addicts. Thcrcl‘orc d“l]lc drug .lddlcts must -
NI bc_rulcd numcdmlclw Lo
. "'(:‘"f "SmccHIV lSdfdld[ll‘lfCCllOll :tlsa good ideato | I 2 3 4 5

pubhmsc the names of thie people who test positive
' -.il‘or HIV so that others can avoid them.

v

. _,conlmue to “ork\ulh othc:rs fur-fearofmfcclmg ) -
them.. -. - . , - . oo -

-

hinvher to die lmmcdmtcly, as thcy ll‘l\’-.. nothing 1o
hope for in life. - .

h

-| against'pcaple who Sperdll like, commercial sex . ]
‘L iworkers homosexuals and drig addicts. ) -

. UIII

.md lhcrct’orc mi’cchous

;f{(!{f'r}p all !er ci‘:_‘ded Jmn.jberS' and write the total e k
| in the next column. If vour score ismore than 20,
‘ mm atiitnde towards FHIV7ZAIDS can brz comrdered

T as not ch’umf enough.

5.2° THE FUNDAMENTAL RIGHTS OF
" PERSONS LIVING WITH HIV/AIDS
. TO CARE AND TREATMENT

unrelated:to HIV. At times they develop an attitude that HIV—posstwe persons

. arejust not worth receiving quality, expensive medical care. Apart from these

prejudices against HIV positive individuals, often there are prejudices within the
redical profession against commercial sex workers, hornosexuals injection-drug

‘ users women, prisoners, truck drivers ctc.
i --_-The ethical questions that are raised are:

' 1) ’ Do health-care professmnals have a duty to treat patients with HIV/AIDS?

:_If:)o people affected by HIV/AIDS have a right to have access to care and




~ the constltutlon Amcle 47. Article 21 ofthe constitution guarantees nght tolife as
a fundamental nght. HIV/AIDS patients are in no way excluded from this

fundamental right. Health-care providers therefore have the obligation to provide -

- that care, and it is unethical for any health provider:

(1) Torefuse to prowde care for any person who is HIV-p051t1ve or who has |

AIDS, or

(ﬁ) " To make the care of any person conditipnal on that person having an'HIV
‘ test. : ' - N

Though the physicians have an obligation to treat patients with HTV/AIDS, this
obligation does not seem to be unlimited. (There are some factors, which might

- limit the obligation. Some of such factors are, for example, excessive risks,
questionable benefits and incompetence of the health care prowder) Sometimes
people are refused treatment using such clauses.
Another important issueis that, while one can assert a duty to treat, one cannot
-argue that the medical | professionals or the general public have aduty to be
unafraid. Si milarly, one cannot coerce empathy or any other feelings or attitudes
that.are essential to the development of caring relationships between physicians
and patients. It should come from an attitudinal change on the part of the health
care professional. Therefore there s a need to stress the importance of educauon
of health-care workers and institutions about: :

~+—  howtotreat HIV, , .
° the risk (or absence thereof) of patient-doctor contact,
e  themethods of preventing transmission,

. their ethical and legal dutiesto provide care, and
. ® theexistence of significant legal penalties.
Check Your Progress I

1. " Why does the HIV/AIDS patient have a right to care and freatment? |

.............................................................................................................
.........................................................................................................
L e T

..........................................................................................................

5.3 THE FUTILITY OF DISCRI'MINATION AGAINST
' PEOPLE LIVING WITH HIV/AIDS

'The core of the Universal Declaration of Human Rights is the postulate that all
human beings have equal rights. Denying human rights to people affected by
HIV/AIDS is demal of this fundamental.right and thus discrimination.

How a government chooses to confront the AIDS epidemic reﬂects its underlymg,
‘interests; values, and systems, as well as those ofthe society it claims to serve,

~ HIV/AIDS anqg
Ethical Issues
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HIV/AIDS Prevention How a country treats its own people with AIDS and HIV — or thoseat risk for

and Control : HIV -thus would reflect its general approach to human rights. HIV/AIDS thus
Socio-Ethicul Issues \ ; .
becomes an acid test for a country and its government regarding its respect for
human rights. : .

In the context of AIDS, respect for human rights and dignity of those affected by
this malaise is not only 4n ethical and legal imperative, but also the basis for our
T efforts to prevent the spread SFHIV. IfHIV infection leads to stigmatisation and

discrimination, those affected will actively avoid detection and contact with health
and social services. The result will be that those most needing information,
education and counseiling will be ‘driven underground.” There can no longer be

‘any doubt that respect for human rights saves lives. Indeed, therehasbeena |
realisation that protection of human rights is a necessary component of HIV/AIDS
prevention and care, and that health and human rights areinextricably linked.
Discrimination hurts the fight against AIDS. Therefore the protection of the rights
and dignity of HIV-infected persons is an integral part of the Global AIDS
Strategy. Inshort, the human rights of HIV/AIDS patients must be protected for
the following reasons: '

(1)  Becauseitistheir fundamental right;

(2) Because preventing discrimination helps ensure a more effective HIV

' prevention programme; ' : :

(3)  Because social marginalisation intensifies the risk of spreading the HIV
infection; and .

{(4)  Becauseasociety can only respond effectively to HIV/AIDS by
expressing the basic right of people to participate in decisions which affect
them. S '

The protection of the uninfected majority depends upon and is inextricably bound
with the protection of the rights and dignity of the infected persons. As mentioned
earlier: “If our society cannot take care of a few who are HIV/AIDS
affected, it may not be able to save the many who are healthy.”

Types of discrimination

. . Three different possible types of discrimination can be listed below inorder to
point out how it is counterproductive:

I.  Against high-risk groups ‘ ‘
Persons who do not belong to this catégory place themselves at risk through the
sexual behaviour that they choose, On the other hand, others in the so-called
‘risk groups’ may well have chosen to behave in ways that do not place them at
risk. Hence discrimination becomes meaningless.

2.  Against HIV-positive people

\ The ethical basis for non-discrimination is the ancient principle that equals should,
be treated equally — that distinctions should be made between people onlyon
grounds that are morally relevant. The significant thing about someone who is
HIV-positive is that, as a carrier of the AIDS virus, that person may be
instrumental in bringing about the illness and death of another person. If, for
instance, within the closed and imposed context of a prison, people are located in
different places solely on grounds hat they are HIV positive or negative, it may be
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morally justified. It is, however, not ethical if the prisoners in the HIV prison are
offered worse facilities When compared to the HIV negative prisoners. If a prison

is named as HIV prison, it would rightly be considered a breach of fundamental
right to make a person’s medical condition a matter of public knowledge. It might

be practically impossible to achieve such segregation without breaching this ethical |
principle. ' :

3. °  Against people with AIDS > _
" They must be protected from arbitrary shunning in work or housino ».s HIV/AIDS _

does not spread through social contacts. Therefore social discriminatio 1towards
them is unjustifiable.

Suggestion for Combating Discrimination
Some suggestions for combating HIV/AIDS-related discriminatioa include:
® making changes inthe area of human rights legislation and enforcement,

e / - crealing a more supporiive environment for persons living with HIV/ATDS

" aswellas the groups most affected by the disease,
° strengthening anti-discrimination laws,
. expanding legal services, -

HIV/AIDS ind
Ethical Issues
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* ‘developing more rational insurance practices,

- e " educating health-care providers.

Proactive responses are those responses that seek to identify the causes of
discrimination and to deal with these before conflict arises. They are important
while dealing with'HIV. Reactive responses are those rasponses that depend
upon those who are discriminated against seeking redress after the event. Itisto
be stressed that various proactive responses include legislative responses,
advocacy, and public declarations by influential individuals or groups, proactive
ethical approaches and educational responses. The approach in this Unit can be
considered as a proactive ethical approach.

The Question of HIV/AIDS and Insurance o
Since alevel of discrimination is the essence of insurance policy, especially of - .
healthiinsurance, it may be difficult to exclude testing and consequent exclusion of

HIV-positive people from life insurance. Some sort of arrangements for the care -

ofthe ATDS patients should be one of the priorities of the government

\

Check Your Progresss I1 :

1. Why there should not be any discrithination against people living with HIV/
AIDS? Givereasons.

.........................................................................................................

‘5.4 ETHICS OF LEGISLATION ABOUT HIV/AIDSI

Models for Legal Intervention

One pf the responses to HIV/AIDS hasbeen an- ‘epidemic’ of laws and policies

enacted by many countries all over the world. These laws relate to public health,
civil liability for HIV transmission, discrimination, homosexuals, sex workers and

- their clients, employment, injecting-drug-use, therapeutic and preventive goods
- (including condoms, HIV test kits and injection equipment), the media,
- . broadcasting, censorship, privacy, etc. As early as May 1991, the Worid Health

Organisation listed 583 laws and regulations concerning HIV infection wid AIDS
enacted by different countries. To this, morethan 170 laws from the United States
had to be added. -

The effectiveness of this legal response, however, has to be evaluated, Inthe
words of one legal expert, this ‘judicial outburst,” while it may have solved some
problems, has caused the appearance of “a new virus, ‘HUL’ (= for Highly
Useless Laws).”! 1t is generally agreed that many of the legal or policy responses
to HIV/AIDS are useless and often ¢an be harmful and counterproductive.
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.l' Instead of being based on an understanding of the medical issues, medical : - HIV/AIDS und
. research and its findings, they re driven more by fear and the resulting public Ethical Issués
+ demand for action. We know that the legal response to HIV/AIDS is important, '

. butwhat should the legal response actiially be? o :

Legislation in this matter should be able to assist in strategies for the care and

. treatment of people with HIV and help to reduce the spread of HIV. The

| approach of the law in responding to AIDS should encourage the cooperation,
confidence and trust of those infected and at risk by protecting their.dignity and .

integrity.

“There could be_thfee main mogels through which the law can be incorporated into
“HIV/AIDS policy: - : : .

(1)  Thetiaditional proscriptive modé_l that p;nalizcs_ceriain forms of conduct.

‘2)  The ntodel that focuses on the protective function of the law and the need
to uphold therights and interests of persons living with HIV/AIDS.

(3) - Athird modelthat seeks to use the law actively to pl_'oniotethe changesin -
~ wvalues and pa“terns of social interaction that lead to susceptibility to HIV .
infection. - T -

Proscriptive model ‘ . : :

A large number. of countries have adopted provisions for compulsoryreporting of o

HIV and AIDS, providing penal sanctions for knowingly spreading HIV, \
. .establishing procedures for mandatory testing for HIV, or enacting. other -

proscriptive laws directed specifically at HIV/AIDS. The coercive nature of such

laws, far from encouraging condict that will reduce the spread of HIV, has -

actively impede prevention efforts by alienating those people who are at risk

of HIV and making it less likely that they will cooperate in prevention

measures. Lawmgakers must be sensitive to not only to the direct but also to the

indirect impact of legal sanctions.. The particular dynamics of AIDS and HIV

infectioh suggest that proscriptiveaws will rarely be an appropriate policy

response if they seek merely to target the conduct of people with HIV or activi ies

that give ris€to HIV infection risks. In this guise, the role oftife lawisa negative

one rather than a positive one, and the challenges of HIV/AIDS are such that an

effective policy requites more than negative prohibition. Of all the different models

ofthe law one can follow, the proscriptive model has the least scopefora

c;ea;iye ﬂmlication-to policy formulation. - - .

Protection of an individual

The second model for the role of law in HIV/AIDS policy focuses upgn how --¢
law can protect people from discrimination, breaches of confidentialiygand oth
harmful and undesirable occurrences. This model has been of central importany 2
in the context of the legal response to HIV/AIDS because of the proliferation of -.
discrimination against people with HIV and because of the increasing recognition,
both nationally and internationally; of the ifterplay bétween AIDS and human
rights. Protective laws may help to enlist the support dnd cooperation of people at
vsk of HIV in preventiori strategies. Decisive and firm legal intervention may be

‘whatis required in the context of measures to protect the rights of people with
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Proactive Model :
The third model for legal intervention mentioned above is the most controversial,

‘but arguably méy also be the most important. It operates on a broader and more

far-reaching level. It suggests that the law can play a proactive role not merely in
mediating rights and obligations as between individuals but also in seeking lo
change underlying values and patterns of social interaction that create vulnerability
to the threat of HIV 1nfecnon

The challeng,e for HIV/AIDS pohcy is to recopnise the need to-address not only
what might be called the ‘FII V/ATDS-specific’ issues, suchas HIV education -
programmes and research into new barrier methods io preveit HIV transmission,

“but-also the underlying social and economic factors that deprive individuals of the
power to protect themselves against HIV infection, The faw can beused asan
instrument to provoke or reinforce the reqmred changes, “‘as a sword rather than
amere shield.” These interventions will require a creative approachto the law,
which recognises that the Jaw can play more than just a direct proscriptive or -
protective role. With such an approach, thereis a real potential to-use the law
proactively and constructively in response to FHIV/AIDS.

55 FUTULITY OF CRIMINALIZATION OF HIV. |
TRANSMISSION'

Whether or ot the criminal law should be used to deal with the behaviour of
persons living with HIV/AIDS who put others at risk of contractmg HIV is one of ,
the most hotly debated topics. " :

"Any person who engages in any high risk behaviour Lnbwinu that he or she has
been infected with the human immunodeficiency virus is certainly committing a

T
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- ~minal offence. The routes of contagion are usually used as a norm to demarcate |

HIV/ArDS populatlon into two categories: the guilty majority and the imocent

' mmomy %2y men, injecting drug uskrs and promiscuous men and women are

supposed to b ~*ong to the first category, and haemophiliacs and other transfusion
casesto the second category. :

In attemptingto ‘criminalize’ certain behaviour by people infected with HIV, the
criminal justice system at times tends to ignore the conclusions of public health -

officials. The strategy of some prosecutors of chary ng people with serio scimes -

for committing Certain acts while knowing they are infected, discourages people
fromlearning thelr HIV status and seeking diagn~sis and treatment. Further, by
attempting to charge people with serious crimes for actions that cannot transmit
the virus, criminal justice'system is undermining efforts to educate people about
thereal risk of transmission. Thereis a real risk that judges and juries will punish
people not because they have committed dangercus:cts; but because they are
homosexuals or cor‘nmér- ial sex workers or drug‘users

l
Public hca]th laws will be better suited than cnmma lawto deal with those
individuals who, knowing thiat they are infected, cngage in behaviour likely fo
transmit HIV without usir’; precautions and without previously informing their -
partners about their HIV status. '

L]
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Many argue that traditional criminal laws are ill-suited to the context. They seem
to be ineffective and inappropriate in dealing with conducts likely to transmit HIV.
Unlike traditional penal laws, statutes made in many countries regarding HIV do
not require proof of either ‘harm,” ‘causation,” or ‘state of mind’: it is sufficient
that the accused engaged in the forbidden behaviour - persons would commit a
criminal offence if, knowing that they are HIV-infected, they engage in sextial
intercourse or other activities that could potentially transmit HIV, without
previously informing their partner about their positive HIV statu.:
However, it must be pointed ouit that in this matter, use of criminal law serves only
a limited purpose. For example, in a case where individuals knowing they are
infected chcose to engage in behaviour that will probably lead to the infection of
. others, criminal prosecution for the purpose of punishment and deterrence can be

. justified Also, creating a provision.that would deal only with HIV/AIDS, thereby

- singling out HIV/AIDS from other serious communicable diseases is blatantly
unfair to HIV/AIDS patients. The criminal justice system may be an
inappropriate mechanism through which to combat the AIDS crisis,
Criminalisation of HIV transmission would encourage people to avoid testing,

threaten the privacy of sexual relationships and encounters, and raise a risk of
official harassment and abuse. )

Even those who argue in favour of using the criminal Jow affen concede that

it has only a minor role to play inpreventing the spread of HIV and that
ultiniately the major role will be Played by education rather than coercion.

Check Your Progress- 11

I What are the main models through which law can be incorporated into
the HIV/AIDS policy? -

...........................................................................................................
.........................................................................................................

........................................................................................................

-6 ETHICS OF DEVELOPING DRUG POLICY
_AGAINST HIV/AIDS

L. - . . .
:the 1980s, when AIDS brokeout, the s rstem regulating the approval of new
ugs underwent some c.ranges as aresult of ATDS activism. There certainly
t1saconflictber ceen the anxiety and urgency perceived by those seeking
" -Cess to new drugs and treatments on the one hand, and scientific method, on
- @ other hand. Both lad their justifications and both sets of demands must be
&en as legitimate. However, it is ethiéa]ly very important to conserve the central

Joints of the philosophy of drug regulation. Drugs should not be licensed for

HIV/AIDS and
Ethical Issuey
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accessingkt_hese Sepvices. 1
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marketing until they have been proved safe and effective under proposed
conditions of use. Any change in the process regulating drug approval should be
at least consistent with, if not positively enhancing of, the-ability to speedily - -

" conclude sound scientific evaluations of any new treatments. On the other hand,

it can be said that people with fife-threatening ilinesses like AIDS or cancer have

_exceptional rights, and should be allowed access to experimental drugs before

these have been formally approved.

Thé irrliportar}t tenets ofa heaifhy drug-policy should prevail in ofdlér to remedy
potential manipulations and exp[oitatiori by the drug industry of both the medical

profession-and the patients. = -

Check Your Progress IV D s
1. Any way the AIDS patients are sure to d’e of this disease. What is then
wrong with trying some untested drugs on thern? Discuss.
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‘Drug Addicts and HIV/AIDS T | i.
, . : .
'Until the out >raak of HIV/AIDS, drug-addiction was considere1in gen rafgs & "
law-and ordet problem, or a crime. The advent of the AIDS pandem.c has
changer=it. It has become a public health concern. A sensible strategy in dealing -
" with dr.g-addiction would be to aim at harm minimisation, rather than total legal
prohitition, o ' . :

-Instead of reaching out to the-drug addicts with the healing touch that they
require, often they were discriminated against and ostracised. A group thatwas
often most in need of services-was denied access or actively discouraged from

- . ) s -
The exjzting druglaws in many countries nogatively affect effortsto prevent TIIV
infectiyr-and to care for HIV-positive druguss 5 These laws and policies make
it diffid. ot to reach and educate them. Tt is becavse drug useis treated asa
crim‘nal ¢ ctivity rather than a'health issue. They create a culture of marginalised |
peopie, drving them away from traditional sociat support networks, They foster a
celuctanr- *» educate about safe drug-use practices, for fear of condoning of - ..
encouraging theuse of illegal drugs. They foster publicattitudes that are . '

. vehement} anti-drug user, creating a chim: “ein w_hLl tis difficult to persuade . ;
people t= care abeutwhat happens to the'r Zellow citizens who use drogs. They

" focus tA0 much attention on punishing peoplé whg use drugs, thereby™ A
downplayinig critically important issues such as why people use drugs and what

.-
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. canbe doneto help s'top unisafe dru';;-use pr'zi'ctic_,es. The drug usérs, rather than -
being offered easy access to treatment for both their drug use and HIV/AIDS, are
being “driven underground.” ' - '
- There can be no question that concern about HIV/AIDS, especially about the
* connection between the sharng of contaminated needies and the spread of HIV, .
Many are officially embracing the so-called “hpﬁn-red_hction approach” to drug
use. Under this approach, the first Fri-rity i§ to decrease the negative .
consequences of drug use rather than ts . *valence. Thereis a distinction
between harm-reductior approaches and approaches advocating
decriminalisation oft drugs. Harm-reduction approach may or may rot include-
. the goal of decriminalisation of drug use, but, even ifit does, this will only be one
" of many components of astrategry to reduce the harm from druguse, rather than -
“its primary goal. Supply of clean needles should be seen in this context, and not
in the context of promoting a perrnissive_attitudg_towards drug use.
, - e
. Homosexuals and HFVW/AIDS . _
\ Human Immunodeficiency Virus can spread through anyintimate sexual contact,
- whether it is heterosexual or homosexual. The fa-t - 7 the effect of buman
- immunodeficiency virusis the same whichever way i. sntersa human body. We
may have different mozal or ethical convictions regarding different sexual B
orientations. Once HIV affectsa person, it is unethical to discriminate him/her on

the basis of our moral convictions about various sexual ori #acations, Theethical -

‘duly of everyone s to reach out to those unfortumate fellow htnan beings with
compassion and care. ' - '

. Statements liks “4/ gay men he ve AIDS and are infectious,” or “Gay men are
to hldme for A DS, or “All d-ug addicts have AIDS and are infectioits, ” are
as absurd iike s atements like “A// heterosexuals have AIDS” because AIDS
can.spread thre . xh heterosexual contacts too. - ol I
Often people with HIV infection ér AIDS are not referred to as members ofa

- single community or society to which we all belong, but as ‘them. This process of
creating *Us’ 2 ﬂ‘lyhgmf ts called a process of *disidentification.” This process of
‘disidentiilcqt_i%?:};{ié‘if]herent in all forms of discrimination. The advantage of this
misidentification.is that it helps us to discriminate against ‘them.” HIV/AIDS isa

" good example of'this. Most citizens are not involved in the AIDS fight: they are

__\uninyolved'_because they do not perceive themselves to be atrisk of infection. .
Others are different. Gay and bisexual men and women and intravenous drug
USers represent the “them” to a large majority of the population. Persons infected,
or perceived to be infected, with HIV are regarded as alien and threatening. This
is one of the most unethical attitudes .aat1s < %, ! “~med in the Sacred Writings of

.l the religions in our country, and this atfitude can be described as one of “self-
righteousness.” o o S

:Prostitution (commercial.sex v.;.rokers) and HlWAfDS, - ‘_ :
Usually public healthfnitiatives and média acconnis emphasise the role of CSWs
as people wh infect others rather than people who are infected by othel.. |
People do not segm to be concerned about whether CSWs themselves get
infeCted from their clients and die. The only discussion is whethértheytfans\mit
the virus to their male customers, who then pass it on to their ‘innocent’ wives and
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"« children. All over the world, CSWsare being made the scapegoats for
- heterosexual infection. This scapegoating is taking place in the context of'a general

viewing of women as vectors for transmission of the disease to their male sex
partners and their babies. Laws were introduced to protect the interests of

“'CSW¢’ chents considered to be potentially innocent victims of AIDS, at the

expense of CSWs on whose side guilt is deemed to lie.

Certainly, there is a legitimate community interest in regulating, and in some places

controlling and prohibiting prostitution.

. Earlier we have dealt with the questlon of mandatory testing directed to CSWs

and suggested altematwe ways of reducing the spread of HIV among CSWs and

" totheir clients. The attitude of compulsory measures, which focus exclusively on
- CSWs, but not on clients, is "evidently unjust and unethical.

The importance of examining existing laws on prostitution was also recognised by
the WHO, which held a consultation on HIV epidemiologyand prostitutionin
1989. One of the recommendations put forward by the consultation was to

. organisea meeling’ ‘with appropriate representation from the international legal
e and, civil nj,hts commumnes” to-address issues such as “laws which impinge on
'.-socaal economlc and Ieg,a! ng,hts of CSWs and therefore impéde HIV prevention
"eﬁ'orts PO

. '”.Women and HIV!AIDS ' ' Co :
~The I-HWAIDS pandemlc hlghhghts the plight of human beings who are victims of |
“the: {vorld’s most pervasive inequality - women, The HIV epidemic seems to have
'j--_'-taken the age old sexwal, economicand. cultural subordination of women and
'.:trémslated itintoa duth scntence for women.

E '-The most stnkmg, featurc in deahnb w1th women and HIV/AIDS is that it deals
- ",wnh \ﬁomen as mothcrs or as future mothers, and rarely about women as
" women and the many problems they face in dealing with HIV/AIDS.
~-As pomted outearfier, evér since the finding s that administration of AZT and or
" similar drug,s 10 prcgnant HIV-positive women can reduce transmission of HIV
from mother to child, many people-are advocatmg, oompulsory testing of pregnanl
. women ‘of childbearing age; and/ornew- _brrns. The concern was and is the ]
- ‘reductlon of HIV transmission from mother to child, and the early detection of
< 'HIV, mf‘ectlon innewsborns: Béfore thediscovery of the'eftectiveness of AZT, the :
R fear was that & compulsory screening programme among pregnant women would

lead to advocacy for abortion, and would take women’s reproductwe choices

N away from thcm

The ethlcal issue here is that women who are not pregnant or of chlldbemnb age |
_ ﬁnd itdifficult to access HIV testing. This raises the issue of whether thereis less
_-concem about the welfare of women than for that of their children or potential

_chlldren Provisions must b made that testing of women should always be
accompamed by concurrent legal protection for them, suchi as anii-discrimination
and informied consent laws, and it must be linked to the availability of early clinical
intervention programmes to them. , ' o

Attempt to address the needs'of womenand chlldren with HIV must, for reasons

,both ethtcal and pragmatlc be broadened to encompass more of the women’s

i B
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own health dnd support necds. 'Women must niot only receive the message that
health systems are interested in them only or pri jimarily berause of their children,

Woman’s varying life situations should he systéinatically taken inte-consideration
in the formulation of responses to the ep:demlc .
Poverty and H IV!AIDS _ -
Poveny becomes a realily in relation to HIV infection - some people become
-poor because they have AIDS and people who are poof can be more at risk. In
developing countries poverty seems to playa central causal role in AIDS
epidemic. When informed about the fatal nature of HIV 1nfect|on the statement_
thata poor man living below poverty line in  India made was; “I prefer to dle of
AIDS than of poverty and f‘amme " Therefore many see the rellef of poverty asa
key to prevention of FIV/AIDS, espec:allyln these countnes Itistpue that -
programimes to combat AIDS inthe developing'c countries are mewtably drawn
into the wider econom1c and sacial problems of the people wnh whom they are
involved. . . :

' ' /.
AIDS hasbecome a major polmcal lssue It is 3,ood to an extent because action -
in national and international level can be promoted to combat the disease inthe
" context of eradicating poverty. The unacceptable side eﬁ‘ect of pollticrsatlon of

HIV/AIDS, however, i$ that it tendstodwldehumanbelngsmto someas

prwlleﬂed and others as underpnwleg,ed Many people oftén see the disease as

an affliction of margnal groups. Asaresult; theytend to sée the ethlcal and legal e

" issues generated as essentially maltersof human rights: the margmal groups have
to be protected against the discrimination that 1sprompted by their assumed
connection witha lethal and mcurable infectious disease. Here the I'CS]JO[lSlblllly to
ouard against the spread of infection is considered to be the responsibility of
everybody else, not of the victims. Others, perceiving the issue intérms of guilt -
and innocence, of morality 2 and immorality, seeks solutions in legislation directed

‘ against the target groups. What isneeded here is the necessity to beunited and .

