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PREFACE

HIV/AIDS is emerging as dreaded disease engulfing vast majority of population day
by day within the cruel clutches. It is an unprecedented epidemic and public health
emergency. HIV (Human Immuno-deficiency Virus) is a virus that causes AIDS (Acquired
Immuno Deficiency Syndrome) a health condition in which  person is affected by a series of
diseases because of poor immunity. HIV by itself is not an illness and does not instantly lead
to AIDS. An HIV infected person can lead a healthy life for several years before she/he
develops AIDS. HIV attacks the human body by breaking down its immune system that is
meant to fight disease. Over a period of time the immune system weakens and the body loses
its natural ability to fight disease. At this stage, various diseases affect the infected person.

According to recent estimates, around the world over 33 million people are infected
with HIV and over 16 million have died of AIDS related-illness. In many resource poor
countries AIDS related morbidity and mortality are causing major reversals in development,
childhood mortality and survival and life expectancy. Denial, stigma, discrimination and
secrecy regarding HIV/AIDS continue to exist with the high prevalence of HIV and deaths
from AIDS in many places.

Several factors put India in danger of experiencing a rapid spread if effective
prevention and control measures are not scaled up and expanded through out the country.
These risk factors include: unsafe sex and low condom use, migration and mobility and

injecting drug use etc.

The problem is aggravated by the fact that there is lack of overall awareness about the
disease among majority of the masses. Continuing myths and misconceptions regarding the
cause and misconception regarding the cause and transmission of disease are causing “AlIDS
Phobia” where in people living with or affected by HIV/AIDS are being strongly
discriminated by the general population while at the same time it is also leading to “Physician
bias” that poses a major deterrent to treatment and care of HIV/AIDS infected People.
Further the stigma attached to certain population practicing high-risk behaviour extends the

marginalization of the most vulnerable section.



Realizing the fact, now-a-days, government, international agencies and non-
governmental organizations are incorporating HIV testing and counseling, programme on a
broader and radically larger scales in their HV/AIDS interventions, in order to meet an

increasing global demand for access to care and prevention services.

The present study was undertaken with a broad objective to create awareness amongst
the ruralites majority of whom are misguided by myths and misconceptions due to illiteracy
and ignorance about HIV/AIDS. First of all the researcher wants to have an insight into the
respondents’ Preliminary Knowledge, attitude and consciousness about HIV/AIDS. The
objective aims to know the respondents’ awareness about HIV/AIDS the cause of infection,
common carrier of infection, initial symptoms of HIV/AIDS, and protective measures

necessary to avoid infection.

Since misconception about the causes of HIV/AIDS infection, transmission from one
person to another, its prevention and cure leads to various stigma, discrimination and
ostracization in every place, in family, community and even in hospital, the need of the
assessment of the sample is taken into consideration about the awareness of ruralites
regarding the no-risk factors and risk factors spreading HIV/AIDS, behaviour and attitude
towards HIV/AIDS infected persons, negligence, discrimination and ostracization of the
patient in their family, in their community and among their friends and discrimination of

their children in school, playground and picnic etc.

Attitude and perception of the respondents towards HIVV/AIDS infected/affected is
undertaken in the study to know whether the ruralites rightly or wrongly perceive the
disease on the one hand whether they show positive attitude towards the PLWHA and their
children on the other. Sometimes wrong perception about HIV/AIDS becomes responsible for
negative attitude towards the patients, their children and family members in society. Even
own family members of infected persons show indifferent behaviours towards them which
leads to emotional stress. To combat these emotional stress and social stigma, discrimination

and ostracization supportive measures from family and society is very much essential.

The present study also has objectives of studying the role of family and society in
providing moral support to the patient and role of governmental and non-governmental

organizations and impact of mass media in creating awareness among the rural masses about



causes, transmission, prevention and cure of HIV, treatment of HIVV/AIDS and campaigning
against discrimination of the patients in society.

The study depicted the findings that the education has become major factor in rural
society to replace ignorance, to increase awareness level, to perceive the disease in right way,
to show positive attitude towards PLWHA, to provide moral support and to extend co-
operative hand towards HIV/AIDS infected/affected. Awareness creating programmes by
governmental and non-governmental organization and mass media campaigning for
consciousness of rural masses about HIVV/AIDS are successful to some extent only because of
education. Comparatively more highly educated respondents and a few less educated
respondents were found to be influenced by mass media. The illiterate and poor rural masses
no way respond to awareness creating programmes or mass media’s advertisements or

campaigning. They are otherwise busy or engaged in earning their livelihood.

Therefore, the study concluded with more effective action programmes which can
create awareness among majority of illiterate and ignorant rural masses regarding such a
deadly disease and its transmission and prevention. As prevention is better than cure; we all

extend our co-operative hands to prevent it.

Sushama Satapathy
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CHAPTER-I
INTRODUCTION

World is a beautiful place and so is the experience of living in it. It would be tragic if
this beautiful experience of living life is shortened by HIV/AIDS, when its prevention is
within one’s control, though not the cure. HIV/AIDS is a global menace today. No country,
region, state or district is free from this dreaded disease. India is no exception with the
number of HIV+ patients increasing exponentially. In the light of such a grim situation,
several measures are being undertaken both globally and locally by the government, non-
govt. and United Nations agencies. Today the epidemic, HIV/AIDS affects all sections of
Indian society, not just in high-risk group such as sex workers, truck drivers and injecting
drug users (IDUS)- with whom it was originally associated but now HIV infected and
affected are found in all communities including every socio-economic area. The people who
belongs to HIV/AIDS did not belong to any one class, caste, race and religion as well as any
particular social group- spreading rapidly from high-risk groups to the general population
including women and children, it has presented many unique, novel and challenging
problems to the entire world and represents a major public health problem of our time.
Receiving the diagnosis of HIV positive is like getting the death sentence. Along with the
distress associated with the diagnosis of a life threatening disease, individuals with HIV also
face huge social and emotional challenges based on the reaction to their disease by other

individuals and society.

AIDS cases were first reported in USA in the year 1981. Today it has engulfed the

entire world by transforming itself in to pandemic.

Globally the number of people living with HIV/AIDS (PLWHA) at the end of the
year2004 stood at nearly 40 million, while the epidemic is estimated to have claimed more
than 3 million lives the same year according to the recent UNAIDS/WHO (2004) estimates.
The statistics are raising grave concern since the infection is rapidly spilling over to the

general population from those with high risk behaviour like commercial sex workers (CS) ,



truck drivers and migrant populations with known vulnerability to HIV. In 2007, the
estimated number of people with HIV worldwide was 33.2 million with 2.7 million people
newly infected according to a report of Times of India, Bhubaneswar edition on 1% Dec 2008.
UNAIDS world AIDS day report 2012 states that now more than 34 million people live with
HIV/AIDS, 3.3 million of them are under the age of 15. In 2011, an estimated 2.5 million
people were newly infected with HIV. Every day nearly 7000 people contract HIV- nearly
300 every hour. In 2011, 1.7 million people died from AIDS. Since the beginning of the
epidemic more than 60 million people have been contracted HIV and nearly 30 million have
been died of HIV related causes. (UNAIDS World AIDS Day Report 2012:- UNAIDS Fact
Sheet 2012; Kaiser Family Foundation).

The regional picture shows more than two thirds (69 %) of all people living with HIV,
23.5 million lives in Sub-Saharan Africa. In Asia and the Pacific, nearly 3,72, 000 people
become newly infected in 2011. AIDS claimed an estimated 3, 10, 000 lives in the region in
2011. More than 13,000 people become newly infected in the Caribbean in 2011 while AIDS
claimed an estimated 10,000 lives. There were an estimated 83,000 new HIV/AIDS
infections and 54,000 AIDS related deaths in central and South America in 2011.
Approximately 3, 00, 000 people are living with HIV in North Africa and Middle East and an
estimated 23,000 adults and children died of AIDS. Some 14000 people were newly infected
with HIV in Eastern Europe and Central Asia in 2011 where 92,000 deaths were due to
HIV/AIDS. In 2011, also there were 30,000 new cases of HIV bringing the number of people
living with HIV in Western and Central Europe to 9,00, 000 .

