ACHRONYMS

HIV

: Human Immunodeficiency Virus

AIDS

: Acquired Immunodeficiency
Syndrome

MTCT : Mother To Child Transmission
RTI

: Reproductive Track Infection

STI

: Sexually Transmitted Infection

TB

: Tuberculosis

PPTCT + :Prevention of Parent To Child
Transmission Outreach
Programme
PLHA : People Living with HIV/AIDS
STD

: Sexually Transmitted Diseases

PEP

: Post Exposure Prophylaxes

ARV

NACO : National AIDS Control
organization
NACP : National AIDS Control
Programme
HLFPPT : Hindustan Latex Family Planning
Promotion Trust
CBO

: Community-Based Intervention

DAPCU : District AID Prevention and
Control Unit
NRHM : National Rural Health Mission
APSACS : Andhra Pradesh State AIDS
Control Society
ICTC

: Integrated Counseling and
Testing Centre

: Anti-Retro Viral

PHC

: Primary Health Centre

TCC

: Treatment Counseling Centre

CHC

: Community Health Centre

OI

: Opportunistic Infections

GIPA

: Greater Involvement of People
Living with HIV/AIDS

VCCTC : Voluntary Confidential
Counseling and Testing Centre

MSM : Men who have Sex with Men
FSW

: Female Sex Workers

IDU

: Injecting Drug Users

IEC

: Information Education and
Communication

ART

: Anti-Retro Viral Treatment

WHO : World Health Organization

PPTCT : Prevention of Parent to Child
Transmission Centre
SHS

: State Health Society

DHC

: District Health Society

NGO

: Non-Governmental Organisation

AASHA : AIDS Awareness Sustained
Holistic Action
TI

: Targeted Intervention

HAND BOOK ON HIV/AIDS

Published by

CONTENTS

What is HIV/AIDS

05

Modes of HIV transmission

09

Link between STI/RTI and HIV/AIDS

11

Preventive Methods of HIV/AIDS

14

HIV prevention services

17

Care and Support and ART services

21

Rights of PLHA

23

HIV/AIDS An Update

27

District AIDS Prevention and Control Unit

30

Comparison between Nation AIDS Control
Programme (NACP) II and III

31

Introduction

HIV/AIDS is one of the words that we have
heard most in recent times in media and
elsewhere whenever there has been a
discussion or discourse on health, social and
developmental issues. And, yet, to many
mediapersons, HIV still appears to be a
complex, complicated subject as a syndrome,
an epidemic and a public health issue.
This book is aimed at facilitating better
understanding about the issue, at providing
simplified explanations for commonly used
acronyms, basic clinical aspects, prevention
and treatment, policies and programmes,
services offered to people living with HIV/AIDS,
networks and organizations working in the
field. It is an effort to fill gaps in information,
clear small misconceptions and provide ready
reference for professional purposes.
It can be used as an information sheet not just
by mediapersons who are writing/doing stories
on HIV but also to any journalist who would like
to know more about the epidemic.
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SECTION 1
WHAT IS

HIV/AIDS

What is HIV?
=

HIV stands
for Human
Immunodefi
ciency Virus.

=

The Human
Immunodefi
ciency Virus
gradually reduces the natural immunity
capacity in a human body.

=

This eventually leads to AIDS or Acquired
Immunodeficiency Syndrome.

Unique quality of the HIV virus
It is a highly fragile virus, easily destroyed when
it is outside a human body by boiling and
steaming (autoclaving). Some chemicals such as

Hypo solution, Glutarl dehyde, Savlon etc., can
also destroy the VIRUS. However, inside the body
it has a devastating effect on the person who is
infected with the virus.

What is AIDS?
=

AIDS is an acronym for Acquired Immuno
Deficiency Syndrome. In this state, the
fighting capacity of the body's immune
system (disease fighting capacity) is
drastically depleted.

=

The body becomes unable to defend itself
against any kind of infections.

=

It is an acquired condition as against
immune-deficiencies that happen at birth
or congenitally in humans.
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=

AIDS is a syndrome, not a single disease. It is
a set of signs and symptoms.

=

These signs and symptoms can result in various
infections from common cold, seasonal viral
fever to more complicated diseases.

Minor Symptoms
1.

Persistent cough for more than one month

AIDS Symptoms
The World Health Organization has issued
certain guidelines for the diagnosis of AIDS.
Major signs
1.

Suffering from fever for more than one
month without any detectable reason.

2.

Generalized Itchy skin
diseases

2.

Suffering with diarrhea for more than one
month without any detectable reason.

3.

Re c u r r i n g s h i n g l e s
(Herpes Zoster)

4.

Thrush (Oral infection)
in the mouth and throat

5.

Long-lasting, spreading
and severe cold sores

6.

Long-lasting swelling of
the lymph glands

7.

Loss of memory

8.

Loss of intellectual
capacity

9.

Peripheral nerve damage

3.

Ten percent of weight loss within a period of
one month without any detectable reason.

HIV and AIDS Are Not
One And The Same
=
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HIV and AIDS do not
mean the same. A person
who is HIV Positive
should not be labeled as
an AIDS patient.

=

HIV is a virus that gradually weakens a
human's immune system.

=

AIDS is a syndrome and occurs at a far later
stage in the life of a person living with HIV

=

It involves multiple organs and systems and
may cause multiple diseases and infections.

=

Since the HIV virus destroys the immunity
mechanism of the body, it causes what we
term as 'opportunistic' infections,
infections that take the opportunity to
creep into a weak body.

=

A person is said to be in the AIDS stage when
certain AIDS-defining illnesses/
opportunistic infections or cancers occur or
when the number of CD4 cells drops to less
than 200 per micro liter.

antibodies to HIV in his/her blood, it means
he/she is confirmed as HIV positive. Most
people develop detectable HIV antibodies
within 6 to 12 weeks after getting infection. In
very rare cases, it can take up to 6 months. The
time between infection and the development of
antibodies is called the Window Period.