.r have the fellow-feeling and a common sense of human vulnerablhty in dea]mg, wnth
HIV/AIDS. - : -

5.8 LIVTNG POSIT]VELY WITH HIV/AIDS

~ Thereseemsto be universal conwctlon that ethtcs whether.we descnbe it as
morality or dfir: Jna, deals W1th~the pnnr:lples of human duty, ofg 5ood conduct or
- the logic of moral dlSCDUFSG From the beynnm_r, 1 the-ultimate goal of ethics was -
real g,oodness and happmess of human persons.” Ethics is, thus, the science that
“shotild eriable us {6 attain that g g,oal in our life that can be described as human self-
reahsatlon or sadhana. This g 1,oodness and happmess ultimately dependsona.
person °s relationship with other persons, the nature where he/she is situated and .
" Tiving, and his/her way of dealing with the ultimate questlons oflife, 1ncludmg,the '

" possible relationship with the Ultimate Being. Han‘nony inlife has been the etemal '

i

|

| quest of sages of this country, harmony with safya. andDhamw COSI’I’HC order
t ontoloycal realm of | the self and soclal obhg,atlons ; no

¥ Ethics in the context ofthe pandemic of HIVIAIDS should be one that enables
people who live with HIV/AIDS andall others to achleve greater qualtt}r of life.
HIV/AIDS may also be considered as a “moral bqo_ster!” for, HIV/AIDS -

-touches all the important existential variables of hurnan life: “The A1DS epidemic

" HIV/AIDS and
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has rolled back a big rotting log and revealed all the squirming life underneathit,
since it involves, all at once, the main themes of our existence: sex, death, power,
money, Ic*2, hate, disease and panic.” (Edmunc *hite : 1986).
AnthonyPerkins, (1932-92), U.S. screen actor made this statement published
posthumously in [idependent on Sungday (London, September 20, 1992): “I
have leared more about love, selflessness and human understanding in this great

.adventure in the world of AIDS than I ever dia in the cut-throat, competitive

world in which 1'spent my life.”

Having a positive attitude to life means:

. knowing and accepting that they are infected

« knowing and understanding the facts about AIDS

° taking steps to protect others from their infection -
‘. taking care not to expose themselves to further HTV infection or other

T infections . : o _
-®. taking special care of their physical health and treating symptoms ofill
health as soon as possible. : -
" e - having access to emotional support
N continued participation in social life .
> eating well and avoiding or learning to cope with stressful situations,

LA

This attitude can be described as “Living Positive[y with AIDS.” Toillustrate
what it means “to live positively with AIDS”, the following quotation from a-book
by Noerine from Uganda entitled #e Miss Yorr All seems to be very helpful;

“Living‘positivé!y with AIDS. The public health messages were saying: “Beware

- of AIDS. AIDS kills”, “You catchit and you are as good as dead.” There were
. .o messages for those people who were already infected. What was implied was

that people who were already infected should die’and getitover with. [ eople
with HIV and AIDS were seen as dying. We adopted the slogan of “living

positively with AIDS.” For usit was the quality rather than quantity of life that

was important. Once infected with a deadly virus like HIV people need to take
definite steps to enhance the quality of whatever life they have left. They must

~ develop a positive attitude to life.

This seerﬁingly_comptex philosophy is attainable. Achieving positive livingisa-
process, with ups and downs, in which we all need support. It is part of working

.through the various feelings that having HIV may bring: shock, denial, anger,

bargaining, acceptance and hope. Counsellors, carers, and friends should learn to
recognise this instability, and not be frustrated when progréssion through the
stages seems erratic, and we regress to former emntional reactions. We need to
be accompanied through these stages by a sensitive, unuerstanding friend who

_pledges to be there for us.

“The slogan is ‘Living positively with AIDS’ and calis on everyonein society,
infected or non-infected. To the person who is infected it calls on them to live
responsibly with the HIV infection in their blood, to faceu ptotheinfectionasa
starting point. It calls on them to recognise their responsibility to society, the
responsibility to retain the amount of virus they have in their blood, and not spread




itaround, by making the effort not to infect others. It also calls upon people who
gotinfected to look after themsélves better, and preserve themselves until a cure
comies. 1t calls to people who are infected to remain actively involved:in society,
and in social activities within society. It also calls upon the rest of society to-
support people with HIV infection so that they can fulfil their.

~ obligations...Acceptance of people with HIV or AIDS within our communityisa
'veryimportant starting point for dealing with the problem.” (Anthony Perkins). .

With the onset of HIV/AIDS, suddenly life becomes both very precious and very
precarious. Every second, and every moment of life, acquires anurgency. ltis

. important to live every second. Everything from fear toﬂmpe becomes very vivid. -

~ Therg areAIDS patients who claim that they felt they had really come to life for
the first time" through this disease. The aim of learning to live positively with AIDS
is to survive and live as creatively a$ possible with the disease, to maintain some
sense of control and s sei.-esigem in the face this fatal illnss.

The decisive question one has to ask in our‘co.ln'try in the context of dealing with
HIV/AIDS is whether our attitude towerds people living with HIV/AIDS, our -
efforts at containing the contagion of this disease, the way we care for HIV/AIDS
patients, enable all of us, the infected and the hor infected, énhance the quality of
life. -

Student Activity 27 o _ coe

Please do the following exercise, which you did at the | ﬂu’mmn_s, of this unit, and
seeifthere has been anattitudinal change In you towarcs F"Y/AIDS

For the fatlowing fﬂ.vmfr:men.f.\', please c!mo.\-c a score.. If your agree with the statemert
Jully, vou get 5. If vou do not agree with the statement, you get 1. If vou mostly agree

| swith it vou get 4. 1f veir mostly disagree with it, you get 2. If you are in bztweert _

| agrecing aud disagréeing vou get 3. Circle the score your chonse for each s:r tence.

- F1

1 | IfIvisita hosﬁilal where there are HIV/AIDS i L2 |3 4 3
: paticnts. I will avoid visiting them s .
Tant convineced (that HIV/AIDS patictScontracied | 1 | -2 3 3 5

S

the diseasc through their immoral activitics

Fwill arguc for l‘hc-cpmpuisor_\' testing of the whole | 1 213l 4|3
population-io prevent the spread of HIV/AIDS

L

+ | Commiercial sex workers.are spreading HIV/AIDS. 1.2 413 4 5
' Therefore T will arpuc for inaking proslnullon ] '
eripiinal pffence

5 | HIV sprc.ldslhmu;,h needle slmrml, among the ; 2 3 4.1 5
drug addicts. Thercfore 1lllhcdnlg,.1ddlcts st o
bc_|.nlcd lmmedl.llcl\ :

6 SmccH[Vm.l fatal infection, ling,OOdldCd o |1 2 3 4 |3
pub‘msc the names of the people who (esl pusm\c
for HIV. so that others can avoid them.

-~
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.ll-{ntu‘}”é?n]:foffcvcnmn 7 | HIV posilive people should not be atlowed 1o 1| 2 3 4 3
Socid . continue to work with others, for fear of inlecling -

Socio-Ethical Issucs
' R _them.

8- |- Once a person is affecied by AIDS, it is belter for 1 2 3 4| s

' invher to dic immediately, as they have nothing to .

hope forinlife. |

9 | HIV can be prevented only through criminal laws 1 2 3 4 5
against peeple who spread iy, like, commercial sex
waorkers, homosexuals and drug addicts.

Lh

101 All homosexuals and drug addicts arc HTV-positive | 1 2 3 | 'y
and therefore infectious.

Add up all the circled mnmbers and write the rotal
“in the next colimn, See if your score has changed .
Jrom what it ways before you went throught Hhis unit.

_ _ If you see changes in your attitude towards people living with HIV/AIDS in
- _ comparison to the same exercise you did at the beginning of this unit, and your

score is less than 30, then you have certainly profited from ths unit,
Conuratu]atlonsl

'C‘l.leck Your Progress- V

1. - Whatis the main injustice done to women in the context of HIV/AIDS?

2. How does poverty lead to the spread of HIV? B

59 LETUSSUM UP

In this unit on HIV/AIDS and ethical issues, we began fearning by doing an

o exercise in which we 1sqmned a certain score to the ten stazemerits on HIV and
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related issues. We then went through the fundamental rights of persons llvmg with - HIV/AIDS and _'
HIV/AIDS to care and treatment, discrimination of people living with HIV/AIDS, | - Ethical Tssues |

ethics of legislation about HIV/AIDS as wel] as ethics and HIV vulnerable -
populatlon We also discussed about living positively with HIV/AIDS. The o
exercise we did in the beginning helped us to understand where we were before
we studied this unit and the) repetition of the same exercise helped us to find out to

what extend we have profited from this umt

5.10 'KEYWORDS

LEthics : The Scrence of morals in human conduct

Infections : A person is infectious, when he/she has been 1nfected wnh a .
- pathogen, like HIV, and is capable of transmrttmg that pathogen to
- another person. _ o

Sexuality : Thetotal ofan mdlvrdual s sexual makeup Itmcludes 1nhentedand
© racquired factors. :

Fidelity : Refers to being faithful to one’s chosen or given sexudl partner and
- havingsexual relationship only with that partner usually within '
marriage, .

511 MODEL ANSWERS

Check Your Progress I
1.  Why docs the HIV/AIDS patlcnt have a right to care and
' treatment?

The HIV/AIDS patient has ari ght to care and treatment because the right to
health and right to life is part of the fundamental nghts and directive principles of
-.our constxtutlon ' :

"Check Your Progress- II

1 . Whyshould notthere be any dlscnmmatlon agamst people hvmg with
HIV/AIDS? lee reasons.

. Thecore'of the-Universal Declaration of Human Rights is the postulate that all
human beings have equal rights. Denying human rights to people affected by HIV/
AIDS is- denial of the fundarhental rights of these panenls The netresult of this
discriminative feeling is that it hinders our efforts to minimise pain of the patients
and the transmission of HIV. IFHTV infection leads to stigmatisation and
discrimination, those affected will actively avoid detection and contact with health .
and social services. The result will be that those most needing information,

education and counselhng will be “driven underground »

Therefore a socrety can only respond effectively to HIWAIDS by expressmg the
basic ri ight of people to participate in decisions which affect them. Discrimination,
_inshort, is counterproduclwe :

- ._,91_:,
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5, Thomas Gracious, (2001) HIV educauon and prevention : Looking

(A

Chcck Your Progress 11

1 . Whatarethe main models through which law can be incorporated into
thc HTV/AIDS policy?

~ .There could be three main models through whlch the law canbe mcorporated into
" the HIV/AIDS policy: -

) The traditional proscriptive model that penalises certain forms of conduct.
2).  Themodel that focuses on the protective function of the law and the need
to uphold the rights and interests of persons living with HIV/AIDS.

- 3) A third model that seeks to use the taw actively to promote the changesin

values and patterns of somal interaction that lead to susceptlblhty toHIV

infection. |
Check Your Progress IV ‘
1 Any way-the AIDS patients are sure to die of this disease. What is then

-wrong with trying some untested diugs on them?

Till their death, AIDS patients are hurnan pei'sons who have all the basic rights
any other human being has. This right prevents them from being used as gumea

“pigsfor expenmentatxon

Check Your Progress v

1 What is the main 1njustlce done to women in the context of HIV/AIDS?
Tt is that women as women are not considered in the matter of HIV/AIDS.
‘They are only considered as mothets in relation to the health of the baby.

2 - How does poverty lead to spread of HIV?

" The despair that goes with dismal poverty can lead a person tc. decide
implicitly to die of AIDS rather than of farnine and poverty.

I P 13 [y =1 (=t

FPTTITTOTIIAS Y e

- . 7

1. - Almond Brenda(1996 Ed) AIDS: A Moral Issue The th:c.:zl Legaz'
- and Socm!Aspecrs Macmillan Press Ltd, London

-2, Edmund White, (U.S.. author 1986) States of desire: Travelsin Gay

"America (1980.” Afterward- AIDS: An American Epidemic”).

3. °  Overall, Christine and Zion, William P. (1991 Eds.), Perspecnves'on"
" Aids. Ethical and Social Issyes, Oxford University Press, Ontario.

4 llingworth, P'atncxa (1990)AIDS and The GoodSocrety, Routledge,

London

beyond the present Shipra Piblication, New Delhi.

1
A

I Justice Kirby, al the Symposium international de réflexion sur lc SIDA. Parfs 22-23 October 1987;
see also Kirby M. The New AIDS Virus - Incffective and Unjust Laws. Journal of Acguired”
Imoune Deficiency Syndromes 1988; 1:304-312), .

L ! )




2>\| Indira Gandhi ‘
National Open University

~ CHEFE - 01

School of Continuing Educatioﬁ Basics of HIV/AIDS

‘Block

4

SUPPLIMENTARY READING BOOK

Unit 1

Case Studies S
Unit 2 _

Mangement of HIV bj Patient and Care Givers 16
Unit3 " ' |

Value Qlarification Exerciﬁ-es _h 24

 Unitd ' N

HIV Surveillance Centres in India’ 7 39
Unit 5

Zonal Blood Testing Centes in India 43
Unit 6 K -

List of Agencies Working in the Area of Drugs and Aleohol - 50
| Unit 7 — ' -

Listof STD Clinics - 68
Unit 8 ' o

HIV/AIDS Related Publications 80

o~

f

B et T et

PR Fra S R

TR




INTRODUCTION TO SUPPLEMENTARY
READING BOOK

Welcome to the programme of study on HIV and Family Education. This I is
" thefirst ever endeavour. by the Distance Learning System in the country to-.
provide a programme of study on sensmve topics like HIV/AIDS, substance
abuse and family education. ‘

. /- .

The university has tried its best to‘prepare a very cbrnprehensivé programme
covering several issues on the current topics of our discussion. The units.

" within ihe supplementary readmg book will provide addmonal mfo-rnatlon to -
equip you to deal.with day -to-day situations in dlffetent settings.

The information given in the Supplementary read:hg book is not meant for
helping you in appearing for term-end examinations. Instead it wﬂl add to your
knowledge about/varlous pract1ca1 issues. '

There are eight umts in this Supplementary reading book. You may-find some’
or all of them interesting to you depending upon your professzon or mterest on .
sPemﬁc topics. ' :

. Unti B pr0v1des two case studles namely, one about an HIV infected 1nd1v1dual
and the other ‘about an institution’involved in HIV/AIDS and substarice abuse .
-'problems This unit is designed to help you fo'have an idea about “how to
_develop a or write a case study™. o : ce o

Unit 2 is on- ‘Management of HIV by Patient and’care givei‘_ This is-intended
* to provide additional practical suggestions which will supplement the unit An
. continuum of care given in"the third block. of the Basic Course on HIV/AIDS.

Unit 3 is on Value Clarification Exercnses This unit will supplement the _

- course on Alcohol, Drugs and HIV. Teachers, TOTs and NGO functlonaries ..
_ may find this unlt and the exerecises very useful in training programmes and

" awareness campa:gns when conducted for small groups.

;'Urut 415 on ‘HIV. Survexlla.nce Centres in India’ and Unit 5 is on “Zonal

'_ _Blood Test.mg Centre inIndia’. These units w1!l be vseful for people working
-m the area of HIV/AIDS '

: Umt 6 is a ‘List of Aoenmes Workmo in the Area of Drugs and Alcohol’. This
_ imnit will be useful to people working in the area of substance abuse as weIl as
~ for NGO, paramedicals, and counselors. '

%

- Unit 7 is a ‘List of STD Chmcs in the country which again will be helpful for
NGOs, paramedlcals and cpuneelors who like to refer cases to such centres.

. Unit 8 prov1des an extensive list of print matenals on HIV/AIDs related topics
- like books and. articles or research papers, some of the publications avdilable at
. UN Informatlon Centre in New Delhi and list of certain periodicals related to

some of the topics mcluded in the prograrnrne of study of HIV Family.
Educatmn :

"There is no end to the kind of information available-on these topics. We
have chdsen only a few reievant topics. However, we will make cvery
effort to provide other reiated information in course of time. Hope you
will find them enriching.







JNIT 1 CASE STUDIES
| o * G, Mahesh & Bhavana Gulati

n this Unit you-will come across the case-study of a persons who live
vith HiV while his wife died of AIDS. Apart from this, there is also a
ase study of an institution which has been working for the cause of
JIV/AIDS and substance abuse. h

1.1 AN INDIVIDUAL’S"CASE STUDY

Personal Details

Shantha (not her real name) is a young woman aged 26. Aflter -
:ompleting her education (B.A.), she appeared for the bank clerical
-xamihation. She has been working as a clerk-cum-cashier in a bank in
New Delhi for more than four years now.

Family Background

She got married to Naresh (not his real name) who is 28 years old now,
almost four.years ago. Shantha's parents also live in Delhi. Her father is
a retired government servant and her mother a housewife. Shantha is the
only child of her parents. Naresh's parents reside in a village in Uttar
Pradesh. His elder sister lives with her husband in Saharanpur. -
Economic Background - - '
While Shantha’s family was financially well off, Naresh did not have a
good cconomic background. His father had used up almost all his
savings to marry off his sister. This was one of the reasons why Naresh
decided Lo get into business. He started his-business in partnership with a
friend. Initially he had to. face some problem in making profit. After
aboul a year he had started earning enough to make ends meet for "
himself and also send some help home for his parents. It was around that
time that Shantha and Naresh were married. The initial days after
marridge wént well and both were happy. However. their happiness did.
‘not fast 1ong: Naresh was surprised to find his business partner
absconding. Soon he realized that his partner had borrowed lot of money
from various sources and their business was actually running in a loss.
His partner had cheated him and feft him amidstall the losses and debts.
It took some lime for them to come to terms with this shock. While
Shantha’s earnings were God's gilt at a time. like this. Naresh decided to
apply for jobs and started appearing tor interviews. Alter a few months,
Naresh was appointed as a sales representative in a private firm. In order
to paty the debts the both Shantha and Naresh decided fo run their
‘houschold ccnnnmiclal[y_‘,und save as much as possible. -

The Accident

After all this turmoil, both of them settled for a well-organised life. In
the meantime Shantha was pregnant and had their first baby girl.

» . Mahesh, IN1L New Deli
Thavan Gulati, INU, New Delhi . . :
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Shantha mother came over to Naresh’s house to help Shantha in
managing household affair and provide care and company [(or the:
newborn Chl]d

Naresh and Shantha used to go to their workplace on a motorcycle. He . -
dropped Shantha to her office and then went over to his workplace.
While returning home in the evening he picked her up from office. One .
such evening when they were returning home together, they were hit by
a speeding van. They were taken to the emergency ward of a government
hospital in an unconscious stage. It was through their identity- cards that
their respective employers and colleagues were mformed who, in turn
mformed their parents.

I

Naresh apparently was out of danger with multiple fracture on his right
leg and arm. But, the doctors stated Shantha’s condition to be critical.

- She was under observation in the Intensive Care Unit. She had deep

injuries and an acute loss of blood. The doctors demanded the need for
the arrangement of blood for transfussion. Shantha’s parents who had
reachied the hospital by then, along with Shantba’s and Naresh’s -
colleagues, began desperately, the hunt tor blood of Shantha’s blood
group (AB negative); which was quite rare. Fortunately, some units-of
blood was managed from-a blood bank nearby which was sufficient to
catry out the operation. But, the doclors expressed the poesxblllty that
they might reqmre more blood, and advised Shantha’s parents and
[tiends to act |ust in order to avert any crisis.

- Blood Donation

Meanwhile Naresh’e colle'agucs contacted a person who was in the
hospital premises and was, apparently, a regular blood donor. To their,.
profound relief , his blood group was also AB negdtwe The donor

- donated his blood. He was thankad and paid for.

Shantha was in the hospital for eleven days, while Naresh was
discharged after four days. Even after coming home. Shantha and
Naresh had to have complete bed rest until they recovered. Initially, .
Shantha’s mother also stayed with them to help them and take care of
their household requirements. - : :

Both, Naresh and Shantha resumed their respective jobs after recovering,
and their lives went on the same organised manner as betme

The Begmmng of Problems S

Shantha became plegndnt 1 second time. The physician at the antenatal
clinic observed certain unusual symptoms in Shantha. She used to have
cough and persistent temperature. When the symptomns kept on relapsing
even after regular treatment, the doctor advised Shantha to go for an
over-all-checkup anc 1-lot of tests were carried out. She was ilso (ested
for HIV. It was a shock (6 them to find that Shantha was positive, This
meant that Shantha was carrying the deadly virus causing AIDS. But
neither she nor Naresh had any cluc as to how she pot infecled. In fact

+Shantha got infecled with HIV from the blood she received from the -

blood donor while she was being treated after her accident.




[n a state of complete shock, they decided not to disclose this news to - Case Studies
- their parents.

The doctor treating Shantha was the only source of emotional support.

+ She referred them to an NGO for better treatment and care along with

* counselling. The counsellor at this NGO persuaded Naresh to go for an
HIV test. Naresh was also tested positive for HIV. For Naresh and
Shantha, this was the time when they needed the right kind ef support. It
is presumed that Naresh got infected with HIV thlough sex from
Shantha. :

The Early Sunset

-Shantha was not responding to medication, care, and yoga exercices. Her
condition kept on deteriorating. Their parents did not know the actual
story. Naresh’s parents suggested that Shantha may go for an abortion.
They did not know that she was HIV positive. Her physician rilled out
the possibility for abortion as shc was already into the sixth month of
her pregnancy. This pregnant women all of a sudden went into a coma,
“She was rushed to the hospital. Although her doctor tried hard to help
her regain her consciousness, Shantha breathed her last the next day.
None of-the family members-knew that Shantha died of HIV.

The Troubled Naresh " .

Naresh lost his wife early.in life. He knew that perhaps he too will have .
an early death. The question of a second marriage was almost remote for
him. His parents did not know that he ‘was HIV positive. Almost a year
after the demise of Shantha, Naresh’s. parents suggested that he may
think of a second marriage. They ware of the opinion that the baby girl
ot Naresh needed the care and support 6f a woman. Above d]l Naresh 1 is
sull young to go for a second marriage:

,Confldenhallty

" Naresh knew the kind of stigma attached to d disease like HIWAIDS He -
- also know the 'would be reactions of people close to him, if he broke the
news that he is HIV positive. A the same time he ‘was also concerned

about the life and future of his girl child: He continue to attend the yoga
and counselling sessions at the NGO Wthh is his only hope of support

and survival. . .

Present Scenario

Naresh continue with his job and his ﬁarcnts are taking care of the girl
~ child. Although Naresh is still healthy, he i5 emotionally a shattered
- person today not knowing when that last day would arrive.

‘Quiestions For Reflection

How long should we live in ignorance about the what, why and how of
HIV/AIDS and continue to stigmatize the HI'V infected?

Can you do something to educate one person or a family or a group or a
small community about HIV/AIDS so that we may he able to adapt a
“loving and com~ssionate approach to the I—IIWAID‘? infected?

s
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1.2 CASE STUDY OF AN INSTITUTION INVOLVED
IN THE CARE OF DRUG ADDICTS AND HIV/
AIDS PATIENTS -

(In this case study we have given priority to its intervention in the area
of HIV/AIDS. Therefore, detailed description about its administrative
szt 1p, intrastructural facilities, sources of funds, problems faced, future
plans etc. have not been included. When you do a case study of an
institution, you should-add all those details under separate headings). _

Name of the Institution - : SAHARA

Address : E, 453, Greater Kailash 1I,
o New Delhi - 110 048.

About the Organisation

Sahara is a Registered organistion under th= Tocieties Registered Act
1860. It has a dedicated team of Board Members. It has spread it -
activities to various parts of India. It has & huge network of institutions
and dedicated professionals. Sahara mopilizes funds from various
souices - national and international.

"Sahara is a non-gover. .. ‘,)nt organisation (NGO) based in Greater
Kailash, II, in. New Delht. It is involved in addressing the needs of
chemical dependent persons: whom we know better as drug users. For
them, Sahara has devissd p.anned qua,l:it'ative programmes of treatment
and-rehabilitation. In addition, Sghata is involved in spjeading
awareness about drugs and HIV/AID:Z, its d-ngers and methn of
prevention on a regular basis. Sahara provides HIV/AIDS care through
its project Sahara Michael’s Care Home. : T

 The main t_hrusl of Sahara is to provide rehabilitation facilities fcr _
people dependent on’ chemicals, L.eople with mental health diso :ders and
for people infected and afPecled by HIV/AIDS.

Projects x
l'_The Following aré Snhara’s 1\na-'.n projects currently in operation:
o Resideﬂtial Care and Rel abilitation programme
o After Care Céélre
. Day- Care Centre
‘e Women and Children’s Home
. Mizhael’s Care HOT;IB
® Awareness :nd preventicrf _
¢ Income generation i
o Vocﬁtional training ‘

o Sahara Day Care (Mumbai)
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‘. Sahara Aalhad (Pune) =~ | _ Case Studics
‘o Sahara DAPPA plo_|ect (Churachanpur Mampur)
HIV/AIDS PROJECT ‘

- ‘( .
The following are Sihara’s HIV/AIDS projects in-operation across the
country. . '

» Sahara Mzclmel s Care Home (AIDS Care Home Delhl)
e Sahara NACO AIDS Care project (AIDS Care pro;ect)
e ~ Sahara Aalhad (Contlnt_lum of AIDS_ Care’ proJect)l

e Sahara DAPPA pfoject (Awareness and preventrion, health care,
reduction, counsellmg)

'® .Sdhdld CII network prOJect(mcome generation, voc.monal & skill
building training for PLWHA (peaple living with HIV/AIDS).

¢ Sahara also networks with other NGOs' involved in the ficld of HIV/
AIDS in providing hands on trammg prevenuo'l and education
p1 ogrammes. “ : ‘

' Assnstance to Pe0ple lemg with HIV/AIDS

Sahara hdb been actwely involved in advocatmg for the right ol PLWHA .-

" - in issues such as accessing health care from hospualq ana their

fundamental rights, In 1998 Sahara filed a Public Interest Litigation
. (PIL) in the Supreme Cowt for PLWHA for their rights, to standard -
health care and take stands against stigma and discrimination. Advce zacy
. on behalf of clients is an important aspect of Sahara’s approach tc HIV :
. care. Sahara represents-individual needs and terms of treatment X
. believing that optimism and care brings results more etfectwely than -
. punitive: measures. : .