(Source — UNAIDS World AIDS Day report 2012; UNAIDS fact sheet 2012; Kaiser family

foundation)

The HIV/AIDS picture in India is serious. India is perhaps on the top of an AIDS
volcano. Ray Anderson, a professor and expert of the University of Oxford is of the opinion
that, the strong cultural taboo towards pre-marital sex is the reason for the fast spread of
infections in India and that India would be one of those countries facing a much bigger HIV

problem in coming years. There is still an attitude of denial just among government officials



but also among the health experts and scientific institutions as well. AIDS is not just a health

problem but also threatens to tear apart the very socio-economic fabric of the country.

In April 1986, the first cluster of HIV sero-positive was detected in Chennai,
Tamilnadu. By January 1990 there were twelve cases of AIDS detected in foreigners and 32
amongst Indians. As on 31% March 1998, out of the cumulative number of 3.29 million
persons screened 7960 persons were found to be HIV positive. HIV infections have been
reported in all states and union territories. Maharashtra, Tamilnadu and Manipur are the states
with highest rate of infection. From Mumbai to Chennai, the migrant workers, truck drivers
and paid blood donors are spreading the infections to other areas. At the end of 2004 an
estimated 5.1 million Indians were living with HIVV/AIDS. Presently the six states, which are
Maharashtra, Tamilnadu, Andhrapradesh, Karnataka, Manipur and Nagaland, the HIV
prevalence in the general population is more than one percent (1%) indicating the presence of
generalized epidemic. (According to UNAIDS / WHO Dec 2004). Out of all reported AIDS
cases nearly 75% are represented by men while transmission through sexual mode accounts
for the 83% of all the HIV infections (NACO 2002). Many interrelated factors such as
poverty, low literacy level, lack of employment opportunity, mobility, migration and
exploitation often force them into vicious cycle of poverty to high-risk behaviour to increased
probability of acquiring HIV infection, deprivation and death. The problem is aggravated due
to lack of awareness and apathy about the disease. Since many of the population most
affected by the disease are among the worlds least educated, for which it is said “ AIDS is a

disease of ignorance”, ( www.unaids.org, June 1998).

In India, “HIV is a late comer but fast spreading”. HIV emerged later in India than it
did in many other countries. Infection rate soared through out the 1990s and have increased
further in recent years. The crisis continues to deepen as it becomes clearer that the epidemic
is affecting all sectors of Indian society, not just the group such as sex workers and truck
drivers with which it was originally associated. In a country where poverty, illiteracy and
poor health are rise, the spread of HIV presents a daunting challenge. In 2006 UNAIDS

estimated that there were 5.6 million people living with HIV in India, which indicated there



were more people with HIV in India than in any other country in the world. However NACO
disputed this estimate and claimed the actual figure is lower. In 2007, using a more effective
survelliance syctem UNAIDS and NACO agreed on a new estimate between 2million and 3.6
milion people living with HIV. This puts India behind South Africa and Nigeria in numbers

of people living with HIV.

1986 — First case of HIV detected in Chennai.
1990 — HIV levels among high-risk groups like sex workers and STD clinic attendants
in Maharashttra, amongst injecting drug users in Manipur reaches over 5%.

» 1994 — HIV no longer restricted to high risk group in Maharashtra but spreading into
the general population. HIV also spreading to the states of Gujurat and Tamilanadu
where high risk groups have over 5% HIV prevalence.

1998 — Rapid HIV spread in the four large southern states.
1999 - Infection rate among STD patients have reached upto 30% in Andhra Pradesh
and 14.6% in Maharashtra.

» 2001 - Infection crosses 1% in six states accounts for 75% of the country’s estimated
HIV cases. The primeminister addresses the Chief Ministers of high prevalence states
and urges them to intensify prevention activities.

» 2002 — There has been an increase of about 0.6 million infections. This increase has
been noticed primarily in states of Karnataka, West Bengal, Tamil Nadu, Bihar and

Madhya Pradesh.

The national HIV prevalence rose dramatically in early years of the epidemic, but a
study released at the beginning of 2006 suggests that the HIV infection rate has recently
fallen in southern India. NACO released figures in 2008 suggesting that the number of people
living with HIV has declined from 2.73 million in 2002 to 2.27 million in 2008. By 2009
there are 2.4 million people living with HIV in India while 0.17 million HIV/AIDS related
deaths happened.

The following states have recorded the highest levels of HIV prevalence at Antenatal

and Sexually Transmitted Disease (STD) over recent years.



» Andhra Pradesh — The HIV prevalence in Antenatal clinics was 1% in 2007. HIV
prevalence at STD clinics was very high at 1.7% in 2007. Among high risk groups
HIV prevalence was highest among Men who have Sex with M en (MSM) is 17%,
followed by Female Sex Workers (FSW) is 9.7% and Injecting Drug Users (IDUs) is
3.7%.

» Goa — HIV prevalence among antenatal and STD clinics attendees was 0.18% and
5.6% respectively. The Goa AIDS control society reported that in 2008, a record
number of 26,737 people were tested for HIV of which 1078(3.18%) found positive.
(Source- GSACS launched SMS alert service termed as wake up call May 18, 2013.).

» Karnataka — The average HIV prevalence among female sex workers in karnataka was
just over 5% in 2007 and 17.6% of men who have sex with men were found to be
infected.

Mizoram — HIV prevalence in antenatal clinics was 0.75% in 2007 in Mizoram.
Nagaland — In 2003 HIV prevalence among IDUs was 8.43%. In 2007 HIV prevalence
at antenatal clinics and STD clinics was 0.6% and 3.42% respectively.

» Punjab — In Punjab there is increase in HIV prevalence among IDUs to 13.8% in 2007.

The new HIV infections have declined by more than 50% over the past decade from
0.27 million in 2000 to 0.12 million in 2009. Of these six high prevalence states account for
only 39% while the states of Bihar, Odisha, WB, UP, Rajasthan, MP and Guijarat together

account for 41% of new infections.

The state wise distribution of new HIV infections, 2009 shows pictures in Karnataka
8%, Bihar 8%, WB 6%, UP 5%, Rajasthan 4%, MP 4%, Gujarat 4%, Odisha 9%,
Maharashtra 9%, Andhra Pradesh 20% and others 30%. The key riskgroups in India are the
Female Sex Workers (FSW), Men having sex with Men (MSM), Transgender (TG) and the
Injecting Drug Users (IDUs) and the bridge populations are truckers and migrants. The routes
of transmission of HIV, India 2010-11 are parent to child 5.4%, Homosexual/ Bisexual 1.3%,
injecting drug users 1.6%, blood and blood products 1%, heterosexual 87.4% and others

3.3%.



HIV positive cases detected, mother to child transmission accounts for 5%, infected
syringe and needles 1.7%, homosexual 1.5% and contaminated blood and blood products
accounts for 1% of HIV infections detected during 2011-12. (Med India >> Health Statistics
>> AIDS >> HIV positive cases in India 2009-2012).

To combat the epidemic, the national AIDS control program (NACP) in India was
initiated in 1987 followed by setting of the National AIDS control Organization (NACO) in
1992 with the purpose of implementing National AIDS control program at the national and
state level. NACO in collaboration with UN and Bilateral agencies, NGOs, Educational and
Research organizations and Government as well as private sectors is continuously
accelerating a broad based effective response to control the spread of HIV. Some of the major
issues being addressed on a priority basis are — awareness generation among the masses
through various programs including suitable IEC (Information, Education and
Communication) strategies, implementing targeted interventions for specific populations and
encouraging health seeking behaviour among the masses. Integrating HIV/AIDS and STD
control within the existing healthcare system, ensuring blood safety measures, establishing
voluntary counseling and testing centre (VCTC), providing care and support to those infected
with HIV and most importantly propelling the participation of NGOs and other voluntary
groups in the NACP (National AIDS Control Program) are some of the efforts in the

prevention and control of HIV — a notoriously dreaded disease of the century.