HIV testing
Diagnosis of HIV is important to know whether a
person is HIV positive or negative to enable
him/her to follow preventive methods to remain
as HIV negative or to access all HIV prevention
services to prolong and increase the quality of
life in case of a HIV positive status.

What is the standardized HIV
diagnosing testing system?
The WHO after standardizing the testing
methodology based on their field testing all over
the world, states that the positivity of 3
antibody tests by using 3 different test
principles and by using 3 different antigens
equals the Western Blot, which is a confirmatory
test for HIV. National AIDS Control Organisation
(NACO) has adopted this testing strategy in its
national policy.

What is Window Period?
When HIV (which is a virus) enters a person's
body, special proteins are produced. These are
called antibodies. Antibodies are the body's
response to an infection. So if a person has

During the Window Period, people who have HIV
will not yet have antibodies in their blood that
can be detected by an HIV test. However, the
person may already have high levels of HIV in
their blood, sexual fluids or breast milk.
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However, HIV can be transmitted to another
person during the Window Period even though
they do not test positive on an antibody test.

District Hospitals and Maternity Hospitals in
Andhra Pradesh, have HIV testing facilities for
pregnant women and their spouses and children.

Hence, one should get tested for HIV even after
the 3rd and at 6th months from the first
exposure of HIV transmission mode for the final
confirmation of HIV status. A negative test after
six months means that they do not have HIV. All
the Government Hospitals have Integrated
Counseling and Testing Centres (ICTCs), which
offer counseling and testing facilities for HIV.
The ICTCs, established in all Teaching Hospitals,

Do we have tests to know HIV in
Window Period?

08

There are a few advanced techniques which can
detect HIV any time after 3-15 days of exposure to
transmission, but these are highly sophisticated
investigations and cost approximately between
Rs. 3000/- to Rs. 4500/- per test and are available
in a few select cities only.

SECTION 2
MODES OF

HIV TRANSMISSION

How is HIV transmitted?

=

Women are physically more susceptible to
the virus than men due to the physical
nature of their genitalia.

=

Recent research has found that male to
female transmission is twice as likely in
sexual intercourse than female to male
(WHO/UNAIDS, 2004).

=

Women are also more susceptible due to
gender differences and social factors.
Many women live in environments where
they do not have the power to say no to sex,
nor to insist on the use of a condom. Many
women are sexually abused and raped by
men, even if they are married to them,
which makes them even more vulnerable to
contract the virus.

=

HIV can also be passed on through sex
between a man and another man, through
anal or oral sex and also through sex
between a woman and another woman.

Sexual Intercourse
All unprotected acts of
sexual interactions
(anal, vaginal, oral)
with person living with
HIV carry the risk of
HIV transmission
because they bring
sexual secretions
directly in contact with exposed mucous
membrane. The transmission can take place
from a man to woman or vice versa, or in
homosexual encounters.
=

The main source of contracting HIV is sex
with a HIV Positive partner. The virus is
contained in our semen and vaginal fluids
which makes unprotected sex with an HIV
Positive person highly risky.
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Parent to Child Transmission

=

In whatever manner an HIV Positive
person's blood enters the body of an
uninfected person it leaves him/her at a
high risk of contracting the virus; this could
be through the mouth, through an open
wound, through the penis, the anus or the
vagina.

Blood Transfusion
=

=

=

A person may contract HIV from blood
transfusions if the blood is infected.
Drug users who share needles run the risk of
passing on the virus as blood can be
transferred between bodies if the needle is
not sterilised.

HIV can also be transmitted through sharp
objects such as knives and razor blades if
infected blood is on the object when it cuts
another person's body.
10

A HIV Positive woman can transmit HIV
to her fetus or infant before, during,
or after birth. About 15-30% of babies
born to HIV positive women will get
HIV during pregnancy and delivery
while 5-20% will
become HIV
Positive through
breastfeeding. Motherto-child transmission
(MTCT) of HIV, is also
called prenatal or
vertical transmission.

Where does HIV
reside in a human
body?
=

The HIV virus is mainly present in body
fluids such as blood, vaginal fluids, and
semen.

=

The virus does not survive for long periods
outside the body fluids.

=

This virus is transmitted only when there is
a direct contact with the body fluids.

=

The virus in these body fluids comes in
contact with the blood and/or mucous
membranes of an exposed person.

=

The virus is present in breast milk in very
small quantities and if given for a prolonged
period, transmission through this route can
occur.

=

If a mother is diagnosed HIV Positive, she

should be counseled on preventing the
transmission to her new born and how to
live with HIV and what precautions to be
taken, etc.

How does HIV not spread?

Hugging

Touching

Working together

Mosquito bite

Dry kissing

Social contact handshake

Living together

Sneezing

Eating together

Coughing

Usage of common
toilets/clothes
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SECTION 3
LINK BETWEEN
STI/RTI AND HIV/AIDS

Link between RTIs/ STI s & HIV/AIDS
People who have Sexually Transmitted Diseases
(STDs) are two to five times more likely to get HIV.
Genital ulcers (e.g., syphilis, herpes, or
chancroid) result in breaks in the genital tract
lining or skin which create a portal of entry for HIV.
Non-ulcerative STDs (e.g., chlamydia,
gonorrhea, and trichomoniasis) increase the
concentration of cells in genital secretions that
can serve as targets for HIV (e.g., CD4+ cells)

STIs
Sexually Transmitted Infections (STIs) are those
infections which occur primarily to sexual or
close body contacts. Most commonly they are
12

present at the genital area but can also occur
anywhere on the body.

RTIs
Reproductive Tract Infections (RTIs) are
infections of the reproductive organs. They
occur in both men and women but women are
more prone to them than men due to biological
reasons. RTIs are caused in three ways -1) due to
lack of personal/genital/sexual hygiene 2)
usage of infected equipment during operations
or even during routine check-ups, and 3) due to
unprotected and unsafe sex.
Hence, all STIs are RTIs but all RTIs may not be
STIs.