HIV/AIDS & Substance Abuse

As it has already been mentioned, Sahara was initially working only for
. the cause of chemical dependent people. About a decade ago, the
organizers in. Sahara realised that a lot of their inmates weré falling il
-all of a sudden. After initial attempts at providing treatment for their
symploms the doctors treating them advised a rigorous medical check-
- up for all the inmates. The results were shocking. Almost 40 per cent of

. the inmates of Sahara being treated for intra-venus drug use were tested’

- HIV positive. A private doctor (who did not want to treat these patients

*in his clinic due to social stigma) advised them on the. steps to be taken
to help the paticnts. Then, volunteers in Sahara started lending hands on
care. Since none of them were qualiZied for dealing with the sudden
appearance of the unusual virus among so many inmates, their care
included much of trial and error inijtizlly. Later they were given
necessary training for the care of the 1V infected. Thus proper care
‘coupled with an appr opriate rmmtlo program:age’ broughl about
<;1llstdct01 y resuits:

A Ilome for 'Il*eatment and Care

_- Al uleh atime of CI‘lSIS Catholic Re.‘ef Su viees (CRS) an orgamzatmn
1rcm Lhc U.S.A. pr ovided them. with funds for medicines Wthh Sahara
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desperately needed for the many péople who-were ill. The Director of
Catholic Relief Services suggested Sahara to set up a separate home for
their residents; a place where they could be taken care of and treated
when they fell sick. When they were feeling better, they could be pulled
back to Sahara. The Catholic Relief Services funded this project, and
thus, the Sahara Michaels Care Home came, into existence. Initially, it -
was meant only for the patient’s from Sahara. But as news went out
through the media, a lot of pedple, not necessarily with drug problems,

_but also those who were HIV positive began to contact Sahara. Those

who wanted to be trained to take care of drug addicts and HIV positive
persons also contacted Sahara. This is how Sahara started a training
programme for care and treatarint of HIV and AIDS patients.

. Sahara AIDS Care Mission Statement

e Sahara AIDS Care is committed to limiting the spread of HIV
infection in the c~mmunity and to providing support to those. -
affected by HIV/AIDS. - :

e Sahara AIDS < are is committed to working towards the preventio;i
and management of HIV.

- Aims

Sahara has the fol'c ving aims in working with the HIV intected:

e Tocreate plic awarenéss of the HIV/AIDS epidemic.and educate
" youth abou: AIDS, design programme to prevent HIV/AIDS and
thas redice the spread of the disease.

-, Educate thc\families and friends of people living with HIV/AIDS. -

e Provide provision of a wide range of services to meet the various
needs of people living with HIV'* ID'S o1 otherwise affected with
HIV/AIDS.

e Promote care and support to people living with HIV/AIDS and
enable them to fight and live positively with the disease.

e Promotion and protection of the homan rights of people who are

i

infected and affected by HIV/AIDS.
The Objectives of Sahara AIDS Care include the following: .

e To -promote a society where people living with HIV/£ DS and their
. families can live normal lives, free from fear, discrimination and
_undue physical and mental suifering.

e To assist in the prevention, control and minimize the spread of HIV -

and serve as a forum for exchange of informbtion in collaboration -
with HIV/AIDS services organisation through effeciive and non-
discriminatory information, education, and commusication
approaches with other agencies involved in AIDS work. -

. e To open centres/institules for awareness, preventive, diagnostic.
treatment and curative méasures for HIV/AIDS and associated
opportunistic infection and research for AIDS and other life

 threatening diseases associated with HIV. '
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e To advocate for-the rights of HIV/AIDS infécted and affected
people.

e To organise various programmes and activities relating to HIV
transmission and preventive methods and to disseminate the
knowledge about the disease and also provide famﬂy training in
medical first aid and counselling services. Harm reduction
programmes, day care facilities, establishment of midway homes,

_conducting research, oiganising seminars, workshops on HIV and
AIDS etc. will be taken up on priority bgsis.

H

¢ To cnhance the quality of life for people 11v1ng with HIV/AIDS
SAHARA’S PROGRAMMES '

Sahara has various programmes. Some of its major programmes have
been briefly mentioned here below:

The Rehabilitation Programme

. The rehabilitation programme is a six months residential programme. It
starts with an early assessment of client needs, contact with his/her
family and the registration. Detoxification, if required, is a process that
lasts for 7 to 14 days depending upon the drugs used and the extent of
consumption. The programme is flexible, lives in the real world and
imparts practical coping skills that run parallel to situation that people
using drugs would face once they move on. They easy accessibility to -

* the programme base has resulted in a waiting list that is perpetually
extensive. Towards the end of the rehabilitation programme, clients are
encouraged to seek vocational guidance and training which will enable

“them to pet employed once their programme is complete.

This progrimme is meant for-the drug addicts.
Aftercare Centre

The Aftercare Centre is the-second stage of rehabilitation of the drug.
_addicts. The admission criterid for clients into this facility is carefully
discerned. The residents are guided by a skeleton programme and are .
required to seek employment, pursue further education or prepare to
return home. This programme is time bound, Clients are required to

~ attain self independence within three months. Those with the work

" potential are offercd training options under the Sahara umbrella and are
asked, to volunteer in a spirit of ‘giving back’ to the organisation. Those
who have undemandingly travelled up the volunteer path and reflect
Sahara’s work ethic are employed by Sahara. -

Women and Children’s Hor te

This home caters to women using drugs, destitute’ vonten, single
mothers and women and/or children in crisis situ:* :ang- Clients are
rehabilitated according to their-needs. Interesied persons are then phased
into vocational training. The home also runs a school for children from

~ lower income groups. The fnain intention is'to bring the children up to a
level of education from where they are able to integrate into formal
schools. This programme is managed esftirely by womern whao best

Case Studles
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understand and emphasize with the clientele. The main thrust of the

- program is empowerment of women and to repair the fabric of the
. nuclear family. This project is funded by Catholic Relief Services(CRS).

Drogs/AIDS Awareness Programmes y

Sahara has been conducting drug/alcohol awareness prograrnme; for the
past 14 years and HIV/AIDS prevention and awareness programme for .
the past 10 years. This programme has been indigenously developed and
updated by the clients of Sahara. These programmes have been = -
conducted in schools, colleges, institutions and stums and in crowded |
places all over Delhi and other parts of India. Sahara also perform all

- night street theatre at-eating places aiang the highway. Fundamental -
information o HIV/AIDS /STD:: and drug abuse is given in the form of ¥

_ plays or street theatre which aw. followed by inter active sessions with -
"the audlen_ce M1sconccptlons -and personal doubts are cleared.
Informative literature ig alsd handed out in Hindi, English and in the
_regional language of the area. Services and other referrals are offered. to
~ those who [express a need for help. Sahara also participates in inter

' organization campa1gns against drugs and HIV/AIDS.

" In house Care for HIV Positive People

Sahara runs an in house carc program me for its HIV positive residents
undergoing rehabilitation. This entails exhaustive testing, prescribe

medication if necessary, a nutritious supplementary diet and counselling.

Clients are taught self care and their families are taught home based
cares. The rehabilitation process continues. The focus is living life well
. and to make pro life choices. Apart from this, they are encouraged to

develop social and moral responsibility in order to control the spread of :
HIV. Regular discussions are held on injecting drug use and attitudes of ]
sero positive people. People who were virtually given ap by the medicat.

fraternity have bounced back from the brink-of death and are now living
producfive lives with Lhc1r f.m-uhes -and in éocrety

Sahara Michael’s Care Home '

its HIV positive clicnts whao due to AIDS advancement required an

. intensive and organised form of care. Imtral patient admission was -

restricted to Sahara but soon people in need of treatment began to use it.
" Sahara Michael’s Carc Home had traversed the journey from an
expenrnental pilot project to a credible model. It is the only full fledged

. care home in Delhi and one among the be in the whole of India. Its -

services have yet to be dupllcaled The proglammc description-denotes

. diagnosis, treatment, counselling and testing of patients. There is a

nutrition programme in place that provides meals according to heaith
specifications. An outreach programme takes care to the homes of the
infected and the affected. There is a strong pro life focus which goes a -
long way in the quick recovery of the client. Sahara Michael’s Care
Home i s also involved in human rights advocacy. 1ns{1111ng community

- owhers! Inof the HIV/AIDS and encouraging volunteerism.- The model -
isa tlammg ground for interested parties who wish to serve in the field

~ of HIV/AIDS. This is funded by Catholic Relief Services.
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Sahara NACO Project Case Studles

The National AIDS Conirol Organisation (INACO) which is the HIV/
AIDS wing of the Ministry of Health , Government of India, selected
Sahara to network with. This is first time that Sahara has networked with
the government, though , in the past, it'had run several de-addiction/
rehabilitation programmes in the Central Prison, namely, the Tihar Jail.
The Sahara- NACO pioject is a ten bed Facility for PLWHA who Tequire
crisis care. It is the first collaborative effort between the government and
an NGO in the field of hand]mg crisis care in the cxty

-

Income Generatlon

The Confederation of Indian Industry (CII) hys been involved in
Sahara’s Income Generation Project for the past 2 years. They have
organised training in chalk and detergent making. Sahara now supplies
chalk to most of the schools in Churachandpur, Manipur. Sahara also
hopes to patent its detergent and then market it across the country with
the help of the CII. Sahara also runs a garment.shop which deal in
cheap, good quality second hand clothes. This shop has proved to be.

- quite popular. Sahara has been involved-in income generation for two
purposes. The needs as expressed-by its contact populations indicated
that employment w as absolutely esséntial to maintain personal growth.
and standard ofliving. At the same time, Sahard as an organization -
needs to find means of bustammg itself. Income generation caters to
these two requirements. The training provided assists in develaping job
skills and .a source of income, a part of which goes towards the

-organization and a part of which goes towards reintegration of clients
into the mainstream of society. Other aspects of the Income Generation
‘Programme are printing stationery (mdmly recycled paper) and
carpentry. - : ,

Schools |

Sahara has (wo independent schools that serve the local populace of
deprived children. The schools impart education skills to children in the
pre and st kindergarten category. The method of teaching is informal
"and fun filled with the intention of evokmg interest in the children in
acaderhic jactivities. The children are thus plepaxed for-an casy transition
into formal schooling. A nutrition program and a health care component
support the school. One school has been running for the part 10 years
while the other is 2 years old. One-is funded by SEL Flance wh1le the
“other is tunded by Catholic Relief Services.

Networkmg

Sahara is well aware of its limitation. The:efme networking is high on
its agenda. This provides an extended source' of continued care and
support that is solely geared towards uitimate client benefit. Sahara
networks extensively with most ‘Organisations, govemmentdl non-
government and international who are in° nlved in similar work.”
‘Exchange of services, information, ideas and methods is reguldrly done*
w1th the aim of streamlining existing, services.
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Advocacy

Sahara is a pioneer for advocacy on social issues. It is one of the irst
NGOs to file a Public Interest Litigation (PIL) in the Supreme Court-
against the government for apathy against the current reality of the
health situation. Sazhara has made several recommendations and the cases
are due for perusal. Sahara believes in fighting for the ri gth of the
person on the streel who has no life of nisther own. Sahara has excelent

reldtionship with the State AIDS Sqciety as.well as with the like minded

organisations the operate,at multi levels. Sahara has also featured on
international forum as an expression of the current reality of the HIV/
AIDS situation in India, Sahara’s programmes have been the topic of
much discussion and duplication. They have been instrumental in
changing the modalities of care giving in its variety, depth and outreach.

Sahara DAPPA (Manipur)

Sahara was. invited to Manipur in 1996 to partner with a local
organisation to impart rehabilitation methodology on the lines of the
Delhi programme. The programme was inundated with clients, a large
percentage of whom travelled to Delhi to continue rehabilitation after
Sahara had to withdraw fromi the area due to ethnic strite. Sahara has
since returned to Manipur with a similar programme in relation to drugs
and has expanded its work to-other areas in the Region. AIDS care and
counselling is being tackled in a systematic manner. Needle exchange -
and harm reduction service to those who are not recepﬁve o -

- rehabilitation or are wait listed is one of its programmes. A youth club
- has been established with the dual purpose of alleviating boredom and to

unite the youth of different tribes under one roof. Sahara also runs a
monthly detoxification programme. Sahara in Manipur has also
addressed gender issues in an area that appeared service barren. This
programme is currently being partially funded by UNESCO.

Sahara Day Care (Mumbai)

-

The Sahara Mumbai day care is a programme that caters to people with .
drug behaviour patterns but who are reticent to opt for long term
rehabilitation as an abstinence alternative. The Day Care provides a-safe

“environment with inputs on lifestyle modifications among other -

recreational activities. The programme is run by Ex-Saharaites who
profess the philosophy of Sahara. The Day Care also functions as a

‘transitional point for those clients from Mumbai who have completed
-rehabilitationdn Delhi till as such as they adjust to their home

environments. The Day Care also refers peop]e using drugs in 13omba}r
to its Delhi unit.

Sahara Aalhad (Pune)

Sahara has an operational. outdoor AIDS care programme in Pune. The
programme had made giant strides not only in bringing care and support

- to the infected and affected but in uniting NGOs with a2 common aim and

purpose. The programe involves palliative care in hospitals, referral, a -
nutrition prograrnme, counselling and income generation. The
programme has also established 2 support groups for people living with
HIV/AIDS. A creche for HIV positive children has met with great
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success. The programme is also engaged in implementing an information
_and education package coupled with mass research on local awareness
-levels which are necessary to.refurbish awareness programe that have
impact, coverage and sustainability. This project is funded jointly by

~ Catholic Relief Services, McAtrthur Foundation and the Australian High
'Commlssmner s Fund.

Day Care Project (Delhi). -

. The Day Care is specmlly designed to cater to active drugusers and runs
' throughout the day. The programe helps to reduce the harm caused by
'drug use on the individual gnd society by providing a service oriented
' "non—thrcatenmg and nori-judgmental atmosphere. The mputs in the Day

~ Care are oriented towards abstinence and encourage the clients to opt for - -
-+ rehabilitation. Information on he#lth , safer sex and injectiag drug use

 practices is disseminated. Those pending admissior into the institution
-are detoxified on an,qutdoor basis. The Day care operates every day of
. the week and a meal is provided to all the clients.

- Obsérva-tid_n

, Saharé'is._‘ perhaps, a pioneer in esfablishi_ng a'model HIWAIDS care and

. . de-addiction centre in the country with wide network, Its experience and -

_ ‘the kind of progremmes are certainly examples which other NGOs and
“even:the gcvernment agencies can follow. Sahara has tried to create &
. Inetwmk which takes into account a holistic approach to human

* personality in its care, treatment and rehabilitation programmes keeping

. m_.mmd ‘human dignity: Every segment of the client, his/her family, and

. community is kept in mind-vhile providing service to the patient. With
limited funds and a group of dedicated workers Sahara does a wonderful

work. Their efforts are worthy' >f .praise.

Cnsé Studies
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UNIT 2 MANGEMENT OF HIV BY
PATIENT AND CARE GIVERS

* G. D. Ravindran

" Contents

2.1 Introduction
2.2 Managemerit-during the asymptomatic phase
2.3 Symptoniatic treatment

2.4 Drug treatment of HIYV infection

. 2.5 Drug prophylaxsis

2.1 INTRODUCTION

Tn the beginning of this epidemic,'bcivéec'h 1980 —1985 medical science
had very little to offer for the HIV positive persons. Since the causative

_organism has been found, medical science has made tremendous

progress. It has improved the quality of life and prolonged life.
Complete eradication of the virus is not possible at present; there is hope
that it will be achieved soon. R - :

The measures uslé'd to improve the quality of life are affordable and cost
effective. However, treatment and medication are costly even for people

" from developed countries. These measures are easy to be implemented

by HIV positive peopl¢ theinselves. Hence they give these people a -
control over their lives. ' :

An HIV patient will have an average life span.of eight to ten years after
contracting the infection. In some cases it can be even more. This
depends on the type of infection and its treatment. "

At all stages of HIV infection patient needs to be counselled. You may
£o to the counselling module and revise the steps of counselling in the
course on Communication and Counselling in HIV. :

2.2  MANAGEMENT DURING THE ASYMPTOMATI-C
PHASE. o

An HIV patient should take certain measures lo improve the general
health and immune Tunctions of the body: These measures are Diet,
Exercise, care during minor infections and caye not to infect others.

Diet | . E

An HIV patient should eat only well cooked food, which is preferably ~
boiled. Eating uncooked food will make digestion difticult. The patient
may get infected with other microorganisms like bacteria. fungi and '
viruses. ‘ '

* Dr. G. D. Ravindran, 5t. Jopn's Medical Callege, Rangalore
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- HIV patients 1eq'ui‘re lots of energy. They should take lots of starchy ' p:':{.:::fﬂ,";'g of HIV by
food like rice wheat etc. They also should take more of fats. The total °* wHe e Glvers
caloric reqmrement is about 2500 calories per day.

' Proteins are necessary for the body for repair as well as proper function
of the immune system. An egg a day as well as half a litre of milk i Is
vecommended.for the HIV positive patient daily.

Vitamins and minerals have been shown to protect the immiune §*~tem
from damage. Vitamin A is said to protect and improve immune-
function. Hence the diet should consist of plenty of fruits and -
vegetables. When fresh fruits and vegetables are used they should bé
cleaned well before use. . . L

HIV infected 'pdn'ent have altered taste sensation or loss of tastc. The
food should be made palatable: Cooking skills should be used Lo produce
- tasty and dppelmng dishes. Spices can be used provided l]mL 1hey do not
cause any gastric irritation., - .

Patients may not be able Lo have lalge meals. They must be encour aged -

. to have frequent small meals. Someétimes the doctor may prescribe
multivitamin pills or tond substitutes. They should be used under ' "
‘puidance, g ' '

Exercise

HIV positive patients suffer from a conditin: X» qvmn z¢ Fie wasting
syndrome. To prevent this weight loss, it is essential to improve the
- muscle mass. It has been recommended that HIV positive patients should
o walk br iskly. They should walk for at Ieast forty {ive minutes a. day.
They should cover a minimum distance of 3 k1lomcltf,§ during this lime.

In addition lo acrobic exercises, remstdnce training also helps to prevent
the loss of muscle mass. Patients who do regular weight lifting exercises
have a better muscle mass. It has been suggested that the patients should
do resistance exercises at least three times a week. Try to {ind a
Zymnasium in your area so that these patients can be helped. This is
possible in most Indian towns However one mdy not dlscloqc lus/hel

- HIV status.

Yog.l has also been shown o 1mpr0ve the muscle and immune syster.
NACO has published a book on yogic exercises for the HIV infected.
I—Ielp yom patient to find a good yogd teacher.

Positive approach , _ S

A:person who has a positive frame of mind and who is not depressed
will- have a-better immune system. Patient should be encouraged to keep
hlmsclllhersell busy and oceuplcd Help the patient by counselling. It

. the paticnt is severely depressed, consull a psychiatrist. Forming sopport
- groups consisting of a numberof-HIV positive paticnt’s can be ol a
tremendous help to these patlenls There are seyeral HIV support groups
111 Indm Some of- 1hem hold weekly meetings for sharing and-praying.

Protectmg others

Patient should be told about various methods by which he/she can
protect others [rom gelting infected. A patient-mdy gel injured. If hefshe
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. Where should a person who is HIV pos1t1ve live?

on

has bleeding injury, he/she must apply a firm pressme over.the wound
and stop the bleeding. If another person is helping him/her, he/she
should see that the person helping hire/> "t should protect h1mself!helself
with either with gloves or with a thick plastic bag.

Patients must be told not to takc any injections unless absolutely

‘necessary. If he/she does take.an 1n_1ecl10n he/she should msxst on

d1sposab1e needles and syrmges ,

HIV infected patlents are more prone to be mfected with other
organisms. They must be 'told to avoid cr owded places or mixing w1th
people who have colds and coughs.

. The best place for a-person with HIV to live i 1&. with hig famlly Famﬂy

will provide support, love ani comfort to the patient. Patient will be

. . relaxed in a family atmospnew ‘Patient is not exposed to other serious

infections in the family. Hence patient smust be encoumged to stay with
their families. ' S

-

HIV pauents requue regular follow up. He should see his doctor once in
two months. He should consult’ hlS doctor whenever he develops a new

Symptom L
Symptomatic patlent

An HIV infected person after some iime w111 become- symptomauc He/
she will develop infections. These infections are known as opportunistic
infections. When he/she devel'Jps symptoms he/she should consult a
doctor. It is preferable to consult a doctor who deals with HIV infected -
patients regulally Do you know of any dogtors who deal with HIV
‘infected patients 1egu1ar1 y? Perhaps a physician’ or a social worker or -
social welfare agency in your Pexghbomhood can help you to, md one

The patient should follow the docto.” ol ‘TSNCtIns conrett.y Sorne
conditions like tuberculosis need to be treaec-f-. . 1.3 time. The

- patient should be motivated to continué the ueal.mem\ For some

"condiions. pmlonged hospital stay may be necessary. Infections that
occur with HIV patients are all treatable. ‘It takes time and costs money.
A person should be told to save his/her money when he/she 1s
‘asymptomatic so that it can be used when he/she needs it. Government '
hospitals will provide these drugs o the patients. Some social service
organisations also can provide {inancial support to these patients.
Remember that all opportunistic infections can-be treated.

Prophylaxsis |

Many of the infections in HIV infected pduents can be plevenled with-
use of cegtain drugs These drugs arc known as. prophy]actlc drugs. If the
drugs are started before the patient develops the opportunistic infections
then it is known as primary prophylaxsis. It the drugs are star ted after
the ]’)dtlﬁ'.lll. recovers from the disease they are known as secondary
prophylaxsis. A common drug that is used as prophylaxsis is
_cotrimoxazole. Various brand names like Septran, Bactrim ‘and Oriprim
are available in the markel. The doctor will decide about these drugs.
Patients may have to continue these drogs life long.

T 1
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2 3 SYMPTOMATIC TREATMENT

Somet1mes it may no['b“ pomble to consulL a doctor. in that case the
patient can be'given symptomatic treatment; Commaon symptoms like
fever, diacr hoea and cough eic. can be treated.

1) l"ever Fever occurring In an I—IIV patient can have may causes.
Patient has to be / :

. seen by a doctor. Till the. 'pa?ie11t sees the-doctor fever can be
- reduced. Remove unnecessary clothing from the patient. Keep the
patient in a cool room. You can put cloth spaked with water over for
the head. Give plenty o fluids to the patient. Common drugs like
Palcctmol 500mg every 6 hours or Aspnm 2 tablets every six homs
can be given. . 3

v

i) Diarrhoea: Diarrhoea can be ver y dangerous to the patlerit It leads
to dehydration and malnutrition, Even if the dlanhoea 18 not treated
dehydration must be corrected. Lo :

‘Usmg plenty of ofal fluids can prevent-dehydration. Oral rehydlauon
salt packels can be used to prepare the fTuid. Do not starve the
patients. Feed the _patients with nutritious food; it w111 prevent
malnutrition. -

iii) Nausea and vomiting

Avoid the smell ur l’ood or othel u1g¢,m smells. If the v0m1t1ng is
. severe then avoid oral fluid and consu]t a doctor.

iv) Wound and cuts.

If the w_ou'nds aré not infected the wourids can be cleaned with clean
salt waler (saline). Mixing one teaspoon of common salt with one
litre of water can make salt water. A walterproof dressing should be
applied over the wound. If the ‘wound is mfected a doctor needs 1o
be consulted.

v) Palllatwe care

HIV infected patients will have repeated episades of mfectlons He/

_'z-.h(, will recover from one infection and then develop another

- inection. There comes a time when medical treatment will not
benefit the patient. At that time the patient can be offered palliative
care, The decision when to start: palliative care should be preferably
made when the patient i wéll: It India the decision to offer

' p.llhatm, care: is very often taken due to ECOIlOITIIC reasons.

Dmmg p.lllmuve cau. pdtlent Wl be given symptomdtlc tledtment
Common infections will be treated and serious mfecnons W1lI not be
treated. Pam mcdlcalzon is usually gjven

vi)'_Care of .the dymg

_ _Pu sons caring for HIV pauents will have to deal wuh death Patient
should be helped to die in dignity. Patient may be in comma. He/she
has to be niused 1o prevent bedsores. He/she may have to be fed by a
nasogastric tube. Hefshe has to be cleaned whenever he/she welts or
soils himseli/hersell. Palu,nts may want [o_hive. mmejplullml

Mangenment of HIV by
Patient and Care Givers
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solace. Try to arrange for some spiritual support hke prayers,

. bhajans or scripture readings. Patients may also have some last
wishes. Try to fulfil them. Family members may like to stay with the
_patient. They also need help and strength to face the death of their

loved one’s.

vu) Care of the dead body _ -

After the patlent dies, try to handle the body with care wnhout too
much of contact. Ritual cleaning of the body should be done with
wearing of gloves or with hands covered with plastic bags. Do not-

. mutilate the:body. Do not allow relatives to touch the body for a
long time. It is preferable to cremate the body as soon as pracucally

possible. If the body has to be buried then sprinkle bleaching powder :

on-the body.

Care of the HIV patient continues till the death of the patient and’
‘includes the.care of the dead body as well. :

2.4 DR‘UG TREATMENT OF HIV INFECTION_-

Certain drugs-can be used to kill the HIV virus. To understand how these

drugs work, it is essential to understand how HIV multiplies in the CD4
cell.