Recently there has been a growing focus on the decentralization of prevention efforts
and services including financial and administrative powers from the national to the state
level. Efforts are also being marshaled to counter discrimination against people with

HIV/AIDS which is proving to be a major hurdle in prevention effort in India.

Odisha has been categorized as low risk state in comparison to other states such as
Andhra Pradesh, Karnataka, Maharashtra, Gujarat, Manipur and Nagaland etc. The first case
of HIV infection in Odisha was detected in 1992 in Nayagarh and the first death due to AIDS
was reported in 1993. Cutting across geo-political settings, age, sex and regional barriers,

HIV/AIDS has now been reported from all districts and various high risk groups of the state.



The HIV sentinel surveillance Report (HSSR) 2006 estimates that the number of people
living with HIV/AIDS cases in Odisha at 46,000 and Ganjam district tops the list among all

districts.

In Odisha, by the end of October 2008, 11,156 HIV positive cases have been detected
in the state, out of them 815 have been already died.
Table No. 1.1
HIV DATA OF ODISHA (HIV Scenario in Odisha till Sep 2008)

No. of people tested| HIV positive cases| AIDS cases Deaths due to AIDS
1,72,760 3138 28 28 (year 2007)
1,58,800 2662 108 108 ( Till September 2008)
4,17,999 11,156 1032 815 (From 2002 till Oct 2008

(The Times of India, Dec 1% 2008, World AIDS day)

In Odisha, there are 19,188 people affected with HIV till Oct 2010, out of which
AIDS was found among 1466 persons. The HIV cases among Males are 11,922 and Females
are 7,266. As found from the recorded cases of HIV positive in Odisha, youths in the age
group of 25-49 years are found to be affected more, which is 78% of total HIV cases ( The

Times of India, 1* Dec 2010, Bhubaneswar, National).

In Odisha, four districts came under category —A — Ganjam (3.2%) of total population,
Anugul, Bhadraka and Balangir (1%) of the total population. Three districts come under
category-B- Khurda, Koraput and Balasore (0.5%) of total population as HIV/AIDS affected
area. AIDS is increasing alarmingly in Odisha in spite of constant awareness. As per official
report, 71 people died in Odisha during last one year by 1% Dec 2011. So far 1311 AIDS

cases have been registered in the state.

The Government report says as many as 22,934 cases of HIV positive has been
recorded so far. However experts say that the figure may cross 40,000. Many cases of
HIV/AIDS are not reported in the state due to inadequate health infrastructure, lack of

awareness and the social structure.




From 1311 cases of AIDS registered in the state, maximum of 501 cases are reported
from Ganjam district, where 431 people had died in AIDS. Ganjam has become vulnerable to

HIV/AIDS due to a number of causes including mass migration.

If we look deeper, the HIV status in Odisha needs serious attention from all concerns.
According to the survey conducted by Odisha State AIDS Control Society (OSACS) in 2002-
2011, a total of 14,242 males and 8679 females have been reported with HIV positive.
Among them 1538 cases belong to people below 14 years of age. Similarly, out of the total
figure 17,356 cases reported includes people with in age limit of 25 to 49 years. This age
group has proved to be most vulnerable to this dreaded global phenomenon. As per the study
2041 HIV positive cases belong to within age group of 14 t024 and 1006 people above 50
years have been listed to the syndrome. At least 958 cases of HIV positive is also recorded
amongst pregnant women. These figures say about alarming position in state of HIV in

Odisha.

HIV is attributed to a number of causes and HIV through sexual transmission happen
to be at the top of the list. In Odisha 82.69% HIV cases are transmitted through sexual mode.
The number of cases in this category has reached 18,695. Among them 12,316 are males and
6,649 are females. Sex with the HIV positive partner, sex with multiple partners and unsafe
sex are the reason behind the situation, experts comment. Similarly among other cases, when
217 people got HIV through blood transfusion, 477 cases attributed to infected needle, 1483

children have been reported as HIV positive due to ignorance of the parents.

When AIDS has spread its tentacles in the coastal districts like Ganjam and
Jagatsingpur, its mark has also been felt in the backward districts like Malkangiri, 158 cases
of AIDS have been reported in the district which has taken 148 tolls among them. Similarly
in block like Boudh 71 AIDS patients have died out of 73. Whereas this figure in Puri is 66
out of 73, in Kendrapada it is 73 out of 74; in Nayagarh it is 7 out of 8, in Keonjhar all 6

patients died and in Dhekanal and Bhadrak 1 HIV cases each has been reported to be dead.

On the eve of World AIDS day, it is time to review the real state of HIV and AIDS in

Odisha vis-a-vis our action and approach in government and non-governmental level to curb



the menace. Though government is confident in saying that the cases of HIV have gone
down, experts comment that it cannot be believed that our population is protected from the
risk of HIV/AIDS. Poor infrastructure in health sector especially in rural areas, lack of
awareness among the folks, inadequate facilities across the state to detect HIV cases and
large scale corruption in different awareness projects have created challenges towards
controlling the disease in the state (December 1% ,2011).
Table No. 1.2
District wise HIV +ve/ AIDS/ Death cases — Odisha uptoFebruary 2013 by OSACS

S| picer | ot AIDS Death
No. istricts +Ve | %age cases %age | due to | Y%age
General| ANC |TOTAL AIDS
1 |Anugul 829 79 908 3.3 60 3.8 56 41
2 |Balangir 590 43 633 2.3 58 3.7 58 4.3
3 |Balasore 808 46 854 3.1 54 3.4 54 4.0
4 |Bargarh 360 25 385 1.4 7 0.4 7 0.5
5 |Baudh 22 3 25 1 4 0.3 4 0.3
6 |Bhadrak 532 36 568 2 76 4.8 74 5.4
Cuttack 3502 69 3571 12.8 119 7.5 46 3.4
8 |Debgarh 44 7 51 2 2 0.1 2 0.1
9 |Dhenkanal 187 13 200 A 15 0.9 13 1.0
10 |Gajapati 538 59 597 2.1 6 0.4 5 0.4
11 |Ganjam 9922 515 10437 37.5 507 32.0 | 437 | 321
12 |Jagatsingpur 141 13 154 .6 18 11 18 1.3
13 |Jajpur 311 15 326 1.2 50 32 | 48 | 35
14 |Jharsuguda 168 13 181 .6 8 5 6 0.4
15 |Kalahandi 468 11 479 1.7 5 3 5 0.4
16 |Kandhamal 64 2 66 2 16 1 13 1.0
17 |Kendrapara 269 24 293 11 74 4.7 73 5.4
18 |Kendujhar 249 12 261 9 6 4 6 0.4




S| pieert ol I Y AIDS Death
No. istricts +Ve | %age cases %age | due to | %oage

General| ANC |TOTAL AIDS
19 |Khorda 1210 59 1269 4.6 54 3.4 46 34
20 |Koraput 1479 70 1549 5.6 158 10 148 | 10.9
21 |Malkangiri 147 9 156 .6 11 A 6 0.4
22 |Mayurbhanj 438 36 474 1.7 19 1.2 | 16 | 1.2
23 |Nabarangour 539 21 560 2 22 1.4 20 15
24 |Nayagarh 596 23 619 2.2 8 5 7 0.5
25 |Nuapada 331 11 342 1.2 19 1.2 19 1.4
26 |Puri 564 14 578 2.1 73 4.6 66 4.8
27 |Rayagada 556 43 599 2.2 67 4.2 52 3.8
28 |Sambalpur 1198 45 1243 4.5 39 2.5 33 24
29 |Sonpur 51 3 54 2 0 0 0 0.0
30 |Sundargarh 388 30 418 1.5 28 1.8 23 1.7
TOTAL 26501 | 1349 | 27850 100 1583 100 | 1361 | 100.0

HIV and AIDS remain a challenge for 21% century. HIV infection by the year 2020 is

predicted to be the tenth leading cause of burden in the world (Murray and Lopez 1996).