Signs and Symptoms in Men
= A urethral discharge(yellow/green in colour)

from penis or
= Ulcer on the penis may be single or multiple;

painless or painful; may be recurrent
= Scrotal Swelling

Signs and Symptoms in Women
= An unusual foul smelling discharge from

vagina
= Pain in the pelvic area between the navel

and genital region
= Bleeding from the vagina which is not

menstrual flow.

General Signs and Symptoms in Male
and Female
= Burning or pain during urination, increased

frequency of urination
= Sores, bumps, blisters, painful ulcers on or

near the genital parts
= Swollen/painful glands in the groin
= Non-itchy rash on body
= Warts in the genital area
= Sores in mouth
= Flu like syndrome

soon after recognizing the signs and
symptoms.

fever, body ache,

headache
=

As per 2007 NACO Sentinel Surveillance Study,
Andhra Pradesh, with 17.20%, has the highest
number of HIV positive cases among the STD
clinic attendees. Hence, APSACS focuses on
establishing more STI clinics in the state to
reduce STIs.

Treatment for RTIs and STIs should be
sought from qualified doctor only. It is not
advisable to seek treatment from quacks.

=

Treatment for the sexual partner/s should
also start simultaneously. Otherwise, if
the partner is not treated, the infection
again continues from untreated partner.

Prevention of RTIs and STIs

=

All RTIs and STIs can be completely treated and
also the treatment is very easy, simple and easily
available too.

The full course of treatment as prescribed
by the Doctor, has to be completed; if not,
the infection remains in the body.

=

People undergoing treatment for RTIs and
STIs should follow abstinence of sexual

=

Treatment for RTIs and STIs should start
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intercourse.
If it is inevitable, must
practice consistent and correct use of
condom.
=

Self treatment should be avoided.

=

There is a strong link between RTI/STI and
HIV/AIDS.

=

Persons with STI/ RTI have more chances of
contracting and spreading HIV.

=

Persons with STI manifest as genital ulcers
are 10 times more risk of contracting HIV.

=

Persons with genital discharges have 4
times more risk of contracting HIV.

=

Hence, early diagnosis and effective
treatment of STIs/RTIs is important to
prevent HIV transmission.

We have learnt that the predominant mode of
transmission of both HIV and other STIs is unsafe
sexual acts, although other routes of
transmission include transfusion of infected
blood, blood products, donated organs or tissue,
and from HIV Positive mother to her child.

Complications of untreated RTIs and
STIs
=

Pelvic inflammatory disease (PID) swelling
of uterus, tubes, ovaries causing abdominal
pain, vaginal discharge and fever

=

It may lead to Infertility in both male and
female

=

Ectopic pregnancy (pregnancy developing
outside uterus)
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=

Abortion, stillbirth, early childhood deaths

=

Eye infection of new born
(gonorrhea)

=

Birth defects

=

Cancer of cervix

=

Chronic abdominal pain

=

Death due to sepsis, ectopic pregnancy or
cervical cancer

blindness

Link between HIV and Tuberculosis
(TB)
The HIV epidemic is largely responsible for the
growing number of TB cases in many parts of the
world. HIV weakens the cells in the immune
system that are needed to fight TB; up to half of
all people living with HIV/AIDS eventually
develop TB. Worldwide, TB is the leading cause
of death among HIV Positive people.

Impact of TB-HIV co-infection
Each disease speeds up the progress of the other,
and TB considerably shortens the survival time
of people living with HIV/AIDS. Fifty per cent of
the people living with HIV/AIDS are losing lives
because of TB. People who have TB-HIV coinfection TB are up to 50 times more likely to
develop active TB in a given year than people
who are HIV-negative. HIV is the greatest risk
factor for the progression of latent TB into
active TB, and TB bacteria can accelerate the
progress of HIV.

SECTION 4
PREVENTIVE
METHODS OF

HIV / AIDS

Prevention Methods of HIV
1. P r e v e n t i o n o f
sexual mode of
HIV transmission
A Abstinence before
marriage
B Be faithful to the
spouse

In case A and B are
not followed,
C Consistent and Correct
Use of Condom is
recommended.
Use of Condoms
Condom is a thin sheath

made of latex to fit
on the penis to
make sex safer. It
protects both
partners during
vaginal, anal, oral
intercourse. It is
most frequently
used as a contraceptive method, useful to
prevent pregnancy and also to prevent RTIs,
STIs, HIV/AIDS.

Effectiveness of condom use
=

In relation to HIV prevention, condoms are
the present solution and substantially
reduce the risk of HIV transmission.

=

A condoms is effective only when it is used
consistently and correctly
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=

Use a new condom every time.

=

Usage of double and triple condom is not
advisable.

2. HIV prevention through Blood
Transfusion

=

Using a condom during intercourse is more
than 10,000 times safer than not using a
condom.

=

Condoms are 98 percent effective in
preventing pregnancy when used correctly
and up to 99.9 percent effective in
reducing the risk of STD transmission when
combined with spermicide.

1. Precautions to be taken for
effective condom use
=

Handle condoms gently

=

Store them in cool, dry place (long
exposure to air, heat and light makes
condoms more breakable)

=

Do not stash them continually in a back
pocket, wallet, in vehicle dash board or
glove compartment

=

Use lubricant inside and outside the condom.

=

Use only water-based lubricants, such K Y
Jelly with latex condoms

=

Oil-based condoms like petroleum jelly,
cold cream, mobile oil damage the latex.
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=

When blood transfusion is essential, it has
to be collected only from the governmentlicensed blood banks established in
government and some private hospitals.

=

In these licensed blood banks, the blood is
screened for five major infections as per the
Drugs & Cosmetics Act viz. HIV, Hepatitis-B,
Hepatitis-C, Syphilis and Malaria.

=

Every unit of blood is tested and only the
blood which is free from the
aforementioned infections is stored by the
blood banks and supplied to the needy after
collecting user charges.

=

People should avoid using blood supplied by
unlicensed/unauthorized blood banks and
professional blood donors.