Life cycle of HIV

HIV envelops and attaches to the cd4 receptor Once it attaches to the

CD4 receptor, it gets.into the cell.’in the cytoplasm of the cell the
reverse transcripts enzymes synthesise the viral DNA. The viral DNA -
_gets incorporated into the host cell nucléus. This is the early part of the

HIV lifecycle. Once the conditions are favourable for the virus to
- multiply;"the viral DNA synthesises RNA. In the cytoplasni the viral
RNA 1is acted upon by protease. The viral particles bud out of the host

~ cell. During the process of budding.they acquire an envelope from the.

host cell. As the viruses bud out of the CD4 cells they destroy the cell,

N Drugs used for treatment of HIV

‘ Every point of the viral synthes1s can be a target for drug developmem

© L To date, the drugs that are available act only on two specific sites. They

- are reverse transcripts inhibitors and protease 1 inhibitors. Reverse-
transcriptase inhibitors.can further be classified into nucleoside
analogues and non- nucleos1de analogues “At present six nucieoside-

“analogues are available in our ‘cqyntry.. They are Zidovudine,

' Lam1bud1ne,'Stavudine -DDI, DDC and Abcavir. Non ducleoside

inhibitors are Nevrapine, Delvardine and Efirnavaz. Protease inhibitors -
that are available are Saqumawr Ritinovir, Indianavir, Nelfinavir and
- Ampenavir. More and more of newer drugs are being synthesised. These

. drugs have many side effects. They can cause’ abnormallty in blood and.
" nervous systems. Protease inhibitors have side effects that may make a |

person develop heart disease.-On the whole, these dru gs are relatively |
safe. They should always be taken under the supervision of a doctm;
"who'has been dealmg wnth these drugs. '




Monitoring the therapy . ’ Mangement of HIV by
. - Pallent and Core Glvers

. Measuring two parameters secs ‘the effect of the dr ugs. They. are CD4
-cell count and viral load. :

CD4-count is measured by a special instrument called the flow
cytometer. It should be examined within sixteen hours.after collecting
the blood. It should be measured four weeks after the patient has
recoverjed from opportunistic infections.

Viral load is determined by measuring the viral RNA. The common
method that is- used is the polymerase cham 1eactlon(PCR)

Imtlatmg therapy

Befmf, starting the Anti HIV therapy, CD4 count and viral loads should
be determined. Therapy should be started only if the patient commits

himself/herself for life long therapy. He/she should have the financial ' _

means to support the therapy. From a medical standpoint, therapy is
started only if the CD4 count is less than 3250 cells or the patient has a
viral-load of more than 30,000. These guidelines are bound to change as
we get more experience and knowlédge. ' '

What- treatment to give?.

At present the accepted mode of treatment is to give three drugs. They
are combinations of two nucleoside analogues and a protease inhibitor or
non-nucleoside analogues. This _ccirnbinati'on is known as highly active
anti retroviral therapy (HAART). Any treatment that does not meet these
criteria can only be palliative. The'cost of this therapy is about twenty to
twenty five thousand rupees per month (as on January 2000.).

How long to contmue therapy?
S

~ As of now, the tr eatment has to be continued life long This is because
the virus lives for a'long time in the body. A pool of virus is present in
the blood. This pool is known as a rapid turnover pool. There may be
107 cells being infected and destroyed per day. HAART will clear this
-pool by six weeks. Second pool is present in the follicular cells of the
lymph nodes and in the tonsils. They divide slowly and-it will take a2 -
year 10 eradicate this pool. There is a third pool of HIV infected cells
which are present in the brain and other areas. We do not know the time
taken 1o eradicate the infection. At present the recommendatmn is to
continue these drugs life long.

Achievements of HAART

- HAART has given a New H. e to the- patients. It has reduced the
: mmtalrty of HIV. It has redu-~d the occurrence of opportunistic
infections. It has improved-th> quality of life.

_ Failures'of HAART .~ . <

HAART has its disadvantages. At present it can not eradicate the virus
and cure the patient. The drugs do not cross the testis-blood barrier and’
the patients-are siill infective. The cost of therapy is exorbitant, hence at
present only a few people can afford it.
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_Care of the Caregi‘ver - A

Drug resistance

Pattems who are on HAART ¢an develop drug resistance. It oceurs when
patients are irregular with dreatment. If a paticnt dmonlmues a drug due
Lo any rcason. he/she should discontinue all the d| ugs. Failure of therapy
is detected by doing viral loads.

2.5 DRUG PROPHYLAXSIS -

Mothlq_r-to-child transmission

" Using drugs can prevent mother-to-child transmission. Doctors will be

LS

able to suggest a suitable regimen for an infected motiter. It has been

- shown that mother-to-child tmnsmlsslon can be reduced 1o less Lhan ten
"pelcent

Post exposure prophylaxsis

- Sometimes a person may get accidentally exposed to blood or Lo body

secretions.. Of all the exposures, needle stick injuries are most
dangeious If a person gels injured from a needle-stick. he/she should
encourage bleeding from the puncture site by squeezing blood. Wash the
part with soap and water. If the injury is deep or the needle-has been in a
vein or an artery, visible blood is present on the necdle or patiént has
high viral load then prophylaxsis needs to be taken, The usual drugs that
are used are Zidovudine and ]'H.lmwudgne IL is gwen for‘a peuod of
Lwenty mght days ' ) )

Care of the patlent’s articles

Patient’s clothes and be ]mqn can sately bie washed with soap and
water. Some pcoplc rec~mmend the use of bl(,.lchmn powder if the
clothes are stained with blood or soited.

A

' Alternate_system of medlcme

Whenever the therapy is not curative or is costly, n *ny people try
alternative or complementary systems of medicine. This is a fertile

~ ground for quacks and tricksters to make money and dupe people.

Beware of such claims. One way of protecting the patients is to advice
them to seek treatment only from qualified practitioners of alternate

systems of medicine. Alternate systems of medicine may be useful to the

patient. At present time we have to be cautious to recommend them.

People caring for HIV infected patients also need care and help. They-
may be physically exhaysted with the burden of caring for HIV infected
patients. HIV infected patient’s recover from one infection only-to
succumb to another infection. This phenomenon is known as the roller

coast ride. Caregivers mdy be emotionally exhavsted to take care of their . '

own health. Caregivers may loose money, as théy may not be able to go
for work. The virus may have infected some of them. They also Aeed
support. Hence, the caregivers and their needs also be taken into

- consideration. Is there any organisations that provides support to the
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caregivers of HIV patients in your area? You need to be aware of such

Mungement of HIV by
facilities so that you can refer your clients for help,

Patient und Care Givers

Conclusion

‘From being a totally incurable diseas
be controlled. Patient can be
~ for many many years. .

e, tdday HIVisa disease that can
helped to lead a productive and useful life
' . ' /
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UNIT3 VALUE CLARIFICATION

EXERCISES -

: , * R. M. Kalra
Guidelines for the instructor
1. The strategies regarding value clarification discussed in this unit are

just suggestive and not prescriptive in nature.

2. Intervention strategies for developing skills and-competencies
regarding drug a"1se prevention are exemplary. The instroctor may
design other act'vities depending upon the environment and needs of
the student. -

© 3. Some suggest=1 strategies suph as activity No. 13 (Discussion with

“self etc.) are *c be handled with care as there are sensitive matters.
The instruc-or or counsellor may guide this activity.

4. Intervenpibn strategies suggested are meant for the following:

iy '_Ieéchersllnstrﬁgtors dealing with drug addicts (Strategies No.
9,10,13 & 19). , .

H) Student activity (Strategies No. 12,3,4,5,11 & 14).
iii) Drug victims (Strategies No. 6 &7). o

5 Eyaluation and examination for the participants (Students) have 0
be different because of the nature of the content. Performence based
evaluation or situation analysis or problem solving questions may be
designed for this unit. Suggested questions for assessment of
participants are also enc osed.y '

Contents
3.0 Aims and objectivés

3.1 Introduction .

- 3.2 Value clarification

3.3 Education for character development and value clatification
3.4 Value judgement exercises

3.5 Conclusion:

3.6 - Suggested reédings and refcrences'\_

3.0 'AIMS AND OBJECTIVES

¢ Tais unit aims.at familiarizing you with values, role of ed cation for-
-character dev ‘opment, behavidur modification skills, role of media in
development of values and development, administrat;on and-evaluation
of exercises related with value judgerﬁents. After studying this Unit, you
will be able to: ‘ S :

1

e Identify the role of values in human life;

e Enumerate the characteristics of values:

= rof. R. M. Kalra, Teen Murli, New Delhi

¢




e Describe the role ol education in chamctel development dnd value

e . [dentify the role of media in value development;

clarilication:

/

"~ e Devekip and analyze the exe‘rclises relatéd to vatue judgements.

31 INTRODUCTION .

Millions of youngsters in the world are taking -drug‘e to escape the ugly

and harsh realities of life. Drug addicts are sick peopIe requiring lots of

“Love’ and ‘Care’ $o that they can ﬁnd life; meamngful dnd worth-a life

of full of pmpose and- gmutude

* Mother Teresa of Calculta hdd dptly descubed Lhe pl1ght ot drug addicts -

in the following pdldgldph “Addicts should not Be ‘ostractized from -
Society. Why they smoke is not known? So they should not be
condemned; they should be made-to {eel that they are wanted. They
should feel that they are cared IOI "

[t may be observed that Qur country is enveloped i new waves of music,
fashion, social values and above all the spirit of freedom and

_ individualism. Parents have very limited time to provide “Love and

Care” for Lhen wards, because they are too. busy in-procuring
md[t.,lldllbllc happiness. Teachers who used 1o have a special and

‘Honorable place in the society are not respected or 1ea1ed any more.

In India economic dlsparltles are wide, majority of parents are not in a
position Lo provide whateyer their wards demand. Theretore, unsatistied
needs and desir es lead to feelings of helplessness and frustration among

. the younger generation. The desire to escape is born out of this feeling

of frustration. In traditional Indian Society, where spiritualism was an

- integral component of one’s life, a check on desires was advocated to

survive, Liverybody learnt to cope even-in the fact of highly adverse -
circumstances. In the race to earn more and acquiré more material
comforls, modern youngsiers have been stripped-of their great.cultural
heritage and spiritual strength. This deprivation has led tothe
degradation of moral, cthical and human values, which is further
aggravated by the onqldught ol media showing violence, crime and séx
as the successfol means to-enjoy life. Herice, values conflict dmong the
younustus in turn entices them towards drug addiction.

3.2 VALUE CL_ARIFICATION

It is well known that values dre acquired by example of of_hers and are
caught by what we do, rather by what we say or we should do.
Sometimes in our routine we ask a pertinent question “what am I doing
here™? No one knows the answer; people just make obvious guesses.
Dilterent religious give different answers but an individual must decide
for himsell. Unless his life has a meaning. he would not have peace of
mind. For this: one must have a set of values. By assigning certain
values W one's behaviour in achieving lhe ulmost goa]s one can g1ve a

direction 1o one's lile,

Yalue Clarifcution
Exerclses

O
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We are aware that young addicts believe tht they are ‘Nobody’ and
functioning in ‘No place’. So, they should be given a learning
experience which gives them a sense of contribution and personal

‘values, hope for future and a certainty ‘that education will fetch them a

place in the labyrinth of social life of the country. These pupils need

special attention, love and affection. The concept of love and affection is

based on familiarity and faith; where affection is non-existent there can
be no confidence. Thus the role of the teacher dealing with young

_addicts is to act’like a loving guardian, counselling and correcting their -

short-comings with a sense of commitment. While punishing such
students, care should be taken that they realize their mistakes. Corrective
actions should be followed with patience to make them aware of their

“short-coming. It is always desirable to dvoid punishmenf; but. if

necessary, it should be mild with compassion and justice for better
-results. This type of educational environment based on affection and
love expects a school teaCher to espouse a humane approach based on
reasonand not passion. If we want to have a meaningful inter action
with them, let us make them feel loved, not scared. Moreover it is

necessary that everyong follows the rules-to maintaih good discipline in

a class.

3.3 EDUCATION FOR CHARACTER DEVELOPMENT
AND VALUE CLARIFICATION

1

To overc_onle peer group pressure for pramoting drug vsg;students need
lo learn-to say “No™ to drugs. In addition it is necessary to provide
education for value clarification and character development.

Values for character development can be included in the cur<iculum as a
separate subject. but these can be integrated in the course content as
‘well. Physical education, spiriteal education and aesthetic education are
imperative for. character development and an integrated personality. To
achieve the above objective, the need for weachers, parents. elders and

. community members to play as role models cannot be over emphasized.

Thus to enlian(;e the will power of stiidents to resist the pressure of their
peers for drug addiction, education for character building is of utmost
importaice.

-Behaviour modification skills

Thc following skills may assist in {ostering change in the behavioural
pd[lBll‘IS of drug using pupils: :

° PdllCll[ hearing;
& - Suggesting by reasoning;

® 'Gu-idi.r_l'g;

. Counsclfing;,

e Love as a base of the teaching/leaning environment; .

- & Demonstration of exemplary behaviour'by' teadhe_fs?phrent‘sfleadérs‘
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Rolr of madin ' ' ' Value Clarificutlon

Exercises
<¢ i & - 1o e Trper o fies entertainment as well as the -
aoon Mmoo N - ane wenare growing up with a - '

“phesticated knovidedge tarough v svision dd-ayisual 11temcy that
tieir eider meinbers of the family never had. In-a country like India, a
large percentage of population is vistal literate, but they ¢an not read
and write. Therefore, it is well recognized that media is a powerful tool
to create awareness. It may be used to bring désiable changes .in

"knowledge, attitode and student behaviour. Today, particularly -

Television may be used as a tool Lo develop positive attitude, health
interest and values in younger generation. _ \ '

3.4 VALUE JUDGEMENT EXERCISES - \

Making judgements on value system is not an easy thing, especially for
adolescents. The blame is-sometimes put on the educational ‘
organisations for not teaching them enough about life so as to make
value judgements themselves.

The lollowing exercises orient them towards'such purposes. For this,
they shouldgnot be taught a system of values. but should rpclely bc

- guided in mal-.mg value uldgements

Exercise: To Make Indcpt,ndentVaIue Kudgements

LY . o . .
- These exercise are designed to teach the adolescent paramelers’io
_ consider when making any choices, to feel conlident with such choice,

and how and when to act upon it.

Strategy no. 1: My Favorite Activitics

[t aids the person in examining his/her favorite activities by thinking
about what he/she wants to do? We will get'a better idea of life. If onc _
person decides upon such a goal, half the battle i is won. This exercise is
specially 1L]cvmt for dr u;__ dddlC[S

Procedme

Write down lifteen lhings'ybu would iike to do. They do not have to be
important things: just anything you really ¢njoy doing. Think about
factors involved in each ol those activities. If it costs more than thiee

TUpeCs. pul an appropriale sign against it.

- B: beside the items you would like to do by yourself

F: be:51de, those act1v1tles rou would rather do with your friends

BF: bes1dc those you would 'ike to do either by yourself or with your
friends o . o -

-

PL: beside an actmty needs overall planning.or orgams;. SN,

Evaluatlon -

) Rate your choices in the order you like theri.best and examine your list.

* How do you think it might change in the future? Compare your list. with

someone else and try to explain the reasons. J
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Strategy No.2: Discouraging Apathy.

It will help the |nd1v1du.11 to develop a '-:Lronger and clearer point of
view. ,

LN
-

Procedur’e

Take.an important issue like drug abuse. Describe your views about it in

a few words.

Evaluat;io'n SR

. Now ask yoerself'the following questions:

a) Are you confident of your position?
b) Have you told someone about your stand on the issue?
¢) Any alternatives in making your decision?

d) Have you analysed the pros and cons of the issue and its aftermath?

. ) \ . .
e). Is your stand based on your free choice?

f) Anythmg dbOlJt how you feel? -

Discuss how you aclually came to your views on the issue w1lh another
person. Which questions have you answered in the negative? Go for
another issue and find out if you have similar opinion in a more orderly
fashion. Is your position stronger or weaker?

Strategy No.3: Rating Values

" The exercise deals vith making decisions of different rating. It is harder
to make a choic= if you have.three or four options-to choose from.

Ranking such ¢’ “.ices teaches the person to compare the advantages and

dlsadvantages ol an alternatwe before coming to a decision. This actmty |

" efiables-the pupil to practice in public, quoting his/her views and
defending them, if necessary

Procedure

‘Some sample questiene are given here. Think carefully abgut each

question and state about three options in the 01der you would rate. Your

may pass if you wish so.

Q.1 Which is mere important ina friendship?
- Sihcerity; :
- Honesty‘; :
- Kmdness
Q 2 Who do you thmk finds ]1fe at home easier?
— An only 'cluld;
— The youegest child;
— The oldest child.
- Q.3 What would you look forina marrlage partner""_' :

— Intelhgcnr'e

[
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— Personality;
— Sex appeal. _
-Q.4 What is more i_nﬁbortant to ydu?
- 'fo work hard for the future;
~* — "To Idve others; |

- To “reallly i:now about your.;sel'f.-
" Evaluation |

Discuss your options and explain how and why you made, them.

Strategy No. 4: Where Do You Stand?

‘Tt is oriented to test the strength of your feelings on certain values. It
involves weighing options in complex-situations including possible
consequences. This strategy is quite meaningful for checking drug-
addiction. ‘

Procedure

‘Have a ladder or series-of steps drawn by chalk on the floor. The teacher
reads a situation, e.g. “A drug addict wants te kick the habit but.cannot
do so because of his/her friends”, and you will stand on the best step that
shows the strength of your fce]ing for and against on the subject.

Evaluafion

When an adolescent stops himself on the ladder, you. will get a better
idea of where you stand in relation to others. Discuss with the person a
. few steps away from you why is he/she more or less-concerned about the
issues than you are. '

-Another way to gauge things is to test five or_,six.pupils and rate each of
them according to the strength of their feelings. E

Strategy No. §: In Between Issues

| Answers do not remain concrete or practical in evolution. You fnight
' have feelings somewhere in the middle. It gives you an opportunity to
appreciate where you are when you are undecided.

~ Exercise

An issue is presented to the class, written on the board with two extreme
options. Where -are you? When you-are called upon, briefly state your
views (not reasons) on the issue and where you would put yourself on
the line. Listen to the reaction of others and see where they are on the
line. Later you can discuss with appropriate reasons for your position. -
Did you end up in the middie or near one of the extremes? Where have
the others ended up? Do you think you have an average option on the
subject or is it very important for you? Think about: ' :

1. How much freedom do yéu'have ?

- TRAVE 010 SAY «evvrererereeeraerreeessesinnnans e S Complete
_ freedom. '

Yalue Clarlficailon
Excrcl:es
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2. Do you like your School?’ '

- Want to blow up......ceceeevvreneen.... PIOTR e e r——-

love school . - _ -

3. Howis ybu relationship with your teacher?

- Moderate...........ocuivnreennn friendly.............c.ouvennns, .00t goOd
Strategy No.6: On-the-Spot Decisions

- 'This exercise helps you in making quick decisions. It also. servesas a-

quick method for people to gauge what others are thinking arid how they
react to questions. - : : '

Exercise

A questipn is put to you. Think carefully about it. Organise your
thoughts so that you can state them briefly. Listen to others, who are
called upon to speak. Sample questions.

1. What issues have you spokeh on recently in public? |

- -,2.‘ What latest incident in the news has really upset you?

3. What issues'in ybur community peeves you most?
Strategy No. 7 : I Am Proud -

It bﬁilds, self confidence in the pupil and give's an idea about the degree

of pride he has in the things he attempts to do. - -
Exercise '

Your are asked about your pride in relation to certain aspects of life. Do

o not compare your answers with those of other pupils, but do try to get

new ideas from them. Answer the question with the phrase “1 am
‘proud.....,.......... ” Or” I am proud that......... "Try to think about what
“you really feel good about. Don’t answer with something you think you
should be proud of, but really aren't. ‘

| Think about:

1. What can you do 'independenﬂy and feel yourself proud‘of?

2. Which things are yob proud of in relation to personal wealth?

3. Wﬁaf are you proud of in your school?

4. _Whét are ymi proud 6f‘concefning the gifts presented to you?

5 What are you proud of in }espect of something you have written?
Strategy No. 8: In the Public Eye ' |

Here, the pupil will have a chance to state his/her opinion about some
issues in the class room. It-also motivateg him to stick to what he/she has
said in the evaluation,




Exercise

A pupil volunteer has to be interviewed by either the teacher or another
pupil as the interviewer. He/she is asked several questions about his/her
‘beliefs and-feelings on certain issues. He/she may refuse to answer any
question, but the ones he/she chooses to answer must be answered
truthfully. He/she may end the interview at any time by thanking the
audience. The volunteer at the enc. of ‘he interview may ask the

* interviewer any of the questions he/she was asked. The number of
questions put to the interviewer should be limited so as not to-shitt the
focus from the volunteer. Sample interviews:

" 1. If you had a choice of how old you could be, what ege would you
like to be?

2. De you smoke? Why?

3. Do you take hard drugs? Why?

4. Do you beheve in GOD?

5. How dp you feel about grading in Scheols?

6. What do yo2 like the best/ latest about yourself?

7. Is there someone in vour life whom you admire very much? Why?

8. Isthere anything you really believe in?’

Strategy No. 9: Sharing Experiences E \\; ..

This enables you to get.to know one znother through interviews. you can
relate on a more intimate basis with a group not exceedmg six pupils
rather than in a large classroom,

Exercises

Form gr oup of four (o five people w1th one person volunteering to he
interviewed. The compare will regulate the interview by calling upon
one of the group members to ask questions. The interviewee may pass
on any questlon he/she does not wish to answer, The compare can usk
the member the reason for asking it. When the group runs short of
questions or when the interviewee says “ Thank you for the interview,
assume that the interview is over:

Remember while interviewing:

‘1. People never talk abont their pBlSODd] feelings, so always respect
their decision, for lJenssmg the.question.

2. Attem pt_on arguments or commence lively debates. These interviews
are to help the people in expressing their feelings, whereas for others
. it will serve as a basis for reacting in 2 mature way. If you disagree
with someone try to understand his/her position. Don’t try to negate
his feelings. If the groups are small enough with sufficient time, you
may interview others in your group. This exercise is more likely to
succeed, if everyone gets an opportunity to express his/her feelings.

Strategy No. 10: Learning to Listen

Trying to form a system of values is muuh easier when you are in an
encouraging and warm atmosphere. To generate such an atmosphere,

Value Clarilication
Exercises

31 !

T T T T I TTTETL TR ImNet ot




32

teachers and pupils must learn to respect on another’s views. Everyone
has a right to express his/her opinion. This fact should be realised in the

- classroom, otherwme ‘people will be afraid to voice their opinions.

: Exerc:'se

It attempts to help 9611 accept and assimilate different opinions without
mobilizing othiers to change their minds. Everyone completes the format
as: - :

1. Ilike to be with pet)ple who..............

. 2 I don’t like to be w1th people WEO . vieienians eeeas

-Get into groups of three to-discuss your answers. Each person in the

group should concentrate on the other two for a period of five minutes
The interviewer then talks about what he has written down.

Note

1. . You give the. interviéwer full attentlon for the entire [ive minutes ¢
hear him/her till he/she speaks. Ask only such questions that relate to
- the subject. Don’t go off the track. :

" 2. "Make him/her feel comtortable It is not easy to talk in nont ot other

people. Acknowledge his/her stalements with nods or smiles: this

" " will make everyone feel more relaxed. If you disagree with his/her .
statement;try not to show it. Negative feeling defeat the purpose of
the activity. There will be time for discussion later.

3. Try to understand the other person’s feelings. Ask a question to -
clarify the'reason for a particular response. Make sure you are not
. {rying to put yourself in the spotlight. Don’t reveal dny negative -
+ feelings thmugh your questlonb N

Think about how well you have listened and understood. Did you have a
hard time saying:nothing when someone was commenting .on the subject
you disagreed with? Were you afraid in giving your opinion? Discuss -
and react to-each other’s positions.for another five or ten minutes. Did -
you feel:more confident or Iess confident than before? Could you listen-
to others as well by knowmg that you could say something this time?

Strategy No. 11: Exarmmng Alternative

How many times have you committed a mistake and found yourself
regretting it afterwards? May be, if you had been more clear about your
feelings you vould have reacted in a more beneficial way. This strategy

- will help you in condifioning the alternative before taking any decisions.
_ The purpose here is to motivate you in accordance with your personal

values..

Let us dISCUSS the thmgs you have done that you regretted later. Now in

a situation wherg something must be done, decide ‘what alternative is the
best. Assimilate all your feelings related to the situation and your role in

this situation. Answer one you think you would probably do, and the

‘second you think you should do. Break into groups of three or.four for

discussion and arl_'ive at a conclusion.

|




. . . ’ Value Clarification
Example : . , r Exercises

You have friéndship with a drﬁg addict and want that he/she should kick
the habit. o . : _
Strategjr No, 12: What are ﬂle.Conséquénces? S . ' ' !

‘Exercise _ o R
One part of m'.aking' decisions is examining the conséquences of an
action. This strategy helps in strengthening the ability to search for

consequences leading to better choices. - -

Make a table with three headings, alternatives 1,2 and 3. Write down
under eachi heading as many consequences as you can. You may work
individually or in groups. If you can think of an alternative for a
situation, write down “not doing it” as the second alternative.

Choosing not to o something will also produce consequences. Discuss
your responses with those of other people and try to come up with new
alternatives. Compare your consequences with those of other pupils. Do
you find any limitations to your answers? Try to get as many ideas as
possible. : : ' : ’

Strategy No. 13: Discussion with Self
Exercise o

Have you ever been faced with a problem and sorted it out yourself?.
Have you ever heard of a voice within: Asking to change mind? This
strategy. will help you to sort out things within your conscience by a
_conversation with yourself. It will make you realise that there is some
confusion with value decision. Think of a problem that has been
worrying you lately. Write down a dialogue or trialogue of your voices,
don’t write only what you.think is right. Or, someone may volunteer to
act out his/her dialogue. The-volunteer chan ges from one position to
another, when he/she questions and answers himself/herself until he
finishes the script. He/she may continue his/her dialogue as long as he/
she can or until he/she arrives at a decision. This may be done in front of
the whole class or in groups of four or five. Pupils may ask questions to
the actor to help him/her ¢larify his/her thoughts. Try to analyze each
other’s psyche. ‘ -

Strategy No 14: S.Iicing the Apple of Your Life, "

Exercise ‘ . o S
How do you spend your time and money? Do yowspend it wisely? These
things are important for us to know if we want to improve from where

we are 1o what wesought to be in life. This strategy also makes you
examine how your like your life. ) .