AIDS is not just a biological ailment. It has social and cultural dimensions certainly experts

can perform extensive medical research. They can diagnose and treat the patients the way

they do with other chronic diseases. However, the emotional aspect of AIDS, the societal

complexities associated with and logistical factors like availability of treatment centres need

active participation from those directly affected.

The problem is aggravated by the fact that there is a lack of overall awareness about

the disease among majority of the masses. Continuing myths and misconceptions regarding

the cause and transmission of the disease are causing “ AIDS Phobia” where in people living

with or affected by HIV/AIDS are being strongly discriminated by the general population
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while at the same time it is also leading to “ Physician bias” that poses a major deterrent to
treatment and care of HIV/AIDS infected people. Further, the stigma attached to certain
populations practicing high risk behaviour extends the marginalization of the most vulnerable

section.

Efforts are underway in almost all parts of country to implement large scale
information and education programs for HIVV/AIDS prevention. First of all we should know
more about HIV and AIDS, its origin, development, causes, transmission, prevention and

treatment etc.

HIV (Human Immuno Deficiency Virus) is a virus that causes AIDS (Acquired
Immuno Deficiency Syndrome) in which person is affected by a series of diseases because of
the poor immunity. HIV by itself is not an illness and does instantly lead to AIDS. An HIV
infected person can lead a healthy life for several years, before he/she develops AIDS. As the
name Acquired Immuno Deficiency Syndrome indicates AIDS is health condition that results
from the deficiency in the body’s immunity following HIV infection. HIV attacks the human

body by breaking down its immune system that is meant to fight disease.

The term AIDS for Acquired Immune Deficiency Syndrome, was officially adopted
by the Centre for Disease Control (CDC) in the year 1982. AIDS is the final stage of HIV

infection.

The human blood stream consist of RBC (Red Blood Corpuscles), WBC (white blood
corpuscles) and platelets. The WBCs protect the body against disease. The lymphocytes
involved in immunity are subdivided into: B-cells and T-cells. B-cells produce anti-bodies
and T-cells are involved in graft rejection. Some T-cells help B-cells to produce anti-bodies
which fight disease causing organisms. These T-cells are called “helper” cells. Other T-cells
known as suppress or cells work to stop or suppress the fight against invading germs once the
infection has been overcome. In a person with AIDS, the suppressor cells outnumber the

helper cells, thus making the immune system weak and ineffective in its fight against disease.

HIV is a family or group of viruses called lentiviruses. Lentiviruses other than HIV

found in a wide range of non-human primates. These other viruses are known collectively as
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Simian (monkey) viruses (SIV) where a subscript is used to denote their species and origin. It
is now generally accepted that HIV is descendant of Simian (monkey) Immuno Deficiency
Virus (SIV). Certain Simian immune deficiency viruses bear a very close resemblance to
HIV-1 and HIV-2. (Source: “The origin of AIDS and HIV and the first case of AIDS”

http//www.avert.org)

Only two years after AIDS was first discovered in the USA, scientists in France
isolated its causative agent, which is called Lymphadenopathy Associated Virus (LAV). The
virus was independently isolated by two groups of research workers in the USA, who called it
Human-T-Lymphocyte virus type-111 (HTLV-I11) and AIDS Related Virus (ARV). The virus

is now generally known as the Human Immuno-Deficiency Virus.

The causative agent of AIDS belongs to the family of Retroviridal Virus (Retro-
reverse as backward). The Retro viruses have three sub families—Oncovirinal, Lentivirinal
and Spumavirinal. During 1980-81 Robert Gallo and colleagues of the National Cancer
Institute, Bethesda, Wary land, USA isolated and characterized the Human Retrovirus or
HTLV which was called HTLV-1, but in 1982 the same group of workers isolated the second
type of virus and called it HTLV-II. Like the AIDS virus, both the virus affects the T-cells.
Lentivirinae, (Lente meaning ‘slow’) are the classic ‘slow’ viruses. This was called HTLV-I1I
and AIDS associated Retro virus (ARV) by Gallo and LAV by French workers in the year
1983-84.

HIV was first discovered by Baree, Sinoussi, Montagnier and colleagues at the
Institute-Pasteur, Paris in 1983. It was named as LAV. In 1984, Gallo and others named it
HTLV-IIl. In May 1986, The International committee on the Taxonomy or Viruses
recommended a new name as Human Immuno-deficiency Virus (HIV). AIDS is caused by
this HIV. Francis Baresinorasi and Luc Montagnier were awarded Nobel Prize for Medical
Science for the year 2008 for being successful in discovering HIV as the cause of the

pandemic AIDS.

HIV is a rapidly multiplying virus. It has been isolated from: blood-semen,

vaginal/cervical secretions, bone marrow, saliva, brain-tissue, cerebrospinal fluid — Tears,
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Urine, Amniotic fluid and Breast milk, however only blood, sexual secretions and breast milk
have been shown to transmit the virus. Early infection with HIV may occur with variety of
symptoms and signs including lethargy, malaise fever, sore throat, myalgia, anorexia,
sweating, arthralgia, headache, diarrhoea etc. The most common clinical manifestation in
patients with HIV infections are weight loss and weakness. AIDS is the most severe end of

the clinical spectrum of HIV infections.

HIV is a fragile virus. It cannot live very long outside the body. As a result the virus is
not transmitted through day to day activities such as shaking hands, hugging or a casual kiss.
One cannot become infected from a toilet, seat, and drinking fountain, dishes, drinking

glasses, cups, plates, food or pets or from mosquitoes.

HIV is primarily found in the blood, semen or vaginal fluid of an infected person.
HIV is transmitted in three main ways:

» Having sex (anal, vaginal or oral) with HIV infected person.

» Sharing needles or syringes with HIV infected persons.

» Being exposed ( foetus or infant) to HIV before or during birth or through breast

feeding (MTCT- Mother to child transmission)

HIV can also be transmitted through blood infected with HIV. However since 1985
all blood donated in the USA has been tested for HIV. Therefore the risk for HIV infection
through the transfusion of blood and blood products is extremely low. The USA blood supply
is considered the safest in the world.

Someone may be at increased risk of infection if one has;

> Injected drugs or steroids during which equipment such as needles, syringes,

cotton, water and blood were shared with others.

» Had unprotected vaginal, anal or oral sex with who have sex with men (MSM),

multiple partners or anonymous partners.

» Exchanged sex for drugs or money.
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» Been given a diagnosis of or been treated for Hepatitis, Tuberculosis (TB) or
sexually transmitted disease (STD) such as ‘Syphilis’.
Received a blood transfusion or clotting factor during 1978-1985.
Had unprotected sex with someone who has any of the risk factors listed above.

The San Francisco AIDS foundation has explained the acronym AIDS as:

A = Acquired — not born with

I = Immune - body’s defense system

D = Deficiency — not working properly

S = Syndrome — a group of signs and symptoms.

Many of the signs and symptoms of HIV infections are also the symptoms minor
illness or infections, but with HIV the symptoms either do not go away or keep coming back.
Once infected with any kind of disease, people with HIVV/AIDS virus will stay sick althrough.
These infections are called “opportunistic infections”. These infections take the opportunity
of weak immune system of our body. Some of the signs and symptoms or illnesses noticed

among the HIV infected are mentioned earlier.

Since HIV/AIDS is a problem that profoundly affects most aspects of people’s life, it
raises many social, economical and cultural issues that relate to human rights, ethics and law.
Many people with HIV/AIDS suffer discrimination, intolerance and prejudices creating an
environment in which there is need of respect for the human rights of the people living with
the virus or affected by it, in other ways as AIDS orphans. Let these people to live with
dignity without discrimination. People are less likely to present themselves for voluntary HIV

testing and as a result they are unable to access treatment, care and support.