3. Prevention of HIV through the
needles and syringes
=

It is always advisable to go for injection only
when it is necessary.

=

It is a must to use disposable needles

=

If the re-use of needles and equipment is
unavoidable, they must be sterilized
properly.

=

Now, disposable needles & syringes
are being used in all the government
hospitals.

4.
=

=

They should have regular ante-natal check
ups irrespective of their HIV status.

=

The pregnant women whose HIV status is
detected positive must be regular to ICTC to
get continued medical services and must
ensure that their delivery takes place in a
hospital so that Nevirapine medicine is
administered to both mother and the newborn to stop HIV transmission during the
delivery.

=

The suggestions of the doctor must be
followed after the delivery about breastfeeding to the child, along with other health
measures.

Prevention of Mother to
Child Transmission
All pregnant women should
know about HIV/AIDS and the
prevention services available for
preventing HIV transmission from
mother to child

They are advised to visit
Integrated Counseling and Testing
Centres established at the District
Hospitals, Maternity Hospitals and
Teaching Hospitals and get counseling on
HIV/AIDS and later to undergo HIV test.
=
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SECTION 5
HIV

PREVENTION SERVICES

HIV Prevention Services
Integrated Counseling and Testing
Centres (ICTC)
=

As part of scaling up of HIV counseling and
testing services in the National AIDS Control
Programme (NACP) III, HIV counseling and
testing services for all, including pregnant
women, are made available under one roof,
named Integrated Counseling and Testing
Centre (ICTC). Previously, there were two
separate centres called Voluntary
Counseling & Testing Centre (VCTC) and
Prevention of Parent to Child Transmission
Centre (PPCTC).

=

Earlier, the services were available up to the
level of Area Hospitals but as part of scaling
up, the services have been expanded to the
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rural areas by establishing ICTCs at Primary
Health Centres (PHC) and Community
Health Centres (CHC). Besides, mobile HIV
counseling and testing centres are reaching
out even to remote villages where there are
no proper transport facilities.
=

The Prevention of Parents to Child
Transmission Plus (PPTCT+) programme
initiated by the People Living with HIV/AIDS
(PLHA) network is being implemented
across the state in close coordination with
the ICTCs. The Outreach Workers of PPTCT+
visit the villages and follow-up with the HIV
positive pregnant women besides
motivating the other pregnant women to
know their status and to avail HIV
prevention services, if needed.

=

677 Integrated Counseling and Testing
Centres (ICTC) are functioning in the state.

=

The ICTCs provide HIV counseling and
testing services to both general population
as well as pregnant women.

=

Qualified and trained male and female
counselors and lab-technicians are
available at the ICTCs. Also, trained Nurse
Practitioners are posted at the ICTCs at
PHCs and CHCs.

=

Every individual is given pre and post-test
counseling

=

The counselors maintain strict
confidentiality about the HIV status of the
individuals and the test results.

=

Counselors ensure the institutional delivery
of HIV positive pregnant women so as to
administer Nevirapine tablet and syrup to
mother and child, respectively, to prevent
HIV from mother to child. The counselors
also do the follow-up of the mother and
child post delivery for accessing necessary
health services.

=

6 Mobile ICTCs are also functioning to reach
out to rural population where there are no
proper transport facilities.

What efforts are being made to
integrate HIV/AIDS/STD prevention
and control activities into primary
healthcare?
Integration into primary healthcare is a priority
because it is necessary for ensuring
sustainability. Two examples of an integrated
approach are the implementation of HIV/AIDS
care and STD prevention and control. For
example, a continuum of HIV/AIDS care is being
promoted as part of primary healthcare, with
linkages to be established between
institutional, community and home levels. In the
area of STD prevention and control, a syndromic
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and Directly Observed Treatmentshort course
for TB under the same roof to make such services
available to the needy patients.

STD Clinics
= Eighty five STD clinics are functioning in all

government hospitals across the state to
treat STI and RTI infections.
= The treatment is being provided as per

Syndromic Case Management system
approved by World Health Organization.
= The counselors at the STD clinic provide

information on HIV/AIDS, especially the link
between STI and HIV.
= More importantly, people undergoing STI

approach to STD diagnosis is most suitable in the
developing world as it does not require
laboratory tests, and treatment can be given at
the first contact with health services. WHO
strongly advocates that all primary healthcare
workers be trained in the syndromic approach to
STD management.

What steps has the Government of
India taken to tackle the dual epidemic
of HIV-TB?
Recognising the serious threat posed by HIV-TB
co-infection, the Government of India has
emphasised the need for strengthening
collaboration between TB and AIDS control
programmes for better management of HIVinfected patients with TB. An Action Plan for
tackling this dual epidemic has been drawn up at
the Centre between both the programmes which
is initially focussed on the six high prevalence
states and is under implementation at the
moment by both the National Programmes.
Efforts are being made to establish Integrated
Counselling & Testing for HIV, diagnosis for TB
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treatment are counseled on the need to
complete the full course of treatment
besides being explained why partner
treatment is important.
= The counselors at the STI clinic refer the STI

clinic attendees to ICTC for counseling and
testing as and when required.

Universal Precautions: Dr Kishore,
APSACS
The following universal infection control
precautions are advised by the World Health
Organization to help protect health care
workers from blood-borne infections including
HIV:
= Wash

hands with
soap and water
before and after
procedures.

= Use

protective
barriers such as
gloves, gowns,
aprons, masks,
goggles when in
direct contact with
blood and other
body fluids.

= Disinfect

instruments
contaminated equipment.

and

other

= Handle soiled linen properly. (Soiled linen

should be handled as little as possible.
Gloves and leak-proof bags should be used if
necessary. Cleaning should occur outside
patient areas, using detergent and hot
water)
= Use of new, single-use disposable injection

equipment for all injections is highly
recommended. Sterilizable injection should
only be considered if single use equipment is
not available and if the sterility can be
documented with Time, Steam and
Temperature indicators.
= Discard contaminated sharps immediately

and without recapping in puncture and liquid
proof containers that are closed, sealed and
destroyed before completely full.
= Document the quality of the sterilization for

all medical equipment
percutaneous procedures.

used

for

= PEP is recommended for healthcare workers

if they have had a significant occupational
exposure to blood or another high risk body
fluid which is likely to be infected with HIV.