Draw a circle on a paper and divide it into four quarters. Each quarier
‘epresents six hours of the day. Naw tray to estimate how much time you -
spend on each of these things. : ' '

[. Sleeping.
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Working at a Job
. With your colleagues

Home work

3
4
5 .
.6: Doing something by yourself
7. .Doing nothing

8. Helping Iin community services
9

. 'With your family, including sharing meals . -
- 10- On other things d

You won’t get exact estimates, but will have to add up to 24 hours-to
call it a routine. Think about:

1. Are you happy w1th the sizes of your slices?

2." Draw another apple you think would be perfecr It is very dlfferent
from the first? - ,

3. . Anything that yoircan do to change the sizes of your slices?

Try this exercise with d1fferent pies. School, one school subject ‘the’

" books you read are some tapics you might try. Look at the other pies and

compare them with yours. Is your pie much different? Do not get into
arguments but discuss reasons for dividing up your pie the way you did.
Everyone has his/her own way of life, do not try to change others rnmds

' Strategy No. 1_5. Make a Wise
Exercrse

" Let us imagine we have a maglc box. There can be anything we want,

" tangible or intangible within. If you have such a box in front of you
right now, what would you imagine is stored i in it? Ta.ke your owI- tune ‘

with the correct answer, then jot it down :

& Is your answer related to money?
o Is _your answer related to. virtue?

s Doyoul Lhmk your answer will change in the next year, or month or
weak Or tomorrow?

. What do you want for the fnends"
o What do you want for the somely?
e What do you want for the wmld?

e Keep your answers, look at them sometime agam in the next week.
See whether. your values have changed‘?

Strategy No. 16 What Am 1?

Exercrse &

This strategy will help you to acquaint yourself better with persondhty

- development. It will give you an opportunity to think about your life
ob]ecuvely

Ll A TIPS AP




Write a short story ohce in two or three days. Use the topics;-
1. What am I? ' |

What d6 I want to be?

I feel proud‘?

My most valuablelexperienc.e

A turning point o

‘If.I were the president of my eouhtry

/

My ‘best friend

© NN AW

My best teacher

~ You may discuss yeur stories or read them aloud.. Show them to your
parents and see what happens. Save themand look at them again in a
few months, Have you changed? . S 5

Strategy No 17: My Life

' s

4

"This dctwn.y will help you to see your life as a whole. It _gives you an
opportunity to think of goals-past and present and not living through the
days as they come. It will help you to be more confident of the pattern
of yohr life and the way you change it to suit you better.

During the year, you will develop chapters or.pages for your life story
by remembering the past events. Examine such experiences to unveil
important life patterns and which of these were result of conscious
choice, outside pressure or impulses. Discuss a page or two with -
someone hequently Learn about their experiences and feehngs about
them. :

Examples

1. Who have been favorite teachers not only school tedcher but anyone
who might have taughta valuable lésson to you’? ‘

‘2. Draw a line with one end rep;esentmg birth and the other, your age
now. Mark all the turning points in your life on it. Put your age
underneath each mark. How did they happen? How did you feel
about these before and after? Did anyone notice the sudden change?
How do you feel about it now? -

3, Write episodes about some of the learning experiences.

- e Learning to ride a blke/blcycle Who helped" Whose bike/
- bicycle was it? :

e Learning to dance.’

e Learning to play cards..

o Learning to love your brothers and sisters.
e Lecarning to drive. .

¢ Any other expenences you have had.(mcludmg the use of
narcotic dr ugs

Vulue Clarilication
Excrcises
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1
2
3 .
. 4. Police are too brutal,
5
6
7

‘Break into groups to discuss your answers, Would you change your

o feelings? If so, tb which question?

* Strategy No. 19: Values on the Oltside
. Exercise

“Sample projects

" ..1. Go to the local court—house ‘and observe the cases brought 1. How

Strategy no. 18: Strength of Beliefs - . . -

Exercise L

_This exercise helps you to assess how stron gly you believe in someth. g

at some time. Complete the questions on your own by indicating how
you feel about the statement. Write C for “Complete agreement”, N for “
not at all” PY for “pa1t1a11y yes”, PN for “Partially No”..

SL No. ' Statement Response
C N PY PN

Teachers do not get respect from pupi]s.

Man’s nature i$ basically good. ‘

.Grading is 2 good method to encourage learning

~ There is some kind of hfe after death. o ' - ~

Women should have equal rights. : :
' 1 . . . !

Drugs are monsters in schools.

answers after listening to the reasoning process of other? How confident
are you about your answers? Would you rather have stronger or weaker

One of the main problems in our educational institutions is linking the
classroom with the outside world. This exercise attempts to make such a
link by shifting the minds of the pupils to the outside happenings.
Learning to make vilue judgements through experience will be more
meaningful to a pupil than ordinary classroom discussions. ' i

" Pick an experience or project you want (o be-inivolved in, between such

people who you don’t know, and it will irivolve some risk factor. You can
finish the assignment in a week. Latgr everyone will report on wnat they
experienced with a discussion there on. Inform you teacher of the
project before carrying it out.

are the people treated?

2. Put on some old clothes and Sit in the employment exchange. Strike E
up a conversation with someone sitting next to you. Gbserve your -
own reactions.

3. Sit with a drug addict. Strike up a conversation with him.

4. Make up a lesson plan on something you recognize as important.
Contact a local junior high school and seek permission to teach a
classroom of pupils,

[y




5. Finda neighbor br friend who is being abused or neglected by his/
her landlord. Offer to phone the City Hall 16 help the landlord get
punished.

Strategy No. 20: Picture of My life

This st:ate:g'y helps pupils to think about the directien to their lives. How
- important it is and why they want a change. :

Exercise

Draw the outline of an emblem of coat-or-arms. Divide it into six
sections. Draw in each section a picture relating to a question.

The art work is not important but what you draw is:

1. What is the most important thing you have done in your life?
.. What is the most important thiﬁg your family has done?

What is it that someone can do to make you happy -

2
3
4. What do‘ y‘ou wam:ﬁto achiéve with onlff one year at your disposal?
5. What was your greétes‘thpérsomil failure? .

6

. Which thing would you like people.to highlight about your career, if
~ you die today? = - T :

Break into discussion groups and compare pictures of everyone. Explain

the reasons for your pictures and listen to comments from othefs. Do

you think your emblem will change by next year? How would you like it
. to change? In which diréction is your lifé moving? ' '

Strategy No. 21: Communication Lines ~

Many feelings in our world are lost or wasted, becanse people can’t
‘communicate smoothly, They are rather worried about what they are
about to say next when they miss the valuable point of others. Building -
values comes from considering alternatives. The later comes from.
listening to the opinions of other people. By listening and feeling we can
completely understand their opinions. This is not an easy thing, i.e. _
listening with rapt attention to someone you disagree with. But it helps
in the long run, especially when it.comes to investigating fully each
alternative before making any decision. Understanding the people better
can also make life less complicated, ! )

Exercise . -

Break into groups of four with one person as the monitor and the others
as participants. The monitor helps in an issue on which.the others have
different shades of opinions. When.a person finishes his/her statement,
the next person must repeat the point he/she made before giving his/her
opinion. The monitor has to ensure about this procedure. Each person
must be satisfied about his/her opinion being heard beforé-some one else,
speaks. The monitor may go to someone else during the discussion. The
discussion winds up"®hen everyone get exhausted over the topic. A brief
discussion may follow with the whole class. How well did you listen?

Value Clarifleation

Exe-clses
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Did you find the meaning about the'opinions of other persons? Were you
satisfied with the attention you had? Did you feel happy about your
.opinion? ' '

3.5 CONCLUS:IN

‘We should provide-adolescentsiyouth with equal and appropriate
opportunities to test their values. Errors in judgement must be discussed
birt the educators must be prepared to accept the values adolescents
derive from the environment. Clarification of values is very important
for drug addicts. However, the educators should be taught how to use
various strategies for assessing values. Therefore, let us think, organize
and strive together so that drug using pupils can discover for themselves
the values of logical inquiry, tested institution and useful contribution to
society to lead a complete life. Life cannot be complete uniess there is

- an inward drive to achieve some personal -goal and unless the welfare of
others close to you has equat importance. Respect for life. and it's gifts

‘ *alone will make life meaningful and worth living.
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UNIT 4 HIV SURVEILLANCE CENTRES

AN INDIA*
1. 'm_tldhl"a Pradesh - 1. Department of Microbiology, Osmania
o ' _College, Hyderbad.
2. Department' of Microbiology, SV
Medical College, Tirupati
3. Deparltm'ent of Microbiology, Andhra
Medical College, Vishakapatnam.
4. Institute of Preventive Medicine,
: Hyderabad
2. Arunachal Pradesh 5. District Hospital, Itangar -
3.  Assam. 6. Department of Microbilogy,Guwahali.
Medical College, Guwahati.
4. Bihar —
5. Goa _ 1. Department of Microbiology, Goa
' Medical College, Panaji .
. 6. Gujarat . S.Z'Department of Microbiology, BJ
‘ Medlcal College, Ahmedabad 0
7. Haryana 9. '_Department of M1crob110gy, Medical
' College, Rohtak.,
8. Hima’:_:hal Pradesh 10. Department of Microbiplogy, Indira
' . Gandhi Medical College, Shimla
9. Jammu & Kashmir 19, Department of Immunopathology, Sher-
e-Kashmir Institute of Medical
- Sciences, Srinagar.
12. Department of Microbilogy.Government
- Medical College Jammu _
10. Karnataka 13. Depart.ment of Mlcroblology.Bangalore
‘ ' Medical College, Bangalore
14, -})epartment of Microbilogy, Kasturba
- Medical College, Manipal
11. Kerala 15. Department of Microbiology,Medical
College, Trivandrum.
- 12. Madhya Pradesh 16. D.epartment of Pathology, Gandhi
Medical College, Bhopal .
17. Choitram Hospital and Research Centre,

Indore

* NACO, Couniey Scenario 1995, Mindstry of Health and Family W’cl\l’:\rc. Govt. of Tndia
Ll
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13. Maharashtra 18.

Department of Microbiology, Seth

" G.S.Medical Cpllege, Bombay.

19. Department of Microbiology, JJ
. ~ Hospital, Bombay
‘ / B 20. Sion Hosfpital. Bombay
- - 21. ]?..Y.N.Nair Hc;pital.Bombay.
| 22. Rajabari Hospital, Ghatkopar, Bombay
h 93, B.J.Médical College, Pune.
24, Department of Microbiology, Govt.
Medical College, Nagpur.
25. Civil Hospital, Kolhapur
26. Disﬁict Hospital, Chandrapur
7. Governmental Medical College, Miraj
14, Mamipur - ‘28, J.N.Hospital, Impha!
15. Meghalaya © ~ 29. Civil Hospital, Shillong .
16. Mizoram - 30, Civil Hospitgl, Aizwal _
' .17'.‘-Na'galand | | ’31._Naga' Hospital, Xohima
St 5. Qistric_t Hospital, [_)imapr.r"
18. E)rissa’- . 3‘1‘?? Ue.partr‘ﬁent of I:{Li:"obiology, SCB
' L Medical College, ‘uttack
',19.-P‘u hjab . : 34. Government Medical: College, Am "tsar.
. ﬁﬁ.-Rajasman_ - 35. Department of Microbiology,SMS
- E Medical College, Jaipur.
oL Sim - - 36. S.TN.M.Hospital, Gangtok
C22. 'I_‘amil Nadu - - 37. Department of Microbiology, Instt.of
' : .. Child Health and Hospital for Children,
Madras.
38. Dleparﬁmen't-of' Microbiology, Madurai
- * Medical College, Madurai.
23. Tripura, . ) " 39 District Hospital, Agartala
24. Uttar Pradesh . | 40, Department of Microbiology, K.G.
. . .- "Medical College, Lucknow '
25 WestBengal .- ¢ —
26. A & Nilslands 41. G.B.Hospital, Port Blair
27, Chandigath - — .|
28. Dadra & Na_gar —
| Haveli
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.29, Daman & Diu

" 30, Delhi -

-]

42. Departmem: of M1cr0b1010gy, University
College of Medical Scmnces, Shahdara
Delhi.

- 43, Dépt;.of Microbiology, Maulana Azad

_Medical Collegé, New Dethi.

31.Lakshadweep .

44, Govt;Hdspital Kavar'ati C

. 32.Pondicherry

45, Government General Hosp1tal

Pond1cherry

UNDER INBIAN COUNCIL OF MEDICAL‘ RESEARCH

46. Central JALMA Instt. for Leprosy,Agra

47. Regional Medical Research Centre,
Bhubaneshwar

48. Reglonal Medical Research Centre for
" Tribal Health, Jabalpur

49. Tuberculosis Research 'C'ent"re_,, Madras. .

* 50. Rajendra Memorial Research Institute,

Patna

UNDER DIRECTOR GENERAL OF ARMED FORCES
MEDICAL SERVICES

51. Indian Naval Ship Hospital, Ashwani,
Bombay '

52. Indian Naval Ship Hospital, Cochin
53. Armed Forces Command I—Iospltal Delhi

Cantt.

54, Department of Microbiology,.Armed

Forces Medical College, Pune.

55. Indian Ndle Ship Hc -pital, Kalyam,
' Vlshakapatnam

IN .CENTRAL INSTITUTIONS

56. All India Institute of Hygiene & Public
Health, Calcuuta

57. Department of Microbiology, JIPMER,
Pondicherry

HIV Survelliance
Centres In Indln
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IN AUTONOMOUS INSTITUTIONS _

* 58. Department of Microbiology, Instt. of
Medical Scrences, Varanasi

- 59. Jawahar Lal Nehru Medrcal collegc,
- Aligarh. : '

- 60. DEpaerent of Immunop'althology,PGI
Cha.ndrgarh '

61. Natronal Institite of Mentdl &
Neurosurgery

L

IN PRIVATE INSTITUTIONS

62 Kamla Nehru Memorlal Hosprtal
" Allahabad. ,
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UNIT5 ZONAL BLOOD TESTING
CENTRES IN INDIA*

'IN VARIOUS STATE/UNION TERRITORIES.

1. Andhra Pradesh

2. Arunachal Prade'sh

3. ‘Assam -

*, 4. Bihar

1.

15,

10.
1L

12.
13,

14.

16.
17.
'18.

19.

"Blood Bank, Gandh1 Hosp1ta1
- Hyderabad

Blood: Bank, M.J.Cancer Hosp1ta1
Hyderbad

Blood Bank,Nizam’s IMS, Hyderabad.

Blood Bank Instt.of Preyenuve
Medicines, Hyderbad.

~'Blood Bank, Govt.Headq'uarters '
Hospital, Vijayawada.

Blood Bank, Govt.Headquarters
Hospital, Karim Nagar.

* Blood Bank, Govt.Headquarters
__Hospnal Cuddapah.

'Blood Bank, Govt: Headquarters

Hospital, Kammam. .

- Blood Bank, Govt. Headquarters

Hospital, Chlttor

Blood Bank, Medical coﬂege, Tirupati.

Blood Bank, Guntur Medical_Cdll_ege,

Guntur.

Blood Bank, General Hospital,
Kurndbol. '

Blood Bank, Government Hospital,
Itanagar.

Blood Bank Guwahati Medlcal
College Guwabhati.

Blood Bank, Medical College,
Drbrugarh L .

Blood Bank, Medical Coilege, Silchar
Blood Bank. Medical College;Gaya

Blood Bank, Patna Medical College,
Patna.

Blood Bank, D1stnct Hosp1ta1

" . Dhanbad.,

t

. *.NACQ, Country Scanario 1997-98, Ministry of Heafth and Familjf Welfare, Govt. of India.




5. Goa

6. Gujei'at

- 7.  Haryana

8. _Himaehal Pradesh

"9, Jatimu % Kashmir

10. Karpataka

20.

21
2.
23.
24,
25,

26.
.27
~28.

.29,
- 30.
31,
32,

.33,
. 34,
35,
3.

37,
38,
39,
40,

41.
42,

43,

‘Blood Bank, Civill Hospital, Panaji. "
. Blood Bank, Surat Medical College ‘ |

‘Blood Bank, M.P.Shah Hosplta.l
_ 'Jzunnagar

: Blood Bank, District Hospltal
'_Junagarh '

.Dharamsala.

Blood Bank, District Hospital,
Jamshedpur.

Blood Bank, Jamshedpur.

Blood Bank,Rajéndra Medical College
Ranchi.

Blood Bask,Medical
Collepe,Bhagalpur.

Blood Bank, Shri Krishna Medical

College, Muzzafarpur

Blood Bank, Medical College, :
Dharbanga.

Blood Bank, Medical College,Panaji

Surat.

Blood Bank Govt. Medical College, >
Vadodara o _ !

Blood Bank B.J.Medical College
Ahmedabad.

Blood Bank, Civil Hospital, Amreli
Blood Bank Medical College Rohtak

Blood Bzmk Dlstnct Hospltal I—hssar

- Blood Bank General Hosp:tal
* Faridabad. -

Blood Bank, Geoeral Hospital~ Karal

Blood Bank Indlra Gandh1 Medlcal _
College Sh1rnla : :

Blood Bank, District T—Iosp1ta1

Blood Ban.k,Govt.Hospital,Srinagar’. i
Blood Bank, Meclical College, Jam'mu

Blood Bank, K.C. General Hos;ntal
Bangalore.

Blood Bank, H.S5.1.S; I—Iosp1tal
Bangalole




11. Kerala

12. Madhya Pradesh "

13 Mahdrasht.a.’

45, -
- 46.

.
50.
51.

S2.

54..
55.
55,
57.
58.
59.

60.
6l

- 62.
63.
64.
65. .
66.

67.

.68, -
" Bombay

‘Bledd Bank, K.M.Instt.Of-Oncology,

Bangalore.

‘Blood Bank, K.M.C.Hospital, Hubli.

Blood Baﬁk,Kasturba Medical C,ollege‘.

" Manipal.
4T
48.

Blood Bank, Medical College, Bellari
Blood Bank, Kasturba Medieal

. College, Mangalore.

Blood Bank, Medical College,
Gulbarga

Blood Bank, Medical College
Belgaum

Blood Bank, Medical College

: Hospital{‘Calicut. .
'~ Blood Bank.Govt.Hospital,.Ernakulurn

Blood Bank, Medical College,
Trivandrum

Blood Bank, District ‘Hospital, Trichur
Bilood Bark, District Hospital,

Cannanore

Blood Bank, Medical College, Bhopal

‘Blod Bank, Dist. Hospital Ujjain. '

Blood Bank, Medical College Gwallor
Blood Bank, D.H., Sagar

'Blood Bar_lk, Medical college, Indore.

Blood Bank, Rewa Medical college,

. Rewa

Blood Bank, D1stnct I—Iospltal
Bilaspur.. |

- Blood Bank, Medlcal College

Jabalpur. .
Blood Bank, District Hosmtal

: Chmdwar&

Blood Bank, Medical College, Raipur

'Blood Bank, KEM Hosgital, Bombay
-Blood Bank LTMG Hospital, Bombay

Blood Bank, BYL Nair Hospital,

Zongl Blood Testing
Ceuntres in Indla
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14, Manipur
15; wieghalaya

-16. Mizoram

17. Nagaland

18. Orissa

19, Punjab

20. Rajasthan

.69,

70,

71.

72

"3

74.
75.
.76.

11,
" 78,

79,
.80.

81.
82,
83.
84,
- 85.
86.
87.
88.
89.

90.
91,

92,
93.
94,

95.

Blood Bank, Hafﬂcme Institute,
Bombay.

Blood Bank, Tata Memonal Hospital,
Bombay

Blood Bank, Red Cross, Bombay
Blood Bank, Co per Hospital, Bombay
Blood Bank, Ra‘aw .di Hospital,

‘Bombay

Blood . ank, JJ Hospital, Bombay

‘Blood Bank, General Hospital, Solapur

Blood Bank, Govt.Hospital,

Ulhasnagar..

Blood Bank, Sasoom Hospital, Pune.
Blood Bank, Govt.Medical College,

- Miraj

Blood Bank, Dist. Hospital,Chandrapur

Blood Bank, General Hospital,
Kolhapur

Blood Bank, Medical college, Nagpur
Blood Bank, J.N.Héspita‘I, Imphal
Blood Bank, Pasteur Hospital, Shillong
Blood bank, Govt.Hospitil, Aizwal
Bloo Bant, Dist.I‘-Iospital.lDimapur
R- od Bank Dist.Hospital, Muckchong
Blood Bank, Govt.Hospital, Kohima

Blood Bank, M.K.G.G.Hospital, Burla

Blood Bank, V.S.S.Medical College,
Berhampur

Blood Bank S.C.B.Medical College
Cuttack

Blood Bank, Shri.Guru Tegh Bahadur

" Hospital, Amritsar

Blood Bank, Rajendra Hospital, Patiala
Lo

‘Blood Bank, Civil Hospital,Ludhiana
Blood Bank, S.M.$.Medical College,

Jaipur

Blood Bank, Medical college, Ajrrs-

I ST T AT s meemetIm




" 21, Sikkim

22. Tamil Nadu

23. Tripura

24. Uttar Pradesh

96.
97.

© 99,
100.
: : Gangtbk
100,
1102,
103.
104,
105,
.. 106.

107.
108.
109,

- 110.
© 1L

112

113.
114:
115.

116.
117,

118.

119.

Blood Bank, Medical College,Bikaner

Blood Bank,S.N.MedicalCollege,
Jodhpur ,

* Blood Bahk,'General Medical College,

Udaipur

" Blood Bank, Medical College, Kota.

Blood Bank, S.P.N.M. Hospital,

Blood Bank, Madras Med1ca1 College,
Madras

Blood Bank, Stanley Medical College,
Madras. :

Blood Bank,Kilpak Medlcal College,
Kﬂpak quras '

-

"Blood Barnk, Govt. Royapcttah
-Hospltal Madras

Blood Bank Apollo Hosp1ta1 ‘Madras. -
'Blood Bank, Madurai Medical

College, Madras
Blood Bank, S.G.Hospital, Madras
Blood Banlé Central, Egrﬁoré Madras

Blood Bank, Govt. Hosp1tal

Coimbatore - .
Blood Bank, Govt. Hospital, Salem

Blood Bank Govt Hosprtal
Tlruchlrapalh

'Blood. Bank Medical College,
_ T1runelvel1

':Blood Bank G.B. Hosp1tal Agartala,

Blo_od Bank, Dist.Hospital,Gorakhpur

Blood Bank, G,S.Y.Mcdical College.
Kanpur '

Blood Bank,Dist: Hospnal AlIahabad

Blood Bank, K.L.Sharma Hosp1ta1
Meerut -

Blood Bank, K.G.Medical College

ILuckn ow

Blood Bank, $.G.P.G.L, Lucknow

Zonal Blood Testng
Centres in Indla
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_25. West Bengal -
- 126.
127.

128.

76. A & N Islands

27. Chandigarh
28. Dadra & Nagar Haveh
29 Daman & Diu

, 30, Delhi

R 1

31. Lakshadweep

S 32, Pondicherry

120.
121.
122,
123.

124,

125.

129,
130.

131.
. 132.
133..
134,

135,

-Calcutta

Blood Baﬁk. Medical College, Agra
Blood Bank, Dist.Hospital,Dehradun-
Blood Bank, Dist.Hospital, Nainital

Blood Bank, Dist. Hosp1tal
Shahjahanpm

Blood Bank, M.L.D.Medical College,
Thansi '

Céntral Blood Bank, Calcutta .
Blood Bank, C.N.M.C.H., Calcutta
Blood Bank, N.R.S.M.C.H., Calcutta
Blood Bank, RGKARMCH

o+

.Blood Bank, S.S.K. M, Calcuttd

Blood Bank, Dist.Hospital, West -
‘Dinajpur

Blood Bank, NorthBengal viedical
College, Darjeeling

Blood Bank, Dist.Hospital, Jalpaiguri
Blood Bank, State Hospital, Burdwan.

Blood Bank, G B.Pant Hospmll art
Blair. ' : o

Blood Bank, G.T B. I—Iospltal Shahdara

- Delhi -

'136.

BloodBank HinduRao Hosp1tal
N. De]hz\ :

Blood Bank LNIP /MAMC Hospital,
N.D.

UNDER INDIAN COUNCIL OF MEDICAL RESEARCH

138.

139.

Blood Bank .Bhubaneswar
Blood Bank, Instt:of Pathology, New

Delhi.

INETTTTS - or
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UNDER DIRECTOR GENERAL OF ARMED FORCES MEDICAL

SERVICES.
140.

141,
142.
143..
144,

145.

Blood Bank Command Hospual
Bengalore.

Blood Bank Comman Pathology Lab,
Eastern Command, Calcutlta.

Bipod Bank Armed Forces Command
Hospital, Delhi Cantt.

. | . .
Blood Bank Command Pathology Lab,
Central Command, Lucknqw

Blood Bank Armed Forces Medical
College, Pune

Blood Bank Command Hospsital,

"Northern Commd.Udhamp_ur.

IN CENTRAL INSTITUTIONS

146.

147.

148.

149,

Blood Bank, Lady Hardinge Medical
College, New Délhi.

Blood Bank, Blood Transfusxon
Serwces Safdarjung Hosp1tal New ‘
Delhi.

Blood Bank, Jipmer Pondicherry -

Blood Bnak RML Hospital New Delht

IN AUTONOMOUS INSTITUTION (Other than ICMR)

- 150.

Blood Bank, Medical College, Banaras _

Hindu University, Varanasi.

151,
152.

Blood Bank, AIIMS, New Delhi.

-Blood Bank,Indian Red Cross Socmty.

" New Delhi.

_ “153.
IN PRIVATE INSTITUTIONS
154,

College, Vellore.. -

Blood Bank, PGI, Chandigam.

Blood Bank, Christian Medical.

-

Zonal Blood Tesling
“-Cenlres in India
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UNIT 6 LIST OF AGENCIES WORKING
INTHE AREA OF DRUGSAND
ALCOHOL | | ?

P

Andhra Pradesh

1. - Upkaar Dr. Pashupulét} Nirmala Hanumantha Rao Charitable Trust
Managing Trustee, Dr. Subbaracnagar Colony, Secunderabad,
Andhra Pradesh - 500 003. :

2.  Grameena Nava S-amaja Nirmana Sangham President. Kistapuram,
- P.O. Man Miryalguda District Nalgonda, Rudraram,
Andhra Pradesh - 508 207.