While the pandemic of AIDS denotes a medical enigma of modern times, it also
signifies a social tragedy. Earlier AIDS was considered to be an impolite subject to discuss in
social gatherings. It was glossed over as the problem of gays, harlots and junkies. There are
no individuals or groups that could be taken at “Zero risk” level. But even now
misconception about AIDS and AIDS patients are abound. Not only do AIDS patients suffer,

reportedly from guilt feelings, low self image and lowered status in the family but they also
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get socially stigmatized and virtually ostracized. This apart, the presence of an HIV patient
in the family has several unhealthy effects. Interpersonal relations turn invariably tenuous
where the viruses aggravate into AIDS and the patient be an earning member the family may
slip into penury and destitution. Besides, the possibility of social stigma and hence

segregation of the entire family-group looms large.

In India, as elsewhere, AIDS is often seen as “someone else’s problem” as something
that affects people living on the margins of society, whose lifestyles are considered immoral.
Even as it moves into the general population, the HIV epidemic is still misunderstood among
the Indian public. The people living with HIV have faced violent attacks, been rejected by
families, spouses and communities, been refused medical treatment and even, in some

reported cases denied the last rites before they die.

The employees are not disclosing their status to their employers for fear of
discrimination in the working place by their colleagues and for loss of employment. Of the
26% who did disclose their status, 10% reported having faced prejudice as result. People in
marginalized groups — female sex workers, transgender and gay are often stigmatized not

only because of their HIV status but also because they belong to socially excluded groups.

Stigma is made worse by a lack of knowledge about HIV/AIDS. Although a high
percentage of people have heard about HIV/AIDS in urban areas (94% of men and 83% of
women) this is much lower in rural areas where only 77% of men and 50% of women have
heard of HIV/AIDS. However, the real challenge lies with the ignorance about how HIV is
transmitted — for example, the majority of men and women in rural areas believe that AIDS
can be transmitted by mosquito bites. In 2009, NACO carried a population based survey in
Nagaland which showed that the 72.8% of people believed HIV could be transmitted by

sharing food with someone.

Prevention Methods :
“Prevention is better than cure” is a widely accepted statement. Though, since now no

such successful medicine has been invented for cure of HIV/AIDS, the prevention method is
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given more importance to curb this. The safest and surest way to avoid HIV is to mend one’s
behaviour in terms of sexual activities. Prevention method may include the following:-

» Abstain from sex (do not have oral, anal or vaginal sex with infected person)

» Having sex only with uninfected and faithful spouse

» Education about HIVV/AIDS: how it spreads and how to avoid it.

> Avoidance of sexual activities with homosexuals, strangers and prostitutes

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”, whereas 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”. Pre-marital chastity and marital fidelity is most valued ideals of
marriage. If we are faithful to ourselves, then we do not need condoms to protect ourselves

against HIV/AIDS/STDs.

To protect ourselves, we should remember the ABC theory for prevention of
HIV/AIDS.

A — Abstinence

B — Be faithful to own spouse

C — Correct and consistent use of condom

Programs, directed at the prevention of HIV transmission through information,
motivation and education are likely to modify people’s life style which in turn, would make a
substantial dent into the problem. While most averagely educated persons have heard of
AIDS, the knowledge about HIV/AIDS in the general population is woefully low. Looking to
the enormity of the problem what is tar gently required is a cohesive, cross-sectorally,
coordinated and cost effective awareness generation program, capable of informing,
educating and influencing people in both urban and rural areas. In a developing country like
India, reaching out to masses is daunting task where three persons out of ten are illiterate.
Comparatively, it is a conservative society; sexuality is rarely talked about, what to say of sex

education to young boys and girls. These limiting conditions often act as stumbling block in
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information dissemination on AIDS. Media of communication have to reckon with them and
need to address in the first place sex education, single partner sex, safe sex practice, male’s
responsibility of safe sex etc. Simultaneously it needs to inform and educate people on nature
and gravity of AIDS, routes of its transmission, risk reduction attitude towards the infected

etc.

Any long term strategy aimed at preventing AIDS has to head for the modification of
peoples thinking and behaviour. Adequate understanding of sexual behaviour and health
seeking behaviour of groups at risk lies at the base of AIDS prevention program. On the other

hand, it is a taboo subject for conversation and promiscuity is still more so.

The WHO (World Health Organization) has developed a set 10 prevention indicator
(PI) with the objective of evaluating National AIDS Control Program (NACP). These
indicators were designed to evaluate achievements in respect of knowledge about preventive
practices, availability, accessibility and actual use of condoms, quality of STD care and
reduction in incidence of STD. the evaluation called prevention indicator (PI) survey has
been successfully conducted in five states, viz. Maharashtra, Tamil Nadu, West Bengal, Delhi

and Haryana (NACO 1996, Meenu Sharma).

The international AIDS society (IAS) is the world’s professional society for scientists,
healthcare and public health workers and others engaged in HIVV/AIDS prevention, control
and care. The IAS is the custodian of the international AIDS conferences, the paramount
gathering of all discipline in HIV/AIDS. These conferences started in 1985 in Atlanta,
Georgia, USA were annual between 1985 - 1994, but are now held in every two years. They
provide a unique forum for the interaction of science, community and leadership with the
goal of bringing knowledge together changes in the world’s response to HIV/AIDS. The IAS
also organizes the highly successful 1AS conferences on HIV pathogenesis, treatment and
prevention. It aims to bring together participants from around the world by providing an
environment for researchers and clinicians to address current issues in HIV research,

prevention and treatment.
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The President’s emergency plan for AIDS Relief (PEPFAR| Emergency) is President
Bush’s pledge of $15 billion over five years (2003-2008) to fight the HIVV/AIDS pandemic.

To slow the spread of the epidemic PEPFAR supports a variety of prevention
program: the ABC approach ( Abstain, Be faithful and correct & consistent use of condoms),
prevention of mother to child transmission (PMTCT), interventions and programs focusing
on blood safety, injection safety, secondary prevention (Prevention with Positives) and

education.

In addition to providing anti-retroviral therapy (ART) PEPFAR supports prevention
and treatment of opportunistic infections as well as services to prevent and treat malaria, TB,
water-borne illness and other acute infections. PEPFAR supports training and salaries for
personnel (including clinicians, laboratorians, counselors, medical record staff, outreach
workers, peer educators etc.), renovation and refurbishment of health care facilities,

management for drugs and other.

Anti retroviral drugs which can be significantly delay the progression from HIV to
AIDS - have been available in developed countries since 1996. Unfortunately, as in many
resource-poor areas, access to these treatment is limited in India; an estimated 3, 00,000
adult (aged 15 and above) were receiving free ARVs by April 2010. When HIV becomes
resistant to ARVs, the treatment regimen needs to be changed to second-line ARVs. As with
many other parts of the world, the second-line treatment in India is far more expensive than
the first-line treatment. In 2008 NACO began to roll out government funded second-line
antiretroviral treatment in two centres in Mumbai and Chennai. By 2009 the second-line
therapy was available in a total of eight states but treatment remains very limited. However,
the large scale of India’s epidemic, the diversity of its spread and the country’s lack of
finances and resources continue to present barriers to India’s antiretroviral treatment

program.

The impact of AIDS is now being increasingly felt by many countries across the

globe. The disease is tearing away the social and economic fabric of the global community by
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killing people in prime of their youth on whom the society relies for production and
reproduction. The epidemic is eroding the hard earned gains in development, indicators by
regressing life expectancy, rising child mortality rates and leading to a substantial fall in GDP
(gross domestic product) growth in many countries. Huge number of farmers, teachers,
doctors and other human resources are being claimed by the epidemic leading to wide spread

shortage of food and access to medical care. (UNAIDS/WHO Dec 2001)

National AIDS control organization in India has implemented National AIDS control
program at national and state level. During the first phase of the program (1992-1998)
emphasis was on setting up infrastructure at state level monitoring HIV/AIDS cases and top
priority given to blood safety. Zonal blood testing centres were established and all blood
screening for HIV there by banning paid blood donation. Family Health Awareness Week
(FHAW), whereby syndromic approach to treatment of STDs and AIDS adopted in all
districts, villages and hamlets of each state twice a year. Phase-2 of the program began in
1999 with institutional strengthening, sentilence surveillance centres functioning was
streamlined and awareness and intervention programs gained force. Salient features of the 2™
phase also includes providing facilities for VCT and informing the sexual partners. Emphasis
on blood safety continues with setting up of modern blood banks and voluntary blood testing

centres. A multi sectoral approach is adopted to combat AIDS in the country.