Blood Banks:

initiated the External Quality Assessment
Scheme (EQAS) for HIV testing for the Blood
Banks and laboratories where HIV testing is
available as part of its efforts to bring
qualitative improvement in these institutions.
Also, specific guidelines have been issued by the
National Blood Transfusion Council (NBTC) for
effective management of the blood banks, and
to ensure the storage of quality blood free from
infections.

= 208 licensed blood banks are working at

government hospitals and autonomous
institutions and organizations to provide
safe blood.

National Safe Blood
Policy
The government of India
adopted the National Blood
Policy in April 2002 which
was formulated by National
AIDS Control Organisation. A
meticulous Action Plan on
Blood Safety was finalized
in July 2003. In 1999, NACO
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SECTION 6
CARE & SUPPORT AND

ART SERVICES

Care and Support Services
=

Community Care Centres play a
critical role in providing
treatment, care and support to
people living with HIV/AIDS
(PLHA).

=

Under NACP-III these centres
are attached to ART centres to
ensure that PLHA are provided
with:
= Counselling for ARV drug

adherence, nutrition and
prevention measures
22

= Treatment

of opportunistic

infections
= Referral and outreach services

for follow-up and
= Social support services
= The centres are mandated to seek

better community and family
response towards PLHA through
family counselling.
= For better treatment outcome,

the centres provide
counselling to the families of
PLHA on the nutritional needs,
treatment adherence and
psychological support.
= The centres play a critical role

in enabling PLHA to access
ART, as well as provide
monitoring, follow-up counselling on
ART, positive prevention, drug
adherence, nutritional counselling
etc.
= The

centres also take care of
facilitating PLHA through referrals to
access all services available at ICTC,
DOTS, and Legal Aid Cells and other
treatment services and interventions.

= In Andhra Pradesh, there are 47

Community Care and Support centres.

ARV Therapy
Andhra

act on HIV at different stages of its life cycle
on different enzymes, there by break the life
cycle of the HIV virus.

= The PLHA who visit ART centre are

= ART is given to PLHA whose CD4 count is

= 31 ART Centres are working

Pradesh
tested for CD4 count.
= The treatment is called Antiretroviral

below 300 after treating them for
Opportunistic Infections (OIs) and TB.

Therapy (ART), which is a combination of
therapies that change the natural course
of the virus, blocking it in its progress.

= ART does not cure HIV but can reduce the

= The 3 drug combination kits are

= ART drug adherence is very important for it

provided at ART centres. These drugs

will cause other health problems if the usage
is irregular.

viral load and increase the immunity of the
PLHA to lead quality and prolonged life.
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prepared for the treatment before it is
started.

= As per NACP III guidelines, CD4 count is of

every HIV positive person whose status is
diagnosed at ICTCs is noted. Smart cards are
being provided to PLHA under ART for free
travel in public transport to avail health
services and for getting pensions.

Positive counseling
=

The success of ART can be ensured only
through adherence to treatment as any
deviation will allow HIV to develop
resistance. As it is a life-time treatment,
the PLHA and his/her family should get
24

=

Maintaining hygiene at personal and
community levels helps HIV Positive people
avoid opportunistic infections.

=

Smoking and alcohol should be avoided

=

Meditation will stimulate the immune
system to fight the OIs.

=

To motivate drug adherence among ART
users, Treatment Counseling Centres (TCC)
are set up at ART centres by Telugu Network
of Positive People (TNP+) in association with
district PLHA networks.

=

The Outreach Workers of TCC visit the dropouts at their home and motivate them to
resume ART.

=

Peer counseling makes lot of difference in
increasing drug adherence.

=

NACP-III seeks to achieve drug adherence
rates of 95 per cent and above.

SECTION 7
RIGHTS OF

PLHA

Rights of People Living with HIV/AIDS
Recognising the inherent dignity of people living
with HIV-AIDS, will facilitate the creation of an
environment wherein protection and promotion
of their human rights will help in achieving the
public health goals of reducing and preventing
further spread of HIV infection. Protection of
human rights will lessen the adverse impact of
HIV/AIDS on those who are affected and also
serve to empower individuals and communities
to respond effectively to the HIV/AIDS
epidemic.

Important rights of PLHA:
= Right

to non-discrimination, equal
protection and equality before the law under
article 26 of the International Covenant on

Civil and Political Rights and article 14 of the
Indian Constitution.
= The issue of confidentiality is protected

under article 21 of the Indian Constitution.
= The right to benefit from scientific progress

and its applications. This right is provided
under article 27 of the Universal Declaration
of Human Rights and article 15 of the
International Covenant on Economic, Social
and Cultural Rights.
= Right to liberty and security of the person

under article 9 of the International Covenant
on Civil and Political Rights, article 9 of the
Universal Declaration of Human Rights and
article 21 of the Indian Constitution.
= The right to education for all people

including PLHA under article 26 of the
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the Universal
Declaration of Human
Rights, article 12 of
the International
C o v e n a n t o f
Economic, Social and
Cultural Rights. This
c a n a l s o b e
interpreted from
article 21 of the Indian
Constitution.
= Right to employment.

This is provided
through various
judgments.

Universal Declaration of Human Rights and
article 13 of the International Covenant of
Economic, Social and Cultural Rights.
= Right

to freedom of expression and
information under article 19 of the
International Covenant of Civil and Political
Rights and under article 19 (1) (a) of the
Indian Constitution.