3. Organisation For Rural Reconstruction Movement Director-cum-
President, H.No. 16-3212, Banglore Road, Dharamavaram,
" Anantapur Dist., Andhra P-adesh-515 671. '

4. - People’s Action For Socia'l,—'?ervice General Secretary, 10-12,
Maruthi Nagar, Chittor Disgrint, Tirupati West,
Andhra Pradesh.- 517 502. 1

5. Psycho Social Counselling Céentre Director, PB. 2126, Stltt Roz,
Secunderabad, Andhra Pradesh - 500.009.

6.- Health Education Link Programme'(HELP) Director, A-701,
~Brindavan Apartments, Lakhadikapool, Hyderat ad,
Andhra Pradesh - 500 003. -

H

7.. The Salvaﬁon.Army, Training Principal, S.A.O.T. College,
Dhargamitta Nellore, Andhra Pradesh - 524 003.

8. Hanumanth Rao Charitable Trust Director, Upkaar Circle,
Secunderabad, Andhra Pradesh - 500 003.

9. Assocmtlon For Social Health In India General Secretary,
Humayun Nagar, Guards Road, Hyderabad,
Andhra Pradesh - 500 004,

10. Needs Serving Socie’ty-Execu_tive Secretary, Post Box No. 13,
R.V.S.C.V.S. High Scheol Hostel, Chilakaluripet, Andhra Pradesh.

11. Vimukti Honoraty Secretary, Peerajupeta, E.G.District, demanda
: ‘_*\ndhra Pradesh - 533 003.

12. Ca “aous Innovative Project Project Co-ordindtor, Fr. Patrao
Hos -ital, Darbe, Puthur, Andhra Pradesh - 574 202.

13.  The Andhra Pradesh People’s Socio-Economic Development
Services Society Director, Near Laxmi Theatre, Solomons Centre,
Prakasam District Chirala, Andhra Pradesh - 523 156

14.  Rural Organization For Social Activity Director,
- Manthenavaripalem, Pittalavaripalem (Mandal), Guntur,
Andhra Pradesh. .




15. AP Glruana Seyak Sangh Chandamamapet, Nond1gama 185, ' ‘ wﬂ;’:;ﬁﬁ:rﬂg
Krishna, (A. P) Andhra Pradesh. :

16. Society For Uphftmg Rural Poor and Socially Stranded
(SURPASS) H.No, 3-4-13/1/1, Dr. Bhoomanava Lane Kochlguda,
Hyde1adabad/27 Andhra ‘Pradesh. .

Assam

rd

17. Asso * ;o For Social Health In India : Assam State Branch
Generaf Secretary, Baruah Road, Sundarpur Guwahati, Assam -
781 005..

18. Society For The Promotion Of You\th And Masses (SPYM).
: Director, Ashram Road, Near Water Tranks Ulubari, Guwahat1
Assam - 781 007.

IS, - Jagriti Sanmilita Unnayan Kendra Project Incharge, Bong'almora,
P.O. Islamgaon, Lakhimpur, Assam - 787 054.

20. Seva Kendra Silchar Dl[‘BCtOI‘ Bishop’s House, Sllchar Assam -
- 788 005. ,

21. Amar Pragari Sanskritie Chora and 'Samaj Unnayan Kendra: ‘
Guwahati, Assand,

22, Khorapathar Sanmilita Yuvak Samaj P.O. Sandhkhowa 784 054,
Islamgaon Distt. Lakhtmpur, Assam

Bihar

23. Sister Nivedifa Memonal Trust Secretary, Ftroz Gandhi College
- Old Bhavan, Jakkanpur, Patna, Bihar - 800 001. :

24. Shree Narayan Samaj Kalyan K.,ndra Secretary, P.O. Kurun
' . Indrayan, District. Rohtas (Sasaram), Lok D1har1 Blhar

25. . Birsa Seva Sansthan Secretary, 25 Shardhanand Road, Ranchl
Bihar -'834 001.

26. Ranchi Arch DIOCESZIH De-Addiction Programme Sister Ineharge
‘Holy Family Hospitai, Ranchi District. Mandar.P. 0.,
Blhal/ 835 214.

27. * Youth Mobilization for Natmnal Advancement General Secretary, . 3
132, Triveni Apartment Patna, Bihar - 800 001. -

28. Bihar Rehabilitation And-Welfare Institute Dtrector Jagdamba
Bhavan, G-4, People’s Co- operatwe Colony, Kankerba, Patna,
‘Bihar - 800 02¢.

29, Environment Counselling'Vikas Centre, Patna; Bihar. - )
30. Kammi Sewa Sadan Jaiprakash Nagar, Dhanbad - 826 001, Bihar. .
Delhi ' h

31. Bapu Nature Cure Hospltal And Yegashrarn Project D1_1eetor
. Gandhi Nidhi, Patpargan_], New De1h1 - 110 091.
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32.
33.

34.

-35.

36,

Women’s Conference Secretary, Sle_]ll‘l House,
New Delhr - 110 001.

Bijnor Seva Sansthan Director, B-3/57, 2* Floor, Safdarjung
Enclave, New Delhi - 110 029.

*Sahara House Director, E-453, Greater Karlash 11,

New De1h1 - 110 048.

Catholic Health Association Of India Incharge, 9435-36/4,
Makhanlal Street, 7 Ansari Road, Daryaganj, Delhi - 110 602.

‘JTeewan Jyoti Director, 25/3, Institutional Area, J anakpurr

" New Dethi, - 110 046.

37,

38..

.39.

41.

42.

) NaVJyothr Delhi Police Foundation Director, Sarai Rohilla, Pohee

Station, -3 Floor, New Delhi - 110 007.

\ .
Christian Medical Assoctaiton of India Co-ordinator, Plot No. 2,
A-3, Block, Janakpuri, New Delhi - 110 058

Soclety For Promouon Of Youth And-Masses Chairperson, Sector

' B-3,3054, Vasant Kunj, New Delhi - 110 070.
40.

‘Santulan Executive Dll’GCtOl‘ F 60 Bali Nagar, Near RaJa Garden,
New.Delhi.

Akhil Bhartiya. Mahild Udhyog Kalyan Sh1ksha53m1t1 Dlrector B-
290, New Ashok Nagar, New Delhi - 110 096.

International Labour Orgamzauo_n. Nat1onal Co-ordinator, Theatre

+.~.Court, 3" Floor, India Habitat Centre, Lodhi Road,

43.

New Delhi - 110 003.

National Institute of Social Defence, Ministry of Social Justice

. And Empowerment Lecturer, West Block 1, Wing 7, Ground Floor,

45.
46,
47.
Gna

R.K.Puram, New Delhi - 110 066.

Umted Nations Internauonal Drug Control Pro gram (UNDCP)
Regional Representative, India International Centre, Lodhi Road,
New Delhi - 110 003,

Association of National "rotherhood for Social Welfare 21, New
Rohtak Road, New De]h1 - 110 005.-

Assoe1atron for Social Health in India 4, Deen Dayal Upadhyaya
Marg, New Delhi - 110002.

" Samaj Sewa Sangh Bhrahampuri, Delhi.

-

.. Asha Bhavan Admipistrator, _Goa Vistn: Eastora, Bardez,

. Goa-403003.. - - s . &

49,

50.

Association. For Socral Health In Indla President, Goa State
Branch, Talexgao Goa - 403 003,

Assocrahon for Social Health In In"'a Asha Mahal Goa




Gujarat

51.
52,
53.
54,
55,
56.-

57.

58. Ranchnatmak Abhigam Trust. Hardik Prerana Park, Socmty Opp

- LG.Hospital, Mani Nagar, Ahmedabad Gujarat.

59. Sahyog Charitable Trust C 14-15, Bhagyoday Complex, Gorwa
‘Refinery Road, Vadodara - 3900]6 Gujarat, '

Haryana ‘

60. -A.damh Saraswan Shiksha Samm Insmute De - Addlcuon Centre,
Haryana.

61. Association for Social Health In India 134- A ‘Sector- 11 A,

- Chandigarh, Haryana.

62. Indian Red Cross Soc1ety Dlstt Branch Red Cross Bhavan Kothl
No. 340, Sector - 14, Faridabad - 121001, Haryana.

53. Indian Red Cross Society-Distt. Branch, Red Cross Bhavan; Delhi

- Road, HISS&I’, Haryanz, -

54 Indian Red Cross. ‘Society Distt. Branch, Red Cross Bhavan, R .
Jind-126 102, Haryana. : ' '

35. - Indian Red Cross Society Distt. Branch, Red Cross Bhavan,
G.T.Road, Panipat, Haryana,

6. Indian Red Cross Society Distt, Branch Red Cross Bhavan, "
Rohtak, Haryana.

7. -Indlan Red Cross Society Dis’tf Branch, Fatehabad Haryané

8. Harydna State Council for Child Welfare Bal Vikas Bhavan, 650,
Sector 16-D, Chandigarh - 160 015, , '

9. CAIM Society, Bannerghatta Village, Bangalore (Centre at

Parivartan De Addiction Hospilal Project D1rector, Old civil
Hospital, Chowk: Bazaar, Surat, GuJarat

| Nashabandhl Mandal. Gujrat P['BSldBl'lt, Opposite Apna Bazar,

Bhandra, Ahmedabad, Gujarat - 380 -001.

Christ Reconciling Youth Honorary Difector. Pensionpﬁra Near
Ashok Compound, P.O. Fatehganj, Baroda, Gujrat 390 007

" Indian Council Of Social Welfare (ICSW) Secretary. Mumcxpal

Bal Bhawan, Paldi, Ahmedabad Gu;arat 380 007.

S.C.Patel Trust _De - Addlctlon Centre Dxrector, A-4, Mudra
Complex, Ellora Park, Baroda Gujarat - 390 007.

.Gujarat Kelavani Trust Honorary Director, Maﬁgal Prabhat Trust-

. Building, Opp. St. Xavier’s High School, Ahmedabad, Guijarat.

Kanoria Hospital & Research Centre Near Indira Bridge, Hansol-
Gandhinagar, Highwat, Vlllage Bhat, Gandhinagar, North. Gu_]arat.

Rewari), Haryana.

List ofAgencles
Working it the Area
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70.

CAIM Society, Bannerghatta Village, Bangalore (Centre at Sohna,

Gurgaon), Haryana.

Jammu-Kashmlr

. . 85.

,Pathanamthlttd Kerala.

71. Society For Promotion Of Youth And Masses Mashwara I—Iosp1ta1
Purkhoo Road, P. 0. Dumana Akhnoor Rd, Jammu (J&K).
72. I-INSS De- Add10t1on Centre Maspd Khanyar Srmagar
Karnataka e t
" 73. Trada De - Add1ct1on Centre Director, Uarmelaram Post, Banglore,
" . Karnataka ~ 560 035.
74. Father Muller s Charitable Insutuuons Director, P.B. No. 501,
'~ Kankanady, Mangalore, Karnataka - 575 002. ' .
75.  St. Martha’s Hospxtal Director, Psychiatry Department, Koom No-
' 22, Nrupathungd Road, Banglore, Karndtaka - 560 Odl
76. NIMHANS (Nauonal Institute of Mental Health and Nuro SN
Sc1ences) Chief (De-addiction Unit;, Fosur Road, Banglore,”
Karnataka - 560 029. R -
- 77. CAIM Charitable Socnety -Director, 11 Mam Raj Mahal Vilas
~ Extension, Bannerghatta Road, Banglore, Karnataka - 560 080.
78. Link Trada Counselling Centre Co-ordinator, Bn 10 Lane Falnir,

‘Mangalore, Karnataka - 575001. - C i

T

79. Prajna Counsclhng Centre D1rect0r, Palnir Roéd, Kankanaday,
_ . Mangalo. >y Karnataka - 575 002. ,
. 80. River Vailey Organisation For Rural De\}elopment Managing
' Trustee, Chandagal Road Mandya District, Surangapatna, _
Karnataka - 571 438 _
81. .Jeeva Dharu Director, Hand Post Mananthavady Road, H.D.Kote,
\ P.0O. My\_ore, Karnataka - 571 114. _
82. - Kaur Rani Channama Mahila Mandal, Karnataka.
83, Sri Maitei Mahila Mandali® Doddabathii Post, Devengere, Tq.
Chitraduzga Distt. Karnataka. 1
84. Nu:ur Education Society N1tur(B) Tq. Bhalki, Distt.
' Bidar - 585 401, Karnataka.
Shri Shakti Mahila Mandali, Gunlur Post Harihar, Devang Distt.,
. Karnataka.
~ 86. Seva Sangama No. 1163, 80- Fee* . ad Prakash Nagar,
Banglore - 656 021, Karnataka. 1
Kerala :
© 87. M.M.M.De-Addictio:: Research and Treatment Centre Project
- Director, MOSCMM Hospital, Kolenchery, Kerala - 682 311
88. Navajeeva Kendras Secretary, I»‘alayalapuza Thazam B.O.,

L
i
i




89,

Umty Group Counselling Centre Drrector, Perandoor Road

. Cochin, Kaloor; Kerala - 682 017.

90.
1.

92,

93.

94.

95.

96.
97.
08.

99.

- Internatronal Centre For Study And' Development (ICSD)

President, Valakom P.O., Kollam, Kerala - 691 532,

Pratecksa Counsellmg Centre Director, Bethany Aramana
Tiruvalla, Kerala.

Cochin Social Servrce Society Director, Jubilee Memorial
Complex, Veli Cochm Kerala - 682 001,

Total Response To Alcohol And Drug Abuse (TRADA) Director,
Manganam P.O., Kottayam, Kerala - 686 018. .

Kerala Association For SocraI And Women’s Welfare General,
Secretary, Mupparayil Burldrng, .Vellayrttambalarn Kollam
Kerala - 691 012. '

Atmata Kendram Drrector Pastrol Centre Changanassery, .

. Kerala - 686 101..

Indian Psycho-Socral- Service Society President, Vettuthura,
Channankara P.O., Channankara, Kerala - 695 315.

Prateeksha De—Addrctron Centre Admrnrstrator  Sanghumugom
Beach P.O. , Trivandrum, Kerala - 695 007 :

Family Apostolate Drrector PB No 42 Mananthavady, Waynad
Kerala 670 645. . :

' Drvme Retreat Centre, De-Addiction Drrector Murrngoor P.O.,

." Chalakudy, Kerala --680 316. -

100.
101.
102.

103.

Mujahid Educatron Trust Honorary Secretary, M. Square Complex
Pavamani Road, P.Box 60, Calicut, Kerala - 673 001.

Mar Gregorros Study Centre Director, P.B.No. 620 U C College

"POQ., Alwaye Kerala - 683 102

-Social Actton Forum Executive Drrector Navachalthanya Aloor

P.O., Trissur Drst_;ct Aloor, Kerala - 680 683.
Alcohol And Dru g Informatton Centre (ADIC) Project Director,

- TC 26/2203 Spencer Junction, Trrvandrum Kerala - 695 001.

104,

106.

107.

108.

4. St, Gregorros De-Addiction And Counselling Ceritre Admrnrstrator, _
*~ Mission Hospital, Parumala Kerala - 689 626.

105.

Sri Sathya Sai De- Addrctron Centre Presrdent K. M. Hospital,
Palliport P.O., Pa]hport Kerala - 683’ 515.

Naranganam Rural Deve10pment Socrety Secretary, Naranganam
West P.O., Pathanamthitta District, Pathanamthitta, -
Kerala - 689 642.

ermal Nikethan Mukthrsadan Director, Mukthrsadan
S.N.Junction, Thrrpunrthura Kerala - 682 301

Shanthi Counselling Centre Co- ordrnator Kalleri Peruvayal P.O.,
Cahcut Kerald - 672 323,

List of Ageneles
Work.lng inthe Area
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111,

109.
110.

_ Kerala - 695 575.
112,

113
114,

- 115,

116.
117.

| 118.
119,
120,
| 12i.

122.

Brain Society D'i'f'éctor, P.O. Mala, Mala, Kerala - 680 732.
The Dale \Ifiew Director, Ponalal P.O., Poovachal, Trivandrum,

Changanassery Social Sérvice Society Secretary, P.B.No. 20,
Changanassery, Kerala.

St John Sangam Trust.Chairman, Rover Campus Perambalur ,
Perambalur, Kerala - 621 212. ‘

Abhaya Varada Nandavanam, Thiruva.nanthapuram Kerala.

Alcohol And Drug Addicts Research & Rehab ilitation And
Treatment, Pala, Kottayam 686-575.

. Calicut Dlocease Social Service Society, St Michael’s Church,

West Hill, CaliCut 673 005.

Prateeksha De—Addlcuon Centre Thahcherry, Cannore Kerala,

Jawaharlal Memorial Social Welfare Public Co-operation Centre,

_Thalayolapa:ampu Kottayam - 686 605.

Malankara Orthodox Syrian Church Medical Mission Hospitaj, :
Kolencherry, Ernakulam 682 311, reo

Shree Niketan Centre For Socnal Development
Thiruvananthapuram.

Thiruvananthapuram Social Service Society Bishop’s Palace, P.B.
No. 828, Vellayambalam Thlruvananthapuram 695 003.

Unity Group Vallor Raad, Petta, S.N.Junction, Thripunithura,
Kochi. :

K.Vel‘éyudlllan' Memorial Trust Shertalley, Allapuzha, Kerala.

Madhya Pradesh

123,
124.

125,
126.
127;

128.

Drug De-Addwtmn Hospnal Incharge Hosp1ta1 Op1um and
Alkaloid Factory Campus Station Road Neemuch Madhya
Pradesh - 458 441,

Jagriti Dlug Awareness Counsellmg And Assistance Centre

President, 98, Ra_rnprasad Bhargav Marg, Chhatn Chowk Ujjain,
Madhya Pradesh. . - »

‘Indian-Red Cross Spciety Secretary, Prem Kumari Hospital, 19,

Biyabani, Indore, Madhya Pradesti - 480 012.

Indian Institute of Socio-Economic Research Development
Secretary, Jabalpur, Madhya Pradesh - 482-001.

Rashtriya Vidhyan Manch President, E-20, BDA Colony Kohepiza
Bhopal, Madhya Pradesh - 462 003.

7

Raipur Diocesan Social-Welfare Society Director,.Seva Sadan,
District Drug, Kumhari, Madhya Pradesh - 490 042,
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129.

130

131.

,1.32' .
133.
' 134.
135.

136
137.

138
139.

140,

Navjeevalh De-Addiction Centre Project Director, Gandhi Bhavan
Shamla Hills, Bhopal, Madhya Pradesh - 462 003.

. Berojgar. Malhila Seva Samiti CJhalrperson Zone 3, Old Khursipar,

Bhilai, Madhya Pradesh.

Bh:lal Steel Plant Personnel Department Senior Manager,
Counselling Section, Room No. 12, Old ‘Administration Bu11d1ng,
Bhilai, Madhya Pradesh

Jabalpur Dlocesan Social Servme Seclety Dl[‘BCtOl‘, Binjhia, P. B
No. 6, Mandla Dt Madhara Pradesh - 481 661.

Akhil Bharat Rachnafmak SamaJ E-4/ 1855 Mahavir Nagar, Near
10" Bus:Stop, Bhopal Madhya Pradesh.

Assem Jyotl Sanskrmc Shiksha Parishad Gwahor, Madhya
Cradesh. :

Assodiation For Social Health In India 98, Ram Prasad Bhargav -
Marg; Chhatri Chowk, Ujjain - 456 006. '

Gandhi Bhavan Trust Syamala Hills, Bhopal.

Guru Tegh Bahadur Shlksha Samiti, G\'vahc_

Shant1 Niketan Mahila Kalyan Sam1t1 Shlvam Complex, Bh -al.
Shri Gautam Buddha Shiksha Prasar Samm Gwahor

Shiv Kalyan Avam Sh;ksh_an Samm. Bhopal.

Maharash tra

141.

142,
143,
144,

145.

Kripa Foun 2 ton Mt. Garmal Church, 81/A Chapel Road B'andra,
Murbai - 400050

Kripa foundation Managing Trustee, Mt. Carmel Church, 817A,
“hapel Road, Bandra (West), Mumbai, Maharashtra - 400 050.

L]

Shri Ganesh Shikshan Prasarak Mandal Secretary, Priyadarshini
Chowk, Khadgaon Road, Latur, Maharashtra - 413 531. -

Sarva Seva Sangh Dl[’BCtOI’ Vadgaonsherl Pune,
Maharashira - 411 014,

‘Veer Arjun Yuvak Vikas Mandal Secfetasy, Lane No. 4, Plot No.
- 23, Vishwakarma Nagar, Nagpur, Maharashtra - 440 027.

146.

Parwartan De - Addiction Centre Secretary, 155 Sadashw Peth,

- . Satara Maharashtra.

147,

148.

146,

Seva Dhan Chairman, 4% Floor'Muriicipal Hospital Bldg.,
Bhardawadi Road, Andheri, Mumbai, Maharashtra - 400 058.

Mahabodhi Education Society President, Lala Lajpatrai Ward,
Near Nehru Garden, Mendha Road, Bhandara
Maharashtra - 441 904

Society on Cancer and Health Education and its Management
(SCHEME) President, Prof. Bunglow No.3; Medical Col]ege
Campus Nagpur, Maharashtra - 440 003. '

List of Agencies
Working In the Aren
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- 150.

[51.
152.

153.
154.

155.
156,
157.

158,
150.
160.

161.
162,
163,

164.

© 165,
166.
167.

.~ 0w Telegraph Office Jalna, Jalna, Maharashtra.

"168.

Support Executive Director, M M.Joshi Marg Lower Parel (W),
Mumbat, Maharashtra - 400 013.

Nav Nirmaan Foundation Clinical Director, Rose Minar, 87,
Chapel Road, Ground Floor, Bandra, Mumbai,
Maharashtra - 400 050. -

Drug Abuse Information, Rehabilitation and Researeh' Centre
Secretary, H Block, Ist Floor, Sitaram Building, Palton Road,
Mumbai, Maharashtra 400 001

National Addlctmn Research Centre (NARC) Director, Bhardawadt
Hospttal ‘Andheri West Mumbai, Maharashtra - 400 053

Forum Against Drugs General Secretary, Office 2, Ist Floor Sonal

‘Mabhal, 143, Marine Drive, Mumbai, Maharashtra - 400 005.

Adarsh- Shikshan Prasarak Mandal, Mumbai, -t
Arunchaya Bahuudeshtya Gramm Vtkas Sanstha, Maharashtra

Bhartrya Aushadht Anusandhan Sansthan Tumsar At. Post Khapa,
(Tumsar), Tah, Tomsar, Distt. Bhandara, Maharashtra

Bhartiya Adiss Jati Sangh Vidarbha. Pandes Bunglao Nagpur
Khamala 440 025

Dharam Samanway Maharishi Gulbarga Maharaj Warkari Vtkas
Shtkshan, Maharashtra.

Jan Kalyan Samaj Vikas Sansthan Police Barracks, Behmd Centre -

Building, Osmanabad Maharashtra.

-

Jeevan Rekha Pratisthan, Maharashtra.

Kagal Education Society, Maharashtra

International Mtssron of Dr. Adbedkar Education Soclety, Nawa
' Nakasha, Nagpur - 440 017

Kalyan Education Sccrety 103, Tikekar Road, Thantoli,

‘Nagpur - 440 012,

Muktanar. Miira Krishna Patrakar Nagar, Pune - 16.

Sant Kabir-Vidya Prasarak Society 19, Bhuvikas Bank Colony,
Naik Nagar Road, Anand Nagar, Nanded - 431 605.

Shtvam Mahila Shtkshaﬂ Prasarak Mandal Near Pilla Bangla, Near

‘Sandhi Niketan Shikshan Sansthan Wadgaon, Tq. Mukhed. -

- "N.M.Wadgaonkar, At. P.O. Barholi. Distt. Nanded.

169,
170.
Y

Shiv Shakthi Education Society Lashkari Bagh, Nagpur-17. <
Shri Shiwaji Shikshan Prasarak Mandal, Maharashtra.
Unnatisheel Mahila Mandal Ravi Bhavan, Ganesh Nagar Road,

_Nanded Maharashtra,

!
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' Manipur

172.

173
174,
175.
176.

177.

178.

Sunichinvum Women Society Secretary, Sunny Cottage, New
Lambulane, Imphal, Mampm - 795 001. -

Manipur Rural Institute Society Chairman, Tera Bazar, Sapam
Leikai, Imphal, Manipur - 795 001.

Kripa Foundation Project Director, Manmpukhrl Imphal
Mampm - 795 002..

Centre For Social Development Sccretary,,Palace Compound (W),
Imphal, Manipur - 795 001.

Rural Health Organization-General Secretary, Naoremthong

. Laisharam Leirak, Imphal, Manipur - 795 001.

Kha- Manipur Yoga And Nature Cure Association ‘Secretary, Nature

Cure Research Hospltal Machin Manao Hills, Kakching Bazar.
Manipur - 795 103.

Thangkhul Mayar Ngala Long Project Dn‘ector, PO Box No. 1,

- Ukhrul, Mampur

179.

180.
- 181,
182,

Social Care Ministry Director, Praise The Lord Bunldmg, T1dd1m

' Road, Churachandpur. Manipur - 795 001.

Challengers Club Cricket Faculty; Oinam, Tiddim Road, Imphal.
Commuhity'DeVBIOpment Prbgramme Centre, Thoubal.

Integrated Women And Children Developmer;t Centre,

. Thangmeiband, Imphal, Manipur.

183.
184,

185,

186.
187.
188.

189.
190.

191,

192

Centre For Mental 'I-'-Iygi‘ehce"Sangaiprou, Airport'Road. Imphal.

Bvangelical Convention Church Lamka Rehabilitation And
Research Centre, Churachandpur 795 128.

Galaxy Club, S1ng]ame1 Mathak Chouglham Leikai, Imphal,
Manipur 795 001 :

Rural Development Socnety Thoubal District, Manipur.
Sneha Bhavan, C/o Little Flower School, Imphal - 795 _001. .

Service and Education For Welfare Action, S'oibam_ Leikai

_Ayangapalli, Near Jawaharlal Nehru Hospital, Impha] - 795 001.

Social Reformation and Dev10pment Orgamsatmn Thoubal,
Mampur :

United Voluntary Youth Council West - 11, Keisazﬁpet,‘ Modu.
Meghalaya :

Khasi Ja.maha Presbytenan Synod Execuuve Secretary, Church
House, Mission Compound Sh1llong 793 002.