The 3" phase of National AIDS Control Program (NACP-111) has been launched from
6" July 2007. The overall goal of NACP-III is to halt and reverse the epidemic in India over

the next five years by integrating programs for prevention, care, support and treatment.

This will be achieved through a four pronged strategy during 2007-2012:
> Prevention of new infections in high risk groups and general population through:
1) Saturation coverage of high risk groups with TIS (Targeted Interventions)
2 Scaled of interventions in the general populations.
» Providing greater care, support and treatment to a large number of PLHA (People living

with HIV/AIDS)
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» Strengthening the infrastructure systems and human resources in prevention, care, support
and treatment programs at the district, state and national level.

» Strengthening the nationwide strategic information management system.

This National AIDS Control Program (NACP) is being implemented through NACO,
New Delhi under Ministry of Health and Family Welfare, Government of India with the
support of DFID and World Bank fund. Accordingly autonomous organizations namely: State
AIDS Control Societies have been formed in each of the states for smooth implementation of

the programme.

NACP-I was implemented by Government of Odisha under Director, Health Services
from 1992-1999. From 1999 to 13.07.04 program under NACP-II was implemented through
Odisha State Health and Family Welfare Society in the name and style of State AIDS cell
(SAC). From 14.07.2004 — 05.07.2006: As per the direction of NACO, a new society i.e.
Orissa state AIDS Control Society (OSACS) was formed and has registered under Societies
Registration Act XXI of 1860 vide Regd. No. 21886/64 of 2004-2005.

Odisha is a low prevalent state but highly vulnerable to HIVV/AIDS. The people with
HIV/AIDS in Orissa, like other states have been Ostracised and mistreated by their families,
friends, communities and medical fraternity driving them to despair and sometimes forcing
them to commit suicide. PLWHAS (people living with HIVV/AIDS) being denied of treatment
at both government and private hospitals are not uncommon in Orissa. We find the affected
people stigmatized in the society. Sometimes the PLWHAS exercise self stigma before they
are socially stigmatized. Being afraid of social stigma and discrimination they may not go to
hospital for testing their blood if they suspect of being HIV positive. Self stigma,
institutionalized stigma and social stigma together make some PLWHAS to commit suicide.
Such stigma and discriminations towards HIV/AIDS affected/infected are caused due to

myths and misconceptions, illiteracy and lack of awareness of the people in the society.

In such a critical situation OSACS has to do a lot of things for creating awareness

among the people against HIVV/AIDS, because awareness is the one and only way to prevent
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HIV/AIDS. So that there is a slogan, “Know AIDS to no AIDS”. OSACS has taken up a lot
of ventures for HIV affected people. The then President of OSACS Dr. Parameswar Swain
said, “We give ART (antiretroviral therapy) treatment to AIDS patients whose CD4 level in
the blood comes down from 300. ART helps to improve their immune system. We are also
planning to give (Nutri Plus), the proteinous food to HIV positive people from 1% Dec free of
cost. OSACS also organizes IEC (Information, Education and Communication) programs
including community mobilization radio program. (The Times Of India, Bhubaneswar,

National, 1% Dec 2008).

OPUS (Orissa Patita Udhar Samiti) has also been carrying out its programs like BCC
(Behavioural Change Communication), condom promotion, advocacy, networking with
(government and NGOs) and community mobilization for the benefit of HIV affected people.

(The Times of India, Bhubaneswar, National 1% Dec 2008).

In spite of a number of developmental activities by OSACS, advertisements,
propaganda and awareness creation program against HIV/AIDS in mass media (TV, Radio
and News paper) people in rural areas have misconceptions regarding infections and

transmission of HIV/AIDS.

Therefore the research work aims to study some such objectives to create awareness
about HIV/AIDS amongst the rural masses. The specific objectives of the present study were
to have an insight into the respondents myth and misconception relating to HIVV/AIDS. The
present study focuses on awareness level, attitudes, misconception and ostracization by
ruralites towards HIV/AIDS infected patients and affected people i.e. the family members,
spouse and children of the HIVV/AIDS infected patients. It also focuses on the needs of family
and social care for HIV/AIDS infected and the roles of governmental and nongovernmental

organizations and mass media in changing social attitude towards them.

The objectives of this study are in line with the global AIDS strategies of creating an
enabling environment, addressing critical poverty related issues and HIV/AIDS vulnerability

while most of the countries have developed strategic framework for effective HIV
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prevention. Yet only a fraction of people at risk of HIV infection have accesses to basic
prevention services (UNAIDS,2003). Since HIV/AIDS is a problem that profoundly affects
most of the aspects of the peoples life, it raises many social, economic and cultural issues that

relate to human rights, ethics and law.

The people who are knowingly or unknowingly infected/affected by this dreadful
disease have right to life like others. Since everyone is entitled to fundamental human rights
without discrimination, people living with HIV/AIDS (PLWHA) have the same right to
education, employment, health, travel, marriage, recreation, privacy, social security, scientific
benefits, asylum etc. All persons should share responsibility for avoiding HIV infection or
reinfections. People who are infected/affected by HIV/AIDS having no fault with them are
found suffering from discrimination, ostracization, intolerance and prejudices which create
emotional stress on them. They feel alienated from themselves, from their families and from
their communities which sometimes lead to maladjustment in society or force to commit

suicide.

Therefore it needs change of attitude and behaviour of masses towards PLWHAS.
The attitudinal and behavioural change can only be possible through the right knowledge
about the causes, transmission and prevention of HIV/AIDS. So that a concerted effort can be
made to understand various factors that can effect behavioural changes in the context to
HIV/AIDS. Critical * Grey Areas’ in the form of lack of awareness, myths and
misconceptions relating to HIV/AIDS, negative attitude towards PLWHA and practicing
unsafe behaviour that need urgent attention have been delved into, as they can help in

evidence based planning of strategic interventions for the control of HIV/AIDS.

Further, the study envisages to demonstrate how both familiar and social support, care
and co-operation can help the PLWHA to lead a normal life like others in society. The
present study also undertakes to know the governmental and non-governmental organizations
in influencing and changing the attitude and behaviour of the masses toward PLWHAS and

towards their family members.
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CHAPTER-II
REVIEW OF LITERATURE

Before conducting research on any topic it is required to look into different aspects of
already existing related study or theory. Since research is a continuous process, some sort of
continuity must have to be maintained with the earlier theories. A theory is a set of related
ideas. Theoretical debate or review of literature is the most important and accepted technique
to acquire information about the different dimensions of study and to synthesize the
judiciousness of the study. It is a type of sociological discussion and deliberation on the
research topic and different dimensions of study with reference to the earlier studies. It tries
to organize the knowledge of the specific areas of research in order to evolve an edifice of

knowledge to show that the study would be an addition to the existing knowledge in field.

Theoretical studies provide the rationale for the proposed study. Theoretical debate
reveals what problems have already been investigated, what problems have been answered,;
what issues still remain subjected to research. Theoretical debate sharpens researcher’s mind,
guides the researcher’s thinking and makes it possible for him/her to identify the most

relevant methods and tools for study.

In almost all kinds of sociological research it is necessary to review past theories,
concepts and studies and establish a linkage. A thorough debate on the past studies and
research will help the researcher to understand the present problem more accurately and

exactly. It may also helpful in the confirmation or rejection of the findings.

With the increasing number of HIV infections and AIDS related deaths running into

thousands the need for prevention of this epidemic has become imperative.