= Right to freedom of assembly and association

under article 20 of the Universal Declaration
of Human Rights, article 21 and 22 of the
International Covenant of Civil and Political
Rights and under 19 (1) (b) and (c) of the
Indian Constitution.
= Right to be free from cruel, inhuman

degrading treatment or punishment under
article 5 of the Universal Declaration of
Human Rights, article 7 of the International
Covenant of Civil and Political Rights. This
can also be understood from article 21 of the
Indian Constitution.
= Right to the highest attainable standard of

physical and mental health under article 55
of the United Nations Charter, article 25 of
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Rights In the health care
system: For people living
with HIV/AIDS, the health care setting is the
most conspicuous environment for
discrimination. The denial of services relating to
care and support represents one of the most
immediate and pressing concerns of people
living with HIV/AIDS. There are innumerable
instances of discrimination against people living
with HIV/AIDS viz. refusal of doctors to `touch'
patients during routine medical examination,
delays in treatment, breach of confidentiality,
mandatory or routine testing without informed
consent, wrapping dead bodies of HIV-positive
people in plastic sheets etc.
Though the legal position is clear that public
sector health care institution/providers cannot
refuse to provide medical care for people living
with HIV/AIDS, PLWHA encounter much
discrimination in access to health care.

Mainstreaming PLHA
According to Mechala, APSACS, “The PLHA
provided with an opportunity by APSCS to be part
in the governing body of state government for
implementing HIV prevention programmes.
Priya is the member of Government Body of

APSACS. Under Greater Involvement of People
Living with HIV/AIDS GIPA), more than 5200 PLHA
are involving in HIV prevention and care and
support programmes across the state. The PLHA
are also involved in state action plans and also
involved in NACP III state planning programme.
The Sahara Cards are being given to the PLHA to
use all government services on the priority basis
for improving quality life.”

PLWHAs:
= Prevention of new HIV infections
= Facilitate all PLHAs to care and support
= Consistent follow-up for ensuring drug

adherence among the ART users
= Addressing myths and misconceptions to

reduce stigma and discrimination.
= Ensuring to stop HIV to the children by

"Be Bold “ - HYDERABAD
DECLARATION (07th December, 2006)

motivating all pregnant women to use HIV
prevention services
= Facilitating PLHA to use their rights to lead

Together we make a better world
HIV/AIDS is a serious health challenge in Andhra
Pradesh. Continuous efforts are made to face
this challenge and create an enabling
environment for prevention, treatment, care
and support issues. To strengthen these efforts,
People living with HIV/AIDS have come together
to form networks to provide support, share
concerns and provide assistance to lead life with
dignity and quality.

the life with dignity and respect.
= Encouraging the people to access HIV

prevention services by educating them on
the same.

Government
Providers:

and

Health

Care

=

Encouraging people to adopt preventive
behaviour and providing effective
treatment for sexually transmitted
infections.

=

Increasing access to treatment for
opportunistic infections and providing Anti
Retro Viral treatment for adults and
children

=

Playing a key role in providing quality
services to stop new infections

=

Facilitating mainstreaming and integrating

At this moment of our tryst with our own destiny,
through this Hyderabad Declaration, We shall all
promise and dedicate and strive to ensure to
minimize HIV among the new born children to
Zero level by 2007.
To achieve this we work towards:
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HIV prevention activities with Government
and Non-Governmental Organizations
=

Increasing the access to safe blood and
encourage voluntary blood donations

=

Ensuring continuity of HIV counseling and
testing to the people

=

Enhancing efforts to garner social support
for PLHA

=

Bring in polices and legal frame work for the
reduction of stigma and discrimination and
to strengthen HIV prevention, care and
treatment

Citizens and people with concern
towards HIV/AIDS:
= Striving to reduce stigma and discrimination

towards PLHA
= Enhancing our efforts to promote not only

awareness but concrete preventive action
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to stop further prevalence of HIV
= Assist the organisations involved for the

prevention of HIV/AIDS
= Facilitating

PLHA to lead with self
confidence, dignity and respect.

This Hyderabad declaration is proclaimed on 7th
December 2006 as a collective effort by all the
individuals, organizations and agencies
concerned with issues related to HIV/AIDS in the
service of mankind.
The declaration was signed by the former
APSACS Project Director G.Asok Kumar I.A.S and
A. Ramesh Babu, President, Telugu Network of
People Living with HIV/AIDS

SECTION 8
HIV / AIDS

AN UPDATE

HIV/AIDS, An Update
Global estimates:
As per UNAIDS/WHO in July 2008, and refer to
the end of 2007:

National HIV/AIDS Estimates according
to Sentinel Surveillance 2007
PLHA in India are 23, 10,000

Andhra Pradesh State HIV prevalence:

= People living with HIV/AIDS in 2007 are

3,30,00,000
= Adults living with HIV/AIDS - 3, 08, 00,000.
= Women living with HIV/AIDS are

1, 55, 00,000

According to Sentinel Surveillance
2007
= According

to NACO, AP has 5,20,000
estimated PLHA

= Children living with HIV/AIDS are 20, 00,000

= Adult HIV prevalence rate in AP is 1%;.

= People

= The confirmed PLHA in AP are 3,35,000 as

newly infected with HIV are
20, 70,000

= AIDS deaths are 20, 00,000, Child AIDS deaths

2, 70,000.

per Integrated Counseling and Testing
Centre data (2000 to 2008) of APSACS
= Among STD patients, HIV prevalence is

17.20%.
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= HIV prevalence among sex workers is 9.74%
= HIV prevalence MSM is 17.04%

What is HIV sentinel surveillance?
HIV Sentinel Surveillance is an annual exercise
being conducted every year by National AIDS
Control Organisation (NACO) in collaboration
with national, regional public health institutes
and State AIDS Control Societies to monitor the
trends and levels of HIV epidemic among
different population groups in the country.