Kr1pa Foundatmn, Sh1110r1g

List of Agencles
Working in the Area
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- Mlzoram

193, Apgape Home De- Add:ctlon Centre Incharge, Durtlang, Aizwal,
. Mizoram. oo

194, Synod Social Front Secretary, Synod Offxce Aizwal,
‘ M1zoram 796 001,

195: ‘_Socml Gmdance Agency General Secretary, P.I.Chhuma Building
Tuikaul, Alzwal Mizoram. ,

196. Biessin.g: Home De-addiction cum Rehabilitation, Centre,
+ Sakawrtuichiun, Aizaval - 796 006.

197. Faith Home Chhingehhip, Aizawal - 796 161.

198. New Life Home Society 31/D, Mahatama Gandhi Road,
Aizawal - 796 001.

199. Zoram Drwer s Ramthim Board C/o Friends Autornoblle
Enterprise, P.C. Chandmari, Aizawal.

Nagaland /

-

200. Shalom Re’ .ablhtatlon Centre D1rect0r Chumukechma
Nagaland - 797 103.

‘iO'i. Prodigal’s Home Director, PostBox 14_8. Dirr_lapu},
Nagaland 797 112, : ,

202. Youth Mlssmn President, P.O.Box 127, Kohlma
Nagaland - 797 001.

©203. Naga Mother’s Association Presiden:, NMA-Kiipa Zentre,
- D-Block, Kohima, Nagaland - 797 001.

204. AIDA Director, Don Bosco, P.O.Box 40, Dlmapur,
© Nagaland - 797'112. .

- 205. _Bcthesda Youth Welfare Circular Road, PB. No. 33, -
Dlmarpur 797 112. -

'/

" 206, Eleutherous Chrlstlan Soc1sty Tuensang. Nagaland
_ 207. Operation Dawn Satc Building, PR.Hill, Kohima - 797 001

_ 208. Save Youth’ Assoc:auon of Lhisema Lhisema Khel, Kohlma
Village, Kohima - 797 001. :

209. Kripa Foundation, Kohima.
~ Orrisa ' ’

210. Nilachal Seva Pratisan Dayavihar Secretary, Kanas, Pufi, Orissa -
752 017. s

211. Rural Develonme-t Action Cell Secretary, Convent Road,
Mayurbhanj, Orissa - 757 001.

‘. - 212, Pryject Swarajya Dlrector, Mou Bhawan Kesharpur Road, Cuttack,
Orissa - 753 001. . .
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213."
214.
215,

216.

217.

218.
~ Bhapur, District Nayagarh, Fategarh Orissa - 752 063.

219{ A-85, Saheed Nagar Bhubaneshwﬁr Orissa - 757 007.
220.
221.
o
223,

224,

225,
226.
227,
228.

230.
231,

. Open Learmng Syste_m 275/A, Bhubaneshwar - 751 007. . _ ‘ P
' ' o ' 6 ;

elical Hospital Directol iar, Orissa - T ot Agendes
Evangelical Hospital D1rector, IKhanar, Orissa _ 766 107, Working . hge: r:“

. The Citizen'President, 'I‘L_lléipUi‘, Cuttack, Orissa - 753 008.

Chintamani Memorial Educat_ional Society Secretary, LCR 416,
Chend Colony, District Sundergarh, Rourkela, Orrisa

Indian Institute of Youth And Development Dlrector, Kalmga,
Phulbani, Orissa - 762 022.. .

Coungcil For Somo-Economlc Benevolent Action Secretafy‘
Baripada, P.O. Bhan_;pur Mayurbhanj Dist., Walltgan]. Orlssa -
757 002, : . _

Centre For Action And Rural Reconstruction Chairman Via
Orgamsatlon for Social Change And Rural Development Secretary,- ‘
Gram Vlde Executwe Director, Mohuda Post, Berhampur,

Qrissa - '}'60 002. -~

Gania Unnayan Comntittee Premdent DIS[I‘ICI‘. Nayagarh

- Belapadapatna, Orissa - 752 085.

Commumty Development Medlcmal Unit Director, 97, Forest |
Park, Bhubaneshwar; Orissa - 1751 009.

Bhairabi Club Secretary, P.O. Hadapada, District Khurda,
Kurumpada, Orissa - 752 018.

" Association For Social Reconstructive Activities Secretary .
- General, Satyabrata Press Prernlses Plthapur Cultack

OI']S.')d 753 001.

Rural Development Society Pres1dent Avanil, Arunoday Market

PO Cuttack, Orissa - 753 012.

Arjun Insutu te of Rural Affairs Aswakhold PO Karamul Vld
Mdhlmddddl Distt. Dehnkanal.

Commumty Legal Acuon And Reseach Centre (LARC), At./P.O.

. Bamsla V1a Mdhlmdgddl Distt. Dhenkanal - 759 014, Orissa.

Centre For Youth And Social Development A~ 70

_ Bhubdneshwar 751 007. -
229,

Goplnath Jubak Sangha Brahmaglrl Orissa.
Jaikishan Youlh Club Pun Orissa. '
Nikhil Utkal Haruan Ad1wa31 Sewa Sangh 44 Dmples Sallashree

_ Vihar, Bhubaneshwar - 751 021.

. National Institute of Commuinity Health 981, Santrapur

Bhubaneshwar
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' 234. Orissa Multipurpose Dev. Centre 4/14, MIG-II, BDA Colony,

. Chandrasekharpur, Bhubaneshwar - 16.

§ 235, P§0ple’s Cultural Centre VII-H/3, Sailashree Vihar, Bhubaneshwar.
236. Peace .Bird of Capability Amra, Village Amlia, Post Orangi, Via.
' Haladipada, Orissa. -
337. | Sahyog, Badambach. Orissa.
238. Shree Ramakrishna Ashram M. Rampur Kaldhdndl - 766 102.
: 239. Vjshwa Jeevan Sewa Sangh At. Saradhapur, P.O.Galhasanput,
Distt. Khurda - 752 060.
Pmldiclierr}r
240. Arunodayam President, No. 439, M.G.Road,
Pondicherry - 605 001. - )
241, APSARA (Assoéiatiou for Psych- Social Awarszast and
' Rehabilitation of the Afflicted) V.P.Nagar, Pondicherry.
242. Association For Social Health in India.
29, Villianure Road, Reddiarpalayam, Pondicherry - - 1. .
"Punjab - | _ B
243: Guru Nanak Charltable Trust General Secre*»: -1, Gurmat Bhawan,
Ludhlana DISII’ICI‘. Mullanpur Mandi, P: Injab - 141 167,
244 Indian Red Cross Society Secretary, Red Cross Bhawan, Secter 16
- -A Madhya Marg, Chandlgalh Punjab - 160 017
245. Indian Red Cross Socxet_y (District Branch) Secretary, Sadiq Road,
Faridkot, Puniab - 150 228, . -
-346; Red Cross De Addiction Centre. Project Dueclm ‘Saket Hospudl
’ Panala Pun]ab 147 001.
247. Drug Awareness t.,ounsellmg And Assistance Centre Project
L 'Incharge, Oppos1te Police Lmes Bhatinda, Punjab. '
248. Red Cross De-Addmtlon Cum Rehabﬂxtahon Centre Project
- Director, Near Banga. District Nawasheha1 Dhahan Kaleran,
Punjab.
249, Indlan Red Cross Society (District Branch) Secwtaly, Red Cross
' Hospltal Opp. Thermal Lake, No.2, Goniana Road, Bathmda
Punjab - 151 005. -
250 Punjab State Drug Awareness Counselling And Assistance Centre
Project Incharge, House No. 638 - A, Phase X1, Mohali District,
Ropar, Punjab. .
'251. Claim Society, Jallandhar. |
252. Child Welfare Council House No. 15, Sector - 3 A,

Chandigarh - 160 001. -
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253,
254,
" 255,
-~ 256.
257.
258.

259.

260:

o

1261.

- 263.

265.
o Ia:pur Ra]asthan
266.

Dr. D.N.Kotnis Health Andf Education Centre Ludhiana, Punj_ab;

Guru Gobind Singh Study C1rcle Model Town Extensmn
Ludhiana.

.Indlan Read Cross 3001ety Distt. Branch Mansa PunJab

Indlan Read Cross Society Amrltsar Branch Pun_]ab
Indian Read Cross 8001ety Moga Branch, Moga, Pun]ab

Somety for Rehabilitation of Handicapped aAnd Persons Suffermg
from Social Evils. 417, Sec - 44-A, Chandigarh, -

Association For Social Health in India Chandi garh Branch, 1169
Sec-21-D, Chandigarh - 160 022,

Servants of People Society Lajpat Ra1 Bhavan, Sec 15 B,
Chandtgarh 160 015.

S

Rajasthan

262.

267.

Marwadr. Med1ca], And Relief Somet}r Secretary, 10-D, Near
Government Bus Stand, Paota Jodhpur Rajasthan - 342 006.

Rajyoga Educa.tlon And Research Foundation (Medlcal Wing) Joint
Secretary,- Brahamakumans Pande Bhawan, Mount Abu,
Rajasthan ~ 307.501.

Society For Rural Action And Motivation Secretarsr. Behind Power
House, W.No. 22, Jhunjhunu, P.O. Chlrawa Chirawa,

. 'Ra]dsthan 333 026.
264,

Adarsh Btkan - Bal Shikshan Panshad Subhash Pura, B1kaner
Rajasthan - 342 006, -

Jaipur Rural Health And Dev Trust B 7 Shiv Marg, Bani Parik,

Nirashrit Mahila Bal Vikas Gramodhyog Sh1ksha Samm Pai Bagh

Bharatpur - 521 001:
s :
Opium De-Addiction Treatment Training and Research Trust Balia

Niwas, Inside So_|at1 Gate, Manaklao 342 305.-

Slkklm '_ T

268.

Asrociation For Social Health in India Secretary; Jagriti, Ist Floor,
Sikkim Sah1tya Partshad Bhawan, Gangtok Slkkun

Tamllnadu .

269.

-

Mass Hopes Project Drector Plot No. 3494, 46" Cmts Road,
Vﬂlapuram Madurai, Tamilnadu - 625 011.

270. St. Paul’s Educational And Me'dlcal Trust Presidént, No.21,

Yanniar Street, Turstpuram, Chennai, Tamilnadu - 600 094

271 Indlan Institute of Woman And Child Health 'I‘rust Director,

Dmdlgul District, Sempatti P.O., Tamilnadu.

- List of Agencies
Working in the Area
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272.

273:

274.

275.

276.

- 277

—

- 278.

T.T. Ranganathan Clinical Research Fouondation ! Honorary
Secretary, 17 IV-Main Road, Indira Nagar, Madras, - -
Tamilnadu - 600 020. _

, Tiruchirapalli Multipurpose Social Service Society Director, P.B.
No. 12, Melapudur, Tiruchirapalli, Tamllnadu 620 001. -

Madhar Nala Thondu Niruvanam Executive Drrectm R
" Thiruvendhipuram Road, Path1r1kuppam P. 0 Cuddalore,
Tamrlnadu

—
YWC A. GeneraISecretaIy, P.B.No. 3984 Avmashl Road
Coimbatore, Tamilnadu - 641 018. - -

S

Arogyam Honorary Secretary, No.-10, Vaidhyaram Street, T. Naga
Chennai, Tam11nadu 600 017. :

Good Will Socxal Work Centre Exeoutwe Dtrector Plot No 5
South Street Extensron S1ngarayar Colony, Madurai,
Tamﬂnadu 625 002 Coe

The Salvation Army Catherme Booth I—Iosp1ta1 Admlmstrator

" Vadasery, Nagerecoﬂ 'I‘amﬂnadu 629 001.

3 279’,. Campus, Perambalur, Tamllnadu 621 212:
~ 280.
281.
282.
283.

284.

285,

287,

St. John Sangam Trust Ofﬁce Manager, 18, Anna Sa1a1 Roever

e

Shri Victoria Educational 8001ety Sec_retary, Puthukkottai™

‘Mathakkottai Village, Thanjavur, Tamilnadu - 618 005.

The Salvation Army Territorial Commander, Mabharaja Nagar Post,
Tirunelveli, Tamilnadu - 627 011,

Trust in the Area of Socral Orgamsatron (TAS AY D1re9tor Polatch:
Amman K.ovﬂ 2 Street Arakkonam, Tamllnadu 631 001.”

Indian Society of Cr1mmology Secretary, Depart.ment of..
Psychology, Umvers1ty of Madras, Chennai, Tamilnadu --600 005.

Bharati Women Development Centre Secretary, 28, Kannagi Vilas .

Building, Thiravarur Road, Thiruturaipundi, Tamilnadu - 614 713.

,Yathregan counselti‘ng Centre Director, 32 Mahal Ist Street,

Madurai, Tamilnadu - 625 001
286.

Commumty Service. Centre DlI‘GCtOI‘ 17, Balfour Road Kﬂpauk
Chennar, Tamilnadu - 600 010. :

Sacred Hearth Hosp1ta1 Incharge, Tuticorin P. 0 Tuticorin,

- Tamﬂnadu 628 002

288,
289.

290,

Association for Social Health in India State Branch, 187 Cutchery

"Rd,, Mylagore ‘Tamil Nadu - 600 004.

Davidraj Nursery Educauonal Socrety 1846, West Mam Street,
Thanjavur; Tamil Nadu - 613 009.

Khajamalai Ladies Association.Khajamalai,
Thtruchirappalli - 625 023,

L
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297, M.S-.Chellamuthu Tfust 643, K.K.Nzigar Madurai, Pin - 625 020.

1 2. \foluntary Health Services, Tamil Nadu.’

:‘ﬂpura

293, Kalydn Sarmtl Presment Gangaﬂ Road, Me]arnath Agartala

Agartala, Tripura - 799 001.

294, Association For Social Health In India General Secretary, No. 3,
Second Lane, Joynagar, Agartala Tripura - 799 001.

 Uttar Pradesh

. ) I . .
295. Akhil Bhartiya Mahila Udhyog Kalyan And Shiksha Samiti
(ABMUKSS]) Director, 55-C, B-12 A, Sector-34, Dawal Gm
~ Noida, Uttar Pradesh - 201 301.

|‘296. Nirvan President, D-2059, Indlra Nagdr, Lucknow

Uttar Pradesh - 226 016.

297. Association Fog Social Health in India Secretar Y, Rani Hotel
Building, Begdm Brldge Moerut, Utlar Pradesh - 250 001.

298. Dr. Bheem Rao Ambedkar Shiksha leetam Secretary,
Mangaripatti, Ghazipur District, Panchrukahan Village, Uttar
Pradesh - 233 307. '

299. Gramya Vikas Sewa Sansthan Secretary, 20- B/4 All, Allapur
Allahabad, Uttar Pradesh - 211 006.

300. Kashi Club Secretary, Ganges Bhavan, D- 14!8 Dasawadesh Road,
' Varana51 ‘Uttar Pradesh.

301. Nur Manzil Psychiatric Centre Director, Lal Bagh Lucknow,

Uttar Pradesh - 226 001.

302. U.P.Rana Beni MadFav Jan Katyan Samiti Sec'retary, Ekta Sadan,
" Gulab Road, Raebareli, Uttar Pradesh - 229 001,

303, Hasrat Mohani Charitable Society General Secresary, 88/441,

Humayun Bagh, Kanpur, Uttar Pradesh - 208 001,

304. Shri Kanchilal Shastt Samarak Sansthan Director, C-49, New
Azad Nagar Kdlyanpur, Kdnpur Uttar Pradesh - 208 017.

.305. Adrash Janata Shiksha Sami* Pir:, Karchana, Allahabad.

306. Akhil Bhartiya Azad Sewa Sansthan Azad Villa, Daligunj,
Lucknow 20.

-

307. Association for Social Health in India Japriti Counselling Centre,

Agrawal Building} i Tear Old Baghpat Stand, Delhi Road, Meerut -

250 002,
!

308. Bhartiya Samaj Sewa Sansthan Baraf Khana, MlShI‘l Ki Bagh

Chowk, Lucknow - 3.

309. Bijnor Sewa Sansthan Mandawali, Sandu DIS[[ Bl]nore Uttar

Pradesh.

~

List of Agencles

" Working In the Area
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310.
311.
312.

313.
314,
- 315.
- 316.
317,

318.
319.

320.
321
322,
K ‘ Chauraha Bulandshahr

323,

324,

Dwaba Kalyan Samiti, Allahabad.
Gram Sewa Niketan 295/23. Ashrafabad, Lucknow.

Indian Red Cross Society'Distt. Branch, 53, Bahadurganj,
Allahabad

Jan Kalyan Avam Nan Uthan Samm, 104, Sahabganj. Faxzabad

'Jeeyan Jyoti Society Alambagh, Samar Vihar Colony, Lucknow.

Khandwari Devi Shikshan Samiti Chehniya Janpath, Varanasi, U.P.
Mahila Chetnd Saﬁniti Varanasi, U.P. |

Pratagarh Mahila Kalyan Evam Shiksha Samiti, Pratapgarh
Deokali, -Pratapgarh.

Prerna Samiti C- 390, Rajaji Puram Lucknow 226 017, U.P.

Prerna Gramya kaas 'Sansthan Vill. Kuberi Khera, P.O. Ichauli,
DlS[t Rai Bareh :

Saket Mahﬂa Mandal Kalyan Samiti Muttiganj, NawabganJ P. 0
Gonda, U.P. _ _ -

_Smt Kaushalya Devi Purva Madyamm V1dhalaya Shivpur, T1mrua,

Hardoi, Dlstt Etawa

Social Welfare Organisation Teachers Colony Road, Lalla Babu

Social And Economm Development Institution Indira Nagar,
- .Lucknow

Shantl Sarvodaya Sansthan Shant1 Kunj, Mch Mewauyan

“ _-Tarabgan_] Road, Gonda - 271 001.

325,

327.

328.
329.
. 330,

331

332.

Ratan Gram Vikas Samm Gram - Jahldpur P.O. Shahabad

_ -Rampur.
326.

Sarai Nahar Khan Odhyoalc Samiti- Badaun P.O., Sana1 Naha_r
Khafi, Badaun - 243 601. .

Sarva]amk Shikshan Samltl Puran Nagar, 565 El 180, Alam Bagh

: Lucknow 5

Sarvajamk Shﬂcsonoyan Sansthan Alhpur Hardoi - 241 001.
Shak*i Sadhana Sansthan Tarinpur, Distt. Sitapur, Pin - 261 001,

Shaheed Memorial Society E-1690, Rajaji Puram P.O. Distt. -
T.ucknow - 226 017. ' ' '

Shri Gapga Prasad Smarak Mahila Kalyan Sansthan 32, Subhash

"Nagar, Kunda, Pratapgarh - 230 204.

Uttrakhand Shoshit Mahila Sansthan Vikas Nagar, Dehradun, U.P.

West Bengal

333.

West Bengal Voluntary Health Association Executive Secretary,
19A, Dr. Sundri Mohan Avenue, Calcutta. West Bengal - 700 014
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334 Emmanugl Ministries - Arunoday Midway Home 48 - Ripon Street, - ‘ wnrkl_-ii:} ':If“\l?::'\f:
Calcutta; West Bengal - 700 016. &

| 335 " Bikash Bha‘;atr Welfare Society Semor Manager 20/1 B, Lalbazar
 Street, Calcutta, West Bengal 700 001.

3367 Prabhudha Bharati Shrshuurtha Genelal Secretary‘ Vill. Khrrrmda,
" District Mrdanpole. P.0. Krishnapriya, West Bengal - 721 140.

337 “Yomen’s Co- ordmatmg Council Honorary Secretary, 5/1, Red o
Cross Palace. Calcutta, WestBe’ngal 700.062. . _ -

‘ 338 National Federauon ot' Parents for Drug-Free Youth Secretary, 90,
M.G. Road, Harldevpur P.O., Calcutta, West Bengal - 700 082

.339. Elmbhirst Instrtute of Community Sludres Honorary Secretary, ' .
Nababithika,. Andrewspallr,,DrstrrctBlrbhum Santrmketan. West . - :
Bengal 731235 _ : ' '

: 340 Council For Adva. cement For. Rural And Dowmrodden Bagnan
. Station Road (North), P.O. Bagnan, Distt. Howrah- - e

:341 Institute For Psycholog,rcal And Educatronal Research 27, Crrcus _
“Avenue, West Bengal. , . T

'342. Ramakrishna Welfare Foundation 132/12 Narkeldanga Main Road
Calcutta 700 054. L -

343, SPYM ’%3 N.B. Giri Road DarJeehng 734 101

344, Sir Syed Group of. Schools ‘71/1 G Dramond Hal:bour Road
Caclutta - 700 023.

345. Vwekananf' = Educatlon Socrety 13!3 Ka11 Charan Dutta Road
- Caclutta - 700 061, . ' :

346. West Bengal SCs/STs and M1nor1ty Welfare Assocrauon Ravmdra
Nagar, Mrdnapore
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16. H.Q. Hospual

UNIT 7 LIST OF STD CLINICS* _

. ANDHRA PRADESH

1. Andhra Medical College,
" Vishakapatnam

2. Rangdrdya Medical College.
Kakinada - :

3. Guntur Medical College,
Guntar- 522 001

"4, Siddhantha Medical College, .

- Vijayawada . -
5. - Osmania Medical College,
. Hyderabad '

6. - Gandhi Medical College,"-
- Secunderabad

7.. Kaktiya Medical College,
“Warangal- 596002

8. Kurnool Medical College
Kurno ol

9. S.VR. Me,dical College,

Tirupathi

10. Head Quarter Hospital Eluru,

West Godavan District-
534001

" 11. Head Quarter Hospital,

Khamman- 507001

* 12. D.S.R. Govt. Hospital,

Nellore- 524001

13. Distt. H.Q. , Machili Patnam,

Karishan. District- 521001.

14. H.Q. Hospital,
~ Cuddapah- 516001

15. HQ. Hosp1tal Lo
_Mahboobnagar— 509001

) Anatpur— 515001
17. Supdt H. Q Hosp1tal

Viziagaram . -
18, Supdt. H.Q. Hosp1tal Ongole,

Parkasam Distt,

19. Supdt. H.Q. Hospital,Chittoor

" 4. Rajindra Medical College,

20. Supdt. Kamla Nehru Hospital, |

Naga Arjun Nagar Distt.
'Nalgonda- 508001

~ '21. Supdt. Govt. Hospitil,

Srikakulam- 532001
22. Supdt. Govt. Civil Hospital,
.Tlagityal , Karimnagar

23. Supdt. H.Q. Hospital,
Medak- 502001

- -24. Supdt. H.Q. Hospital,

Nizamabad

25. ESI hospital Sanathnagar,
: I-l_ylclerabad 3

26. Road Transport Corporation

Hospital, Taranka, Hyderbad

27. Railway Hospital,
- Secunderabad

" ASSAM

1.. Guxxlehati Medical College,
Guwahati '

2. Silchar Medical College,
Silchar o

3. Assam Medical Collec-e,
. Dibrugarh

4. Civil Hospital, Dhuri
3.- Civil Hospital, Goalpara
BIHAR -

1. Darbhnaga Medical College
Leharia Sarai

2. S.K. Medical College,
Muzzafdrpur

Patna Medu:al Col'ege Patna

- Ranchi f,
5. M.G.M. Medical College,
Jamshedpur -

Patliputra Medical College,
Dhanbad

* NACO, Country Scenario 1997-98, Ministry.of Health and Pamily Welfare, Govt. of India
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GUJARAT

Mcdidal’CoHeOe., Bhagalpur -
8. Magddh Medlcdl College, - '~ 1. B.J. Medical College,
Gaya - ': ‘ - Ahmedabad -
9. Nalanda Medlcal Co]lege 2. Municipal Medical College,
- Patna . Ahmedabad
'_10. Sadar HoSpital. Hazaribagh Medical College Baroda
11, Sadar Hospital, Madhubanj 4. M.P. Shah Medicil _College.
12, Sadar Hospital, Mongyr o Jamnagar . :
13. Sa dar'Ho..spi‘ta'l. Ara. ._ 5.. Govt. Meuical Coliege Suratl
o ol Yl i p 6. STD Clinic, Civil Hospltal
14. Sadar Hospital, Bl_harsanf Nadiad
15. Sadar Hospital, _Roh@sh 7. STD Clini¢. M.C.G. Hospital.
16. Sadar Hospital, Devdhar Navasari
- DELHI - | 8. STD Clinic, Civil Hospltal
1. A.LLMS., New Delhi  Rajkot |
2 M. A.M.C..I'Ne_w' Delhi 9._ _Su;. T. I-‘Iosp‘lta'l, Bhavnagar
3. UCMS., NewDelhi . - 10 Civil, Hospital, Amrohi
4. Suchetra Kriplani Medical - 1. PS,TtD Clﬁlﬁ; Cw‘fl Hospital,
. College, Delhi . =~ atam, Mehasama
5 VD. Clinic,- Hindu Rao 12. (S}TDdEhIglc, Civil Hospital,
" Hospital, Delhi - enchn Nagar ‘
6. Dr. R.M.L. Hospital, 13,'._:@1%““’1?;‘“; R;—‘e“df.r i
'New Delhi | | ~oingh Hospital, Bmhosnelimdi. .
7. Dindayél Upadhjra Hospital, 14. gg? g linic, General Hospital’
Harinagar, New Delhi | dpunagar
8. Resio nal STD Teaching ISI,gT.]?*ChP “,,- Civil Hospnal
Traning and Research Centre, K ! ) .
- Safdarjung Hospital, New HARYANA
. DPelbt "~ - 1. Govt. Medlcal College,
9. STD Clinic, Lalkuan o Rohtak
- New D -
oW Dethi o 2. STD Cliric, Govt HDSpltdl
10. STD Chmc Roshnara Road ~ - Panipat
| New. Delhi. 3. STD Clinic, Govt. Hospital,
GOA . Faridabad
1. Goa Medical College, Panaji 4. STD Clinic, Govt Hosp1tal,.
2. STD-Clinic, Civil Hospltal - Sonepat . '
-Pana_u 5. STD Clinic, Govt Hospital,
3. STD Clinic, Civil Hospital, ~  Bhiwani
Vdscodegama- Baina . 6. STD Clinic, Govt Hospltal
fi. STD Clinic, Goa Margao, Goa Bahadurgarh

-~

" List of STD Cllnles _

o
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0

7.