To this, the importance of creating AIDS awareness as one of the best and cost
effective methods of prevention has been unanimously accepted world wide. It has been
shown time and again that awareness regarding HIV/AIDS can vitally help in bringing down

the number of HIV infections by cutting down high risk behaviour and practices. So that
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present research is increasingly focused on prevention of HIV/AIDS through creation of
awareness against misconception, ostracization and stigmatization of HIV/AIDS
infected/affected and changing attitude and behaviour of normal population towards PLWHA
through mass media communication program. With the goal of achieving sustainability of the
programs and to get comprehensive insight in to the magnitude of the AIDS epidemic and
various related aspects accelerating its fast spread and its effect on the whole universe, the

available literature was reviewed. It is presented in this section under the following headings:

Spread of HIV — A Regional overview
AIDS threatening the global development factors driving AIDS epidemic

How HIV spreads. (HIV/AIDS and the time line)

vV V V¥V V

HIV- the dangerous and fast mutating virus (including counseling, support, ART and

Vaccine Development).

Global response to the AIDS Epidemic.

International Conferences on HIV/AIDS.

World AIDS Day.

Limited success of HIV prevention programmes.
Discrimination of PLWHAS.

AIDS in India.

Prevention and cure of HIV/AIDS in different states of India.
Awareness creation as a means of prevention.
Prevention, Treatment and Cure of HIVV/AIDS.
National AIDS Control Programme by NACO in India.

WHO Policy for NGOS.

vV VYV YV ¥V ¥V VY VY ¥V VY VYV VYV V

Governmental and non-governmental provision for well being and maintenance of

HIV/AIDS Patients.

Y

Activities under Orissa State AIDS Control Society (OSACS).

> Spread of the Wings of services and supports in Odisha.
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The Spread of HIV — A Regional Overview:

In the summer of 1981, the Centre for Disease Control and Prevention (CDC), in the
USA reported that five homosexual men were suffering from an unusual type of Pneumonia
caused by parasite Pneumocystis carini CDC also confirmed that homosexual men in New
York and Los Angeles had developed one type of Skin Cancer called Kaposis Sarcoma
(WHO 1997). These were the first reported cases that announced the arrival of AIDS. Today,
AIDS pandemic (Global epidemic) has become one of the biggest public health problems

worldwide.

Africa, the Global epicentre continues to dwarf the rest of the world on the AIDS
balance sheet. Since the start of the Epidemic, 83 percent of all AIDS death. So far have been
reported from this region and at least 95 percent of all AIDS orphans have been African. The
bulk of new infections continue to be concentrated in East and Southern Africa (UNAIDS /
WHO, Dec 1998). According to recent estimates Southern Africa is home to about 30% of
people living with HIV/AIDS (PLWHAS) worldwide; while the region has less than 2
percent of the world’s population. By the end of the year 2003, nearly 27 million people in
Sub-Saharan Africa were living with HIV while another 2.3 million succumbed to the disease
the same year (UNAIDS / WHO, Dec 2003)

The Caribbean records the second highest HIV infection rates worldwide after Africa.
More than 2 million people are now living with HIV in Latin America and the Caribbean
with the region experiencing the highest death toll after Sub-Saharan Africa and Asia Hetero
Sexual transmission predominates in the Caribbean while the bulk of South American

countries, all modes of transmission co-exist.

In the Eastern- Europe and Central Asia the number of people living with HIV/AIDS
is estimated to be nearly 1.5 million Injecting Drug use and unsafe sex account for bulk of
new infections in these regions along with the possibility of hidden epidemic brewing among

men having sex with men (MSM).

Similarly North Africa and Middle East are also experiencing the rise in new HIV

infection. The number of PLWHAS had reached 6 lakhs by the end of 2003. Heterosexual
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contact men having sex with men (MSM) and injecting drug use (IDU) were found to be

mounting the HIV epidemic.

North America, Western Europe, Australia and Canada represent the high income
regions of the world and together have nearly 1.6 million people living with HIVV/AIDS.
Homosexuality is the leading cause for majority of new HIV infections over here followed by
injecting drug use. Yet, in these regions AIDS death continue to reduce significantly because
of access to anti-retroviral (HIV) therapy. However unfortunately the encouraging wide
spread public complacency and giving rise to misperceptions that there is a cure for AIDS
(UNAIDS / WHO, Dec 2000).

In Asia, over 7.4 million people are already infected and HIV is clearly spreading fast
in the vast population of India and China. Commercial sex and injecting drug use remain the
predominant modes of viral transmission in the region with India providing an interesting

example of the shifting trends of the HIV.

According to UNAIDS / WHO (Dec. 1998) HIV infections exhibiting the following

significant patterns in India.

1. HIV infection in India was concentrated mostly in urban sex workers, their clients and
in drug injectors. But the last round of sentinel survelliance has shown that in a few
states more than one percent of the pregnant women in urban areas are now HIV
infected.

2. India’s rural areas which are home to 73 percent of the country’s population were
thought to be relatively spared by the epidemic. Again new studies show that HIV is
becoming worringly common in village too. For e.g. in Tamilnadu a survey of
randomly selected households revealed that 2.1 percent of the adult population living
in rural areas had HIV, as compared to 0.7 percent of the urban population.

3. The virus is firmly embeded in the general population especially among women
whose only risk behaviour is having sex with their own husbands. In a study of 400
women attending STD clinics in Pune, 91 percent had never had sex with anyone but

their husbands and yet, 13.6 percent of them tested positive for HIV.
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All these trends are acting as warning signs showing the massive transcend of HIV

from high risk behaviour population to the general population.

AIDS Threatening Global Development:
The epidemic constitutes an urgent and massive threat to the development in many

ways such as:

1. Life expectancy regressed:

Life expectancy at birth is used as an indicator to measure human development.
According to UNAIDS / WHO (Dec. 1998) AIDS is wiping out the gains to development by
reducing life expectancy. Taking countries like South Africa, Keneya, Zambia and Zimbabwe
which have an adult HIV prevalence rate of 10 percent or more, calculations predict that
AIDS on an average will cost them 17 years of life expectancy. Instead of rising and reaching
by years by 2010-2015, life expectancy due to AIDS will be cut down on an average of 47

years.

2. Rising child mortality rate:

HIV / AIDS is by and large threatening child survival rate. Acc to UNAIDS / WHO
(Dec 1998) by the year 2005-2010,61 out of every 1000 infants born in South Africa are
expected to die before their 1% birth day. Infant mortality, otherwise, in the absence of AIDS

would be only 38 per 1000 births.

3. Pushing children into orphan hood:

The number of children being orphaned and thus, in need of care is rising with each
passing day as AIDS is cutting into their families. A study in Zimbabwe showed that many
households are being headed by adolescents and children (some as young as Il years) as
majority of them had lost both parents to AIDS (UNAIDS /WHO, Dec — 1998). The study
further revealed that majority of such children on being interviewed, said that they would
become delinquent and drift into prostitution and on to the streets if their needs were not met.

They were also worried about exploitation and abuse by their relatives.
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India, too, faces a grim situation in views of the fact that the country reportedly has
the second largest number of HIV in the world. In the absent of any cure, these infections are
likely to turn into facilities in the near future, thus rendering many children into orphan hood.
Although globally, the number of children orphaned by AIDS is projected to rise at least 25

million by 2010, yet 39 percent of countries with generalized HIV epidemic.

4. Business beginning to suffer:

Many businesses are suffering heavily as AIDS is decimating the pool of skilled
workers and eating away the economy too. The epidemic is exacerbating the severe shortage
of skilled labour in many sectors of the economy. As a result Botswana is forced to import
white collar workers from the neighbouring countries. Zambia is facing an acute shortage of
teachers as many of them are increasingly dying of AIDS. In the Indian Capital, Delhi a study
conducted by the Operations Research Group revealed that a majority of those infected with
HIV / AIDS were in their most productive age group. For instance out of 646 confirmed
AIDS cases in city till Nov. 2001, as many as 534 belong to the age group of 15 — 49 years
(Indian Express, April 4, 2002). If this trend continues, productivity in many businesses is
expected to fall significantly giving a major setback to the economic development. Not only
this, but the country’s life blood is its teachers, scientists and business professionals could be

in jeopardy.