What method is followed in conducting
the sentinel surveillance?
The data is collected from sentinel surveillance
sites across the country in the shortest possible
time every year. In order to minimise bias,
everyone attending the antenatal or STI
(sexually transmitted infection) clinic is
included in the sample; all testing is anonymous.
Using the data, a percent prevalence is arrived
at. Antenatal clinics, visited by sexually active
women in the reproductive age group, are taken
as representative of the general population,
whereas data from STI clinics and detoxification
centres are representative of high-risk groups,
including commercial sex workers, clients of sex
workers, intravenous drug users, men having sex
with men (MSM).
HIV Sentinel Surveillance 2007 was conducted at
1134 sentinel sites in India 646 sites among
general population and 488 sites among high risk
group population (FSW, MSM, IDU, Migrants and
Truckers). A total of 3,58,797 samples were
tested during HIV Sentinel Surveillance 2007.

AP has been successful in reducing HIV
as follows:
= The rate of HIV prevalence has declined

drastically from 1.75% in 2005 to 1% in 2007
among general population.
= The rate of HIV prevalence among the STD
30

clinic attendees has declined from 21.47% in
2003 to 17.20 in 2007 but still AP reports
highest per cent of HIV cases through the
STD clinic attendees.
= HIV prevalence rate among the female sex

workers declined from 20% in 2003 to 9.74%
in 2007.
Massive campaigns like AASHA, Be Bold
helped in reaching out highest number of
rural population not only to update their
knowledge levels but most importantly to
explain them about HIV prevention services.
The HIV prevention services Integrated
Counseling & Testing Centres - ICTCs (677),
care and support centres (35), ART centres
(24) have been scaled up in a big way. Given

Sentinel Survey 2006

to access the services consistently. Ninety
per cent of the FSW are using condoms
c o n s i s t e n t l y a n d c o r r e c t l y. T h e
collectivization has become one of the
milestones of the interventions as they are
forming in to CBOs at state level and district
level to manage intervention on their own.
= The targeted interventions for MSM also

initiated right from beginning but unable to
take up more number of interventions for
them due to the high prevalence of stigma,
discrimination towards MSM. Hence, HIV
prevalence rate has increased among MSM
from 13.20% in 2003 to 17.04% in 2007.
Presently, as NACP III is focusing more on
reducing HIV among MSM, the process is
already in place to increase the number of
interventions for MSM and also encouraging
and sustaining community-led intervention
through their collectivization for effective
implementation of HIV prevention services.
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priority for mainstreaming of HIV and
successfully gone through the initial process
with Education department, Transport
department, Industrial department, police
department, Women & Child Welfare
department, Youth Welfare Department for
constant HIV prevention programmes in
their respective places. There is an
increased involvement of PLHA network in
HIV prevention efforts. More importantly,
Targeted Interventions for Female Sex
Workers have been scaled up to mandal level
across the state under APSACS, HLFPPT and
India HIV/AIDS Alliance. The FSW took the
ownership in implementing HIV prevention
services which enable more number of FSW
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SECTION 9
DISTRICT AIDS PREVENTION AND

Control Unit (DAPCU)
= Under NACP-III, programme implementation

which was started during NACP II from State
AIDS Control Societies to District and Sub
District levels, further decentralized. Every
District will have District AIDS Prevention and
Control Unit (DAPCU) to implement AIDS
Control and Prevention strategies,
synchronized with the public health
infrastructure and programmes at that level.
= The NACP-III aims at integrating NACP

interventions in the National Rural Health
Mission (NRHM) framework to maximize
services to all people. The NACP-III also
envisages mainstreaming of HIV/AIDS issues
with the general health system up to the
village level through grass-root workers like
ANM, ASHA, MPW etc. At village level, the
link workers programme play a crucial role
in educating rural young men and women on
HIV/AIDS and in bringing them to access HIV
prevention services.
= Under the NRHM framework, different

Societies of national programmes such as
Reproductive and Child Health Programme,
Malaria, TB, Leprosy, National Blindness
Control Programme have been merged into a
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common State Health Society chaired by the
Chief Minister of the State.
= Similarly, at the district level all programme

have been merged into the District Health
Society (DHS).
= The Governing Body of the DHS is chaired by the

Chairman of the Zila Parishad / District Collector.
The Executive Body is chaired by the District
Collector (subject to State specific variations).
The Chief Medical Health Officer is the Member Secretary of the District Health Society.
= The DAPCU will ensure implementation and

supervision of ongoing NACP-III activities
related to care and treatment, and further
facilitate and partnership NGOs, CBOs, Red
Ribbon Clubs and PLHA network, private
sector organization and academic institutions
working in the area of HIV/AIDS in the district.
According to APSACS Joint Director IEC BV
Subbareddy, “The recruitment process has been
completed for the appointment of District
Programme Managers for DAPCU and they will
start work from April 2009. The recruitment of
the remaining team also will be completed
under his leadership shortly.”

SECTION 10
NATIONAL AIDS CONTROL PROGRAMME II & III

STRATEGY AND IMPLEMENTATION PLAN
NACP - II

NACP - III

The goal is to reduce HIV prevalence in India
and to strengthen India's capacity to respond
to HIV/AIDS

The overall goal is to integrate programmes
for prevention, care, support and treatment
to reverse the epidemic in India with the
specific objective is to reduce new infections

The project interventions would
seek to achieve:

Four pronged strategy to achieve
the objectives:

To keep HIV prevalence rate below 5% of adult
population in Maharashtra, below 3% in
Andhra Pradesh, Karnataka, Manipur, Tamil
Nadu

Prevention of new infections in high risk
groups and general population through
Saturation of coverage of high risk groups
with targeted interventions and Scaled up
interventions in the general population

To reduce HIV transmission through blood less
than 1%.
To attain awareness level of not less than 90%
among the youth and others in the
reproductive age group.
To achieve condom use of not less than 90%
among high risk categories like Commercial
Sex Workers

COMPONENTS
1. Targeted interventions (TI) for high risk
groups for providing peer counselings,
condom promotion, treatment of sexually
transmitted infections etc.
2. Preventive interventions for general
population through IEC & awareness
campaigns, voluntary testing and

Providing greater care, support and
treatment to larger number of PLHA.
Strengthening the infrastructure, systems
and human resources in prevention, care,
support and treatment programme at the
district, state and national level.
Strengthening the nationwide Strategic
Information Management System.