1

STD Clinic. Govt. Hospital.

Joginder Nagar

21.

- 22,

23.

24.

25.

'+ 26.
27.

STD Clinic. Civil Hospital,
Karso .
STD Clinic, Civil Hospital,
Kalsog

STD Clinic, C1v11 Hospnal
Mandi

STD Chmc, Civil Hosp1tal
Chora

STD Clivic, Civil HOSplt&l
CHC Baldwara

PHC Bagsaid, Thunag

STD Clinic, Civil Hospital,
R.H. Raudhole

. 28'-8TD Clinic, Civil Hospital,
, Shlllal h

)

Hissar
HIMACHAL PRADESH
I.G.M.C., Shimla -
2. STD Clinic, Civil Hospm
Rahru _ S S
3. STD Clinjc, Civil Hospllal
Junga
4. STD Clinic, Civil Hosp:«tal “
Kumar Sain o
5. STD Clinic, Civil Hospual :
o .Dhaml o
€. .STD Chmc, Cwﬂ Hospml
“Throsh _
7. STD Clinic, Civil Hospital,
: Mamdduh
8. --STD Clinic, Civil Hospual
' -Jauzbal .
9. STD Clm1c le Hosp1tal
' Rampur- S
10 STD C11n1c C1v11 Hospltal
- Baghi - e
. 11. STD Clinic, leHospual _
: --Chopal )
12, STD Clmlc Ci- Al Hospna.,
_ ~Kothi - _
" 13. STD Clinic, Civil Hospltal
- "Suni .
. 14. STD.Clinic, Civil Hos; ital,
Sarahan S
15. STD Clinie, ~ivil Hospital, '
" Chargocm _
16.-8TD Cllmc le Hospltal
. Matina -7 >
. 17. STD Clinic, le Hospltdl'
"Theog
" 18. STD Clinic, C1v11 Hosp1ta1
o Sundernagar
19. STD C11mc, Civil I—Iospltal
Sanj =~ -
'20. STD Clinic, Civil Hospital,

29.

30

31.
32
33
34,
'35,

36

37

38.

STD Clinic, C1v11 HOSpltdl
Narag

STD Clinic, Civil I-Iospnal :

Rajgarh .

STD Clinic, Civil Hospital,
San glhd '

STD Clinic, C1v11 Hospital,
Nahan

STD Clinic, ivil Hospital,

Ponta Sahib

$TD Clinic, Civil Hospital,
' Dadahu

STD Chmc le Hosp1ta1
Chandji

STD Clinic, Civil Hospital,
Keylong

STD Clinic, Civil Hospital,
Bhkaza -

.STD Clinic, Civil Hospﬂal

' Markand

-STD Clinic, Civil Hospual

Jhanduta -

. STD Clinic, Civil Hospital,
" Bilaspur .

_ STD Clinic, Civil Hospital,

Ghumavwin
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42.

43.

45,
46.
47,

48.

STD Clinic, C1v11 Hosp1tal ;

Simla

STD Clinic, le Hosp1ta1,
Kinnaur

. STD Cllmc CiviI-Hospitel,

CHC Nxchar

STD Clinic, Civil Hosp1ta1
Narag, Distt. Sirmor

STD Clinic, Civil Hospital,

Manali

STD Clinic, Civil Hospml
Ban]ar '

" Kullu

49,
50.
51,

52.

.53,

54.
.55,

‘56.

STD Clinic, Civil Hospital,
Nirhad

STD Clir_lic. Civil Hospital,:

Ahni

'STD Chmc Civil Hospltal

PHC, Jari

STD Clinic, Rural Hospltal
Pukhri :

STD Clinic, Civil I—Iospital.
Chamba

STD Chmc PHC, Bham

STD Cllmc Rm.ll Hospltal
Marmour ‘

STD Clinic, le Hospltal

- Killar Panu

5T

STD Clinic, Civil Hospltal

Solan

58

.59,

60.

STD Clmic, Civil Hospiral,

64.
65.

66.

'STD Clinic. Distt. Hospital,

Raigarh Distt. Sirmor

STD Clmlc Distt. Hospital,
Tissa, Distt. Chamba

STD Clinic, Distt. Hospital,
Markad, Distt. Bilaspur

JAMMU & KASHMIR

L

STD: Cllmc PHC Dhardn‘pvr L

STD Chmc le Hospual
Arki- :

STD Clmlc C1v1I Hospual

- . . Chandi

61.

STD Clinic, C1v1] Hospltal

. Kandaghat -

62.

63.

STD Clinic, Distt. Hospltal
Hdmupm

STD Clinic, Distt. Hospital.

Dharamsala

- 10.

1. Govt. Medical College,
Srinagar
2. Govl. Medical College, -
Jammu . -
STD Clinic, Hospital, Riase
4. STD Clinic, Civil Hospital,
Ramnagar, Distt. Udhampur
STD Clinic, Civil Hospital,
Udhampur .
STD Clinic, Civil Hospital,
Anant Nag -
7. STD Clinic, Civil Hospital,
Shimoga
KARNATAKA
Mysore M dical College,
Mysore
Bangalme Medical College
- Bangalore
_ 3. Karnat:Fa Medical College
~ . Hubli _
4. Medical College, Bellary
5. Distt. Hospital, Belgaum’
. Digstt. Hespital, Bidar _
General Hopital, -
. Chickamagualore
8. Distt. Hospital, C1itradurga_
9. CG. Hospnal Devangere
Dlstt Hospltal Melcara
11, Dist[. Hospilal, thlel
-12. KMC IHospital,'Hubli
13. Distt. Hospital, Gu'lbarga .
14, SC Hospital, Hassan
15,

S.N.R.Hospital, Kolar

List of 8TD Clingiecs

/
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16
17.
18.
19.
20.
2,
22.
23.

74.
' 'Hospltal Bangalore

25.
26.

27.

LY

Distt. Hospitﬁl. Mandyal _
Geneal Hospital, Kolegal
Distt. Hospital, Raichur |
M.C. Gann Hospital, Shimoga
Distt. Hos'.pita'i, Tumkur '
i Yorpital, Karwer
Genera ﬁospital A'nkola
General Hospllal Ud1p1
Bowermg & Lady Curzen

Distt. Hospital, Bellary

Geneml Hospltal Robertson
Pet. K.G.F., Kolar Distt

General Hospital, Soudathi,_ .

- Belgaum Distt.

28.

29.
30.

General Hospital,-Hari}ey,
Dharwar DlStl )

D1stt Hospxtal BI_]apl.]I‘
Wenlock Hosp1tal Mangdlore

KERALA

1
2
3
4

s,
6
7
8
9

10.

Medical College, Trivandrum
Medical College, Kottayam

- 3, Medical College, Calicut

Medical College, Trissur
Distt. Hospual Qu1110n

. Distt; Hospital, Palakkad
. D1stt Hospltal Manjeri

General Hosp1tal Ernakulim

" Distt. Hospital, Kannur

Distt. Hospital, Wayanad,

- Menantoddy

11.
12.

13,
14.

Taluk H.Q. Hospital,
Thodupuzha, Idukki

Taluk H.Q. Hospital,
Trivandrum

'M.C.H. Hospital, Alappuzha

73.1. Hospital, Trivandrum

.17.
18.
19.
20,
21.

22.
23,
MADHYA PRADESH

1.

o

11.

12.

13.

14.

15.

.- Distt. Hospital, Alappflzha "
. Distt. Hospital,

Pathanamtehitta _
M.C.H. Hospital, Kozhikode

General Hospital, Kozhikode-
Distt. Hospital, Kasargode

Distt. Hospital, Kollam.
Taluk H.Q. Hospital,
Kanjirappally _ ,
Distt. Hospital, Painavu

Distt. Hospital, Kanjan_gad‘,

Govt. Medical College,
Jabillplll' v

G.R. Medical Collegc,
Gwalior

M.G.M. Medical College,
Indore

Gandhi Medical College,
Bhopal

S.S. Medical Ccllege, Rewa

Pt 1.L.N. Medical College,
Raipur

STD Ciinic Civil Hospital,

~.Sidhi

STD Clinic Civil Hospital,
Jagdalpur

. 'STD Clinic Civil Hospital,

Sarguia

. STD Clinic Civil Hospital,

Bilaspur

STD Clinic Civil Hospital,
Chattarput

S D Clinic Civil Hospital,
Rajnanadgoan

STD Clinic Civi! Hospital,
Shahdol T
STD Clinic Civil Hospital,
Satna . '
STD Clinic Civil Hospital,
Jhabua
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16. STD Clinic Civil Hospltal
Indore : :

'17. STD Clinic Civil Hos,pital,'

Barwam

i 18. STD Clinic le Hospltal

Khargome

'19. STD Clinic Civil Hosp1ta1

Khandwa

20 STD Clinic Civil Hospital,

Burmanpur

21. District Hospital, Dewas

" 22. District Hospital, Ratlam

23. DlST.[‘lC[ Hospital, Sha_]apur
24,
25. District Hospital, Ujjain

Dlsmct Hospltal, Mandsaur‘_

26. District Hospital, Shivpuri
27. District Hospital, Guna
28. District Hospital, Morena

29. District Hospital, Bhind -

30. District Hospital, ‘Sagar

31. District Hospit=", Damolt

32. District Hospital, Panna

33. District Hospital, Tikamgarh -
34.
35.
36.
37. District Hospital, Vidisha

District Hospital, Sehore
District Hospital, Raisen

District Hospital, Rajgarh

- 38. District Hcspital, Betul

42,

39. District Hospital, .
‘ I-Iosha_mgabad .
40. District Hospital, Katni®
41, District Hospital, Narsimhapur
District Hbqpital Chindwara
43. District HOSpltdl Seoni

44 District Hospital, Mandla

435. District Hospital, Balaghat

46. District Hospital, Raigarh

47.
43,
49,
 MAHARASHTRA.
L

10

11

13

15

17

18

19

District Hospital, Durg
District Hospital, Kanker '
District Hospital, Dantewara -

Principal, Grnt Mdical
College, Mumbai

Princi;;al, Seth G._‘S-. Medical
College, Mumbai -

- Principal, T.N. Medical
‘College, Mumbai

Principal, T.M. Medical
College, Mumbai

Principal, B.J. Medlcal
College, Pune

Principal, A.EM.C. Poona
Armed Force

Principdl, Miraj Medical
College, Miraj . &

-Principal, Dr. V.M. Medical

College, Shol :pur

Principal, Indira Gandh.,
Medical College, Nagpur

Govt Medical College

Nagpur : -
Govt. Medical College, '
Aurangdbad

Govt. Medical Co]Iege
Nanded

STD Clinic, Civil Hospltal E
+ Thane '

14

-

STD Clinic, Civil Hospltal

: Chandrapur

STD Clinic, Civil Hosp1ta1
Amravati

."STD Clinic, Civil Hosy.ital,

Buldhana

STD Clinic, Civil Hospial,
Bhandara

STD Clinic, Civil Hospitat,
Ahmednagar

STD Clinic; Civil Hospndl
Akola

3.

List of STD Clipijcs
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33 STD Chmc, D1stt H)spnal- E

20 STD Clinic, Civil Hosp1ta1
. Dhule a

21 STD.Clinic, Civil Hosp1ta1 :
. Jalgaon

22 STD Clinic, C1v11 Hospna.l
Kolhapur

. 23 STD Clinic, Civil Hospltal

Nasik

24 STD Clinic, Civil Hospital,
. Satara -

25 STD Clinic, Civil Hospital,
Wardha

26 STD Clinic, le Hospltal ,
Yavatmal |

27 STD Clinic, Munici'p41
Corporauon Greater Bombay

28 STD Clinic, Mumclpal
Corp., Pune '

29 STD Clinic, G.T. Hosp1ta1
“Mumbai -- .. e
30 STD-Clinic, St. Ge’ojrgg o

~ Hospital, Mumba1

31 STD Clinic, Dlstnct I—Iosp1tal
Gadchlrole :

32 STD Chmc, Dlstt Hospnal :"

'Beed e

Latur

Osmanabad

"~ 35 STD Chmc Dlstt Hospltal- '

Jalna -

. 36 STD Chmc, D1su: Hospltal

Parbhnai

37 STD Clinic, Dlstt Hosp1ta1

Ra1gad TR
38 STD Clinic, Dlstt Tdtnagm -
ORISSA

1. S.C.B. Mediczﬂ-Cdllege,
Cuttack

2. V.8.5. Muu.aul Ccl)llege,.' Burla

>D°°:~'1£J\t~n_.4=~'

:'_ 16
AT

34 STD Chmc D1stt I—Iospnal _

-M K C.G. Medlcal College,

-Behrampur .
STD Clinic, H. Q:; Puri
STI_)I Clinic, H. Q., Balasore
STD Clinic, H. Q., Dhienkanal |
STD Clinic, H. Q., Sambalpur
.. STD Cllmc, H. Q Banpada :
STD Clinic; H. Q. Keonjharf
10. STD Chmc H. Q. Bolangir
- 11, STD Clm:o H Q Phulbam.
12. STD Chmc, H. Q. Koraput
13- STD-Clinic; H. Q.. -
5 Bhawanipatna - :
14, STD-Clinic, H. Q.,
o .Sundergarh
15.-STD Clinic, Sub D1v1s1ona1' !
 Hospital; Rayagaua ' ;
6. $TD Clinic, HQ, Gan]an :
7 $TD Clinic, H. Q.; Kalahandi |
i8. STD Clinic, H. Q., '
Mayurbham
o lc STD Clinic, Civil I—Iosp1ta1
" Bhu Janeshwar r
"I"PONDICHERRY | :
JIPMER Pondlcherry— 605006 .
.~ STD Clinic, L.1A. Disp,
L Old‘l_ams,alm- 605001
-3, STD Clinic; Govt. General
Hospital, Karaikal
4. Skin & STD Dept. General
~ Hospilal, Pondwheriy-
605006
* PUNJAB'
1. Medical College. Amritsar
2. Medical College, Patiala' '
3. Medical College, Faridkot
4. STD Clinic, Civil Hospital,
Bhatinda
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i, STD Clinic, Civil Hospital,
Jalandhar ‘

5. STD Clinic, Civil Hospital,
Ludhiana

1. STD Clinic, Civil Hospital,
Ferozpur

RAJASTHAN _
1. S.M.S. Medical College,
Jaipur

2. S.P. Medical 'Collé'gc, Bikaner

3. R.N.Y. Medical College,
Udaipur

4. Dr. S.N. Medieal College,
Jodhpur

5. J.L.N. Medical College, Ajmer

6. STD Clinic, Distt. Hospital,
Alwar

7. -STD Clinic, Distt Hospital,
Barmer :

8. STD Clinic, Distt Hospital,
Bundi

,

9. STD Clinic, Distt Ganganagar

10. STD Clinic, Distt Hospital,

- Kota

11. STD Clinic, Distt Hospital,
Swai Modhopur

12. STD Clinic, Distt Hospital,
Beawar _

13. STD Clinic, Distt Hospitai,
Bharatpur

14. STD Clinic, Disit General
Hospital, Jalore

TAMIL NADU
1. Madras Medical College,
Madras

2. Stanely Medical College, -
Madras

3. Kalpauk Medical College;
Madras

4. Medical College, Chingalput

10.
11.
12.
13,
14.
15.

16.

Thanjavur Medical College, List of §TD Clinles

Thanjavur
Medical College, Coimbatore

Madurai Medical College,
Madurai

Tirunevilli Medical College,
Tirunevilli

STD Clinic, Govt. H.G.
Tiruchirapalli

STD Clinic, Govt. Hospital,
Karur '

STD Clinic, Govt. H.Q.

Nahakkal

STD Clinic, Govt. H.Q.
Cuddalore, South Arcot

STD Clinic, Govt. Hospital,
Thanjaver

STD Clinic, Govt. H.Q.

_ Pa?jakulum, Madurai

STD Clinic, Govt. H.Q. -
Dindigul, Anna Distt.

STD Clinic, Govt. H.Q.

. Palani, Anna Distt.

17,

18.

20.
21.

22,

STD Clinic, Govt. H.Q.

‘Padukottai

STD Clinic, Govt. Hospital,
Saukarkoli Nelai Kottabomam

. STD Clinic, Govt. H:Q.

Tuticovin Chidambranar

STD Clinic, Govt. Hospital,
Koilpatti, Chidambranar

STD Clinic, Govt. H.Q.
Knachepuram Chengai

STD Clinic, Govt. H.Q.
Hospital, Dr. M.G.R. Distt.
Rameshawram

33. STD Clinic. Govt. H.Q.

Hospital, Virdunagar

. STD Clinic, Govt. H.Q.

Hospital, Sivaganga

. STD Cliinic, Govt. Hospitalm

Erode, Periyar
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26.

44,

45;

STD Clinic, Govt. H.Q. 46.

Vellore Distt, North Arcot

27. STD Clinic, Govt. Hospital,
_ “Tirupathur, North Arcot. -,
. 28. STD Clinic, Govt, Hospital, . ,_
~ Dharampuri - -
29, STD Clinic, Govt Hospltal
Krishnagiri
30. STD Clinic, Govt. H.Q. .
Ootocammund, Nilgiris
-31.-STD Clinic, Govt Hospital, =
~ Coonor _
32. STD Cliaic, Govt. H.Q. 6.
~" Tirupur, Coimbatore
33. STD Clinic, Govt. H.Q. 7
. Nagercoil : ]
34. STD Clinic, Govt. HQ. 8.
" Paddamanabhapuram,
Kanyakumari - 9,
" 35, STD Clinic; Govt. Hospital, '
o _Udum.ﬂpet Distt. Coimbatore
36, STD Clinic, Govt. H. Q _
— 'Ramathpurdm 11.
" 37. STD Clmlc Govt. -Hos'pllal, '
: 'Gopwhettlpakyam DlStt 12.
~- - Perlyar. . . ‘
38. STD LClinic, Govt Hospnal - 13,
. Phuplmm ‘ _

-":39; STD-Clinic, Govt. Hosp1ta1 .14,
,Roydpettdh Madms _
40, QTD Clmlc Govt Hospltal _ 15,

' _-Usﬂampatn _ _
© 41. STD Clinic, Govt. HQ " 16.
'-'Thlruvanndmalm . '
4,; .>TD Clinic, Govt. Hospnal 17
.Kumbakonam
-'_43;"STD Clinic, Govt, Hospital, 18.

" Karur

STD Clinic, Govt. Hospital, 19.

Ka]laku‘richi .

STD Clinic, Govt. Hospital,  20.

. :Thirupattur

STD Clinic, Govt. H.Q.
Tenkasi

UTTAR PRADESH

S.N. Medical College, Agra -

M.L.N. Medical College,
Allahabad

IN. Medical College, Aligarh

Institute OF Medical Science,
BHU, Varanasi

G.S. V.M. Medical College
Kanpur

'M C.B. Medical College

Jhanshi

"K.G. Medical College,

L ~know

B.R.D. Medical College,
Gorakhpur

STD Clinic, Civil Hospital, |
Unnao |

.. STD Crinic, Civibiospital,

Agra .

STD Clinic, Civil I—losplta]

_ Hamlrpm

STD Clinic, Civil Hospital,
Fiazabad

STD Clinic, Civil Hospital,

‘Gaziabad

STD Clinic, Civil Hospital,

Rai Bareli

STD Clinic, Civil Hospital,
Gaziabad

STD Clinic, Civil Hospital,

- Shaharanpur

STD Clinic, Civil Hospltal .
Bdrellly

STD Clml':. Civil Hospltal
Moradabad

STD Clinic, Civil Hospltal
Nainital

STD Clinic, Civil Hospital,
Almora

-
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21. STD Clinig, Civil Hospﬂal
Pithoragarh

22. STD Clinic, Civil Hosplt.ﬂ .

Dehradun

23. STD Clinic, Civil Hospital,
Tehri Garhwal'

24 STD Clinic, C1V1I Hospxtal
Chamoli

25. STD Cl1mc, C1v1l Hospltal
Uttar Kash1

26, STD Clinic, Civil Hospual
Balia -

27. STD CllI’llG Civil Hosp1tal
Pauri Garhwal

42.

‘STD Clinic, Civil Hospital,

- Kanpur

43

44

STD Clinic, Civil Hospital,
Fatehpur

STD Clinic, le Hospital,
AIlahdbad

WEST ‘BENGAL

1.
2.

28. STD Clinic, Clvil._Hospital‘,' -

Fraukhabad

29. STD Clmlc C1v11 Hoepltdl
'-le.masn

30 STD Clinic, Civil Hospltal
' Fatehgarh -

31. STD linic, le HOSpltdl
Azamgarh

32. STD Clit 3 ic, C1v11 Hosp1ta1
Badaun

33.-STD Cliaic, Cx_vil.‘Hospital, _

Jalaun

34 STD Cllmc C1v11 Hosp1ta1 .

erzapur

35 STD Clinic, Civil HOSplta‘

Pratapgarh

36. STD Chmc Civil Hospnal

Sultanpur

37 STD Clinic, C1v11 Hospltal }

- Goanda.:

38 STD Clmlc C1v11 HO"pltdI
Basti

39 STD Clinic, Civil Hospltdl
Sonbhaadra

40. STD Clinic, Civil Hosp1ta1
Jhanshi

Medical College, Calcutta

R.G. Medical College, :
Calcutta

N.R.S. Medical National
Medical College,_Calcutta

Calcutta National Medical
College, Calcutta

B.S. Medical College,

- Bankura-

14.
15.

16.

41. STD Clinic, Civil Hospital,

\. Gorakhpur

17;

10.
i
~ Oaskshin, Dmd]pur

12.

13

North Bengal Medical
College, Siniguri

Serologist & Che_mist
Examiner, 3 Kyd Street,

. Calcutta

STD Clinic, S.D. Hospital,
Dishnipur Distt., Bankura

. STD Clinic, CM HOSpItal

Asansole

STI Clinic, S.D. Hosypital,

Kalna Distt. Burdwan

STD Chmc General Hospltal

STD Clmic Distt. Hospltal
Daueelmg

STD Chmc S.D. Hospnal
Jalpa1gur1

STD Clinic, S. D. Hospltdl

“Kurseong distt. Darjeeling

STD Clini¢, §.D. Hospital,
‘Chioswarh Distt. Hoogly:
STD Clinié, S.D. Héspital
Chandernagar, Distt, Hoggly

STD Clinic, I4.R Yangwa
Hospital, South 24 Paragangs

List of STD Clinles
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22

18. STD Clinic, Howrah General
Hospital, Howrah

19. STD Cliinic, S.D. Hospital,
Purulia Distt. Purulia

20. STD Clinic, S.D. Hospital,
Malda -

~ 21. STD Clinic, S.D. Hospital,

" Barsat Distt. 24 Paraganas
STD Clinic, S$.D. Hospital, *
Ghatal, distt. Midnapur

-23. STD Clinic, Distt. Hospital,
Ranaghat Distt, Murshidabad

24. STD Clinic, Distt. [—Iospital,
Midnapore

25. STD Clinic, General Husn *al,
Behrampur Distt.

. Murshidabad

26. STD Clinic, S.D. Hospual
Basirhat Distt. 24 Pargdna

27. §STD Clinic, B.B. Bose

. Hospital, Barackpore Distt. 24
_ Pargana

28. STD Clinic, Distt. Hospital,
North Dinapur, Raiganj ‘

22 Burdwan Medical College,
Burdwan

30. STD Clinic, Distt. Hospital,
Birbhum

CHANDIGARH

1. Director, PGI of Medical

"Education and Research,
Chandigarh . - .

STD Clinic, General Hospital,
‘Chandigarh '

MANIPUR

1. - Reg1ondl Medical College
Imphal :

2. STD Clinic, Civil Hospital,
Churanchandpur

3. STD Cumc Civil Hospltal

_ Ukhrul -
4. STD Clinic, Civil Hdspila’l,

Imphal

5. STD Clinic, Civil Hosnital,
Chandel

6. STD Clinic, Civil Hospital,
Senapati

7. STD Clinic, Civil Hospital,
- Tamenglong

8. STD Clinic, Civil Hospital,
Thoubal

9. STD Clinic, Civil Hospital,
Bisiinupur

SIKKIM

1. STD Clinic, and Skin Clinic, -

Gangtok’
MIZORAM

1. STD Clinic, Civil Hospital,
Aizawal, distt. Mizoram

2. STD Clinic, Civil Hospital,
. Lungcel

3. STD Clinic, Civi] Hospital,

Saihachimtungpur
NAGALAND
I. STD Clinic, Naga Haspital,
Kohima

2. STD Clinic, Civil Hospital,
Mokuchung

3. STD Clinic, Civil Hospital,
Tuensang

4. STD Clinic, Civil Hospitil,
Suhenbote

5. STD Clinic, Civil Hospital,

Wokha

6. STD Clinic, Civil Hospital,
Mon -

7. STD Clinic, Civil Hospital,
Dimapur

ARUNACHAL PRADESH

1. STD Clinic, Sub- Divisional
Hospital, Tawang

2. STD Clinic, Sub- Divisional
Hospital, Naharlagun




TRIPURA

'1. .STD Clinic, Civil Hospital,
A Kd1lashar

2. STD Clinic, Gundari .-

- Hospital, Tuprandrth Udalpur -

" (South)-

3. STD Clinic, G.B. HoSpltal,' ‘
Agdrtala Tupurd (West)

' MEGHALAYA

1. STD L,.uuc le HospItaI
Shlllong

-2 STD Cllmc le Hospxtal
_Towm :

_ Source:. NACO(1999) Country ”Scenano 1997-98, NACO, Ministry of

3., STD Clinic, Civil Hospital,

~ William Nagar

‘4. -STD Clinic, Community

Health Centre, Nagostoin

3. S,;I_‘D Clinic, Baghmara
- Community Health Centre
South Garo Hills Distt.

: 6.'_ STD Clinic, Matrang Dist.

oy Hospltal West Khosi Hills
. Distt.

' ANDAMAN AND NICOBAR -

ISLA NDS

- 1 STD Clmlc G.B. Pant

Hospltal Portblair

Health and Famﬂy WeIfare Govt 'of India.

List of STD Cllnles
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