Programme Priorities and Thrust
Areas
During this phase, highest priorities will be
given on preventive efforts while, at the
same time, seeking to integrate prevention
with care, support and treatment.
Sub-population that has the highest risk of
exposure to HIV will receive the highest
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counseling, reduction of transmission by
blood transfusion and prevention of
occupational exposure

priority for intervention such as sex workers,
men having sex with men, and injecting drug
users.

3. Low Cost care for people living with
HIV/AIDS to treat common opportunistic
infections.

Of lower priority will be those groups which
have high levels of exposure to HIV infections
such as long distance truckers, pioneers,
migrants (including refugees) and street
children.

4 .Institutional strengthening for technical
managerial and financial sustainability at
National, State and Municipal levels,
strengthening surveillance activities and
building strong Research and development
component, including operational
research.
5. Inter-sectoral collaboration to Promote
collaboration amongst the public, private
and voluntary sectors, coordination with
the Ministry of Health and Family Welfare
and other Central ministries and
departments for integrating HIV
prevention

A total of 120 targeted interventions are
being implemented in Andhra Pradesh for all
high risk and bridge population.
Those in general population who has greater
need for accessing prevention services such
as treatment of STIs, voluntary counseling
and testing and condoms will be next in the
line of priority.
During April 2007 to Mar 2008, 7,72,927
people accessed HIV counseling and testing
facilities in the state.
All persons who need treatment would have
access to prophylaxis and management of
opportunistic infections. Persons who need
access to ART will also be assured first line
ARV drugs.
According to Telugu Network of Positive
People President Ramesh, “Till now 51,500
PLHA are under ART in Andhra Pradesh. Due
to the active involvement of PLHA networks
in the districts, the adherence to ART has
increased to sixty per cent.”
According to Mechala, Deputy Director Care
& Support, APSACS, “Since the beginning of
care and support programme in AP, more than
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82,000 PLHA accessed care and support
services got treatment for their
Opportunistic Infections (OI)
Prevention needs of children will be
addressed through universal provision of
PPTCT services. Children who are HIV
positive will be assured access to pediatric
ART.
In Andhra Pradesh 5,66,745 pregnant women
availed HIV counseling and testing centres
from ICTCs and of this, 6,470 found to be HIV
positive. Among this, 4,108 HIV positive
deliveries occurred in the hospitals and
provided Nevaripine medicine. Among the
Children Licing with HIV/AIDS, 3,995 are
under ART and leading quality lives.
Phase III will invest in community care
centres to provide psycho-social support,
outreach services, referrals and palliative
care.

Mainstreaming:
Mainstreaming and partnerships will be the
key approach to facilitate multi-sectroal
response engaging a wide range of
stakeholders.
Private sector, civil society organizations,
PLHA networks and government departments
would all pay crucial role in prevention, care,
support, treatment and service delivery.
Technical and financial resources of the
development partners will be leveraged to
achieve the objective of the programme.
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Targeted Interventions
The purpose of targeted intervention
programme is to reduce the rate of
transmission among the most vulnerable and
marginalized population such as sex workers,
intravenous drug users, men having sex with
men, truckers, migrant labour and street
children aimed at aimed at providing
information and services in a focused & Peerbased approach.

TA R G E T E D / P R E V E N T I V E
INTERVENTIONS AMONG HIGH RISK
GROUPS
State AIDS Control Societies in collaboration
with NGOs in different locations are
implementing 1033 targeted intervention
projects across the country. More than half of
the projects are located in the high
prevalence states. TIs are estimated to be
covered about 45% to 50% of the HRG
population in the country.
The approach and strategy to be adopted
under NACP-III will be guided by the
experiences gained during NACP- II.
Core activities are
Behaviour change
communication, access to STI services to be
provided by the NGO or by arrangement with
public/private facility, monitoring access
and utilization of condoms, Ownership
building and an enabling environment.

District based planning
The district based planning will be done
according to the categories of districts in HIV
prevalence.
Every state has been classified in to A & B
districts. The districts which have more than
1 per cent of HIV prevalence among ANC are
treated as A category districts and the
districts which are having HIV prevalence of
more than 1 per cent among ANC and more
than 5 percent among high risk groups are
treated are B category districts.
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According to APSACS Joint Director-IEC BV
Subba Reddy, “The district level plans for HIV
programme implementation completed in
Andhra Pradesh according to the guidelines
of NACO under NACP III and the plans are
being implemented from April 2009 in the
respective districts.”
TARGETED/PREVENTIVE INTERVENTIONS
A M O N G B R I D G E P O P U L AT I O N
(Clients/partners of male and female sex
workers):

Truckers and Transport Sector
Group
Migrants & populations in Cross-border Areas
General Population: Women, Youth &
Children

CONTROL OF SEXUALLY
TRANSMITTED DISEASE:
Objectives are to reduce STD cases and there
by control HIV transmission by minimizing the
risk factor and to prevent the short term as
well as long term morbidity and mortality due
to STD.
Drugs are being provided by the State AIDS
Control Societies to STD clinics as well as
Gynecology clinics.
CONDOM PROMOTION programme is to ensure
easy access to good quality, affordable and
acceptable condoms to promote safe sexual
encounters.
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FA M I LY H E A LT H AWA R E N E S S
CAMPAIGN
This campaign is an effort to address the key
issues related to reproductive health in the
country, especially among rural and
marginalized population.
This campaign is designed for the early
diagnosis and effective treatment of RTI/STD
which can significantly reduce the
transmission of HIV/AIDS.

PREVENTION OF MOTHER TO CHILD
TRANSMISSION OF HIV
The objective was primarily to assess the
feasibility of administration of AZT to prevent
mother to child transmission of HIV-1
infection in pregnant mothers.
All pregnant women attending the antenatal
clinics in these institutions are offered a HIV
group education cum counseling session
supported by a video film session.
At end of the session the participants were
offered HIV test. .
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