Factors Driving the AIDS Epidemics:

In the recent years there has been a growing awareness of complex biological, socio-
cultural, economic, political and psychological forces shaping the face of the AIDS Pandemic
meaningful strategies to reduce HIV related risk among population are not possible without a
thorough understanding of these factors. Some of the major factors fueling the AIDS

epidemic have been summarized in the table.
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Factors Shaping AIDS Epidemic

Table No. 2.1

l. Biological Factors

a.

Age at the time of initial HIV infection
Sexual vulnerability
Presence of STD

1. Socio-Cultural Factors

Sex and sexuality — A Taboo
Machismo Behaviour
Violence against women
Norms and practices
Education and HIV

Myths and misconceptions

I1. Economic Factors

Migration
Prostitution

V. Political Factor

War
Ethnic conflict

V. Psychological Factor

Physical and sexual abuse
Substance abuse

Stigma and shame
Gender role expectation

. Biological Factors:

Studies conducted in nine different African countries suggest that for every ten year
HIV infected African men there are around 12 to 13 women infected with the HIV

(UNAIDS/ WHO Dec. 1999) why more women than men being infected with HIV can be

explained by the following basic factors, which are:-

a. Age:

Women across the globe tend to become HIV infected at younger age than men due to
prevalent biological and culture factors. Recent studies in Africa show that girls aged 15 to 19

years are about 5 to6 times more likely to become HIV positive than boys in the same age

group (UNAIDS 1999).
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The increased vulnerability of women can be attributed to cultural norms in many
countries which require women to be younger than their husbands. This implies that if
husband is subsequently infected with HIVV he would be infecting his wife at a far younger
age. Researchers in many industrialized countries have shown that the length of survival of
HIV positive individual depends on the age at initial infection. The younger, the person at the

time of initial HIV infection the longer is the survival time.

Thus, women who become infected at younger age as compared to their male counter
parts are expected to live longer and be counted for a longer time as female population living

with HIV/AIDS.

b. Sexual Vulnerability:

Currently, almost half of all new HIV infections are taking place among women,
Eighty Four percent of these HIV infected women are in the reproductive age group i.e. 15 to
45 years and 9 out of 10 infected women are living in a developing country. In India around
2,30,000 women are getting HIV infected each year and more than four — fifth of all these

infections are accounted by un-protected hetero-sexual contact. (NACO 2000)

c. Sexually Transmitted Diseases (STDs) Facilitate HIVV Transmission:

The world Health organization (WHO) estimates that about 333 million people
worldwide suffer from STD every year and about one million new infections are taking place
everyday globally (NACO 2000). The term Sexually Transmitted Disease (STD) is used for
all infections that are transmitted through vaginal, anal or oral sex contact STD can also be
transmitted from mother to child before or during birth through contaminated blood, blood
products, donated organs or tissues and by contaminated needles. Sexually Transmitted
Infections (STI) is the new term that is now being commonly used to cover asymptomatic
cases (i.e. symptom free cases) of STD. India has also a high incidence_rate of STD with 40

million new infections each year and an annual incidence rate of 5 percent (NACO 2000).
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1. Socio Cultural Factors:
HIV is certainly a behavioural epidemic that is driven by individual behaviours.
Individual behaviours are in turn largely influenced by social, cultural and religious factors

that leave people with little or no control over their exposure to HIV.

Sustaining behaviourial change among the rural women was found to be influenced Social,

cultural and gender related factors.

Although tremendous progress and advancement in the fields of education, science
and technology have led to radical changes in the primitive norms and practices, yet in many
parts of the world certain socio-cultural practices have been recognized as hindering factors

to HIV prevention efforts. These are:

a. Sex and Sexuality: A taboo:

Talking about sex and sexuality is still a taboo in many parts of the world. Cultural
norms, social practices and family values by and large, dictate sex to be a private and
prohibited issue which is not to be discussed openly in public. The sense of secrecy
surrounding sexually talks has led to a major lack of sex education especially among young
people who are making an early sexual debut. A study conducted by Pan American Health
Organisation (PAHO) in 1998 in100 Schools showed more than 40 percent of sexually active

adolescents had made their sexual debut before the age of ten (UNAIDS, 1999).

In India, relevant data assessing knowledge, attitude and beliefs regarding HIV /
AIDS among the School and College going adolescents indicate a lack of AIDS awareness. A
study conducted among Secondary School students in rural areas surround Delhi showed that
although 25 percent of them are sexually active, yet majority of them were not aware about

HIV prevention methods (1997).

b. Machismo behaviour:
Machismo, a Spanish word is often used for predatory behaviour which young men
practice to prove their masculinity. It is a commonly practiced and accepted social norms in

many parts of the world (UNAIDS, 1999).Youngmen are socialized to be aggressive and

32



virile where as women are expected to be passive and sexually subordinating. Machismo is
leading young men to have early and frequent sex with multiple partners. A study by
Reproductive Health Survey in Latin America showed that premarital sex is much more

common among 15-24 years old males than females (www.unaids.org.1999).

c. Violence against Women:

Women subjected to violence at the hands of their husbands or partners are greater
risk of acquiring HIV. The UNAIDS (1999) report reads “Even when the violence is not
sexual, however, the mere threat of it makes women wary of challenging their partner’s extra
marital relations or afraid to demand condom use”. One out of every three women world wide
has been abused, beaten or co-erced into sex according to the global data (NACO, April
2000). Forced sex is known to transmit HIVV more readily because of the greater probability

of genital injury and because of no condom use in such situations (UNAIDS 1999).

d. Norms and Practices:

Adverse societal norms and practices also challenge women’s ability to protect
themselves from HIV. For instance, certain communities in India like the Bedias and
Bancharas have a history of practicing community based prostitution. Like wise in some
South Indian states, religious based prostitution (Devadasi System) and exploitation of girls is
routine and part of the ritual of ‘growing up’ (UNFPA, Sept. 2000). Such practices coupled

with a lack of negotiating power makes young girls more vulnerable to HIV/AIDS.

Globally, there exists an imbalance of power between men and women based on
gender lines. Women’s ability to make decisions about sex / safe sex and subsequently to
protect themselves from HIV infections is embeded by poverty illiteracy, lack of economic
independence and high level of sexual subordination. In many societies across the globe
differentiation based on gender is fundamental. The virginity myth is a necessary condition

for women to marry where as no such pre-requisite exists for men.

e. Education and HIV:
AIDS is a disease fuelled by poverty and ignorance. Globally, it is certainly the poor

and less educated who are reeling under the impact of HIV epidemic. Since better educated
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people have better paid jobs, they can afford goods and services that allow them to protect
themselves from HIV. The global HIV / AIDS epidemic report shows that the countries with
high level of literacy have low levels of HIV. The data comparison of 161 countries across
the globe confirms a pattern of this kind (UNAIDS / WHO, June 1998).Further, analysis of
studies focusing on 15 — 19 years old teenagers show that teen agers with higher education
are more likely to use condoms than their counter parts with lower levels of education

(UNAIDS / WHO, Dec 2000).

f. Myths and Misconceptions:

Myths and misconceptions regarding HIV / AIDS are in abundance and deeply
ingrained in almost all communities worldwide. Although myths and misconception are
largely associated with low levels of education, yet studies continue to indicate that even

medical professionals have their own share of such beliefs.

Myths such as HIV infected people should be totally isolated from the society, HIV
infected children should not be allowed to attend a School, eating hot things and urinating at
bad places causes sexually transmitted diseases and that AIDS is a God’s way of punishing
people for their evils have been found to be prevalent among the masses. Besides, myths like
getting cured of STD / AIDS after having sexual contact with minors is leading to an
alarming trend of infant girls (some as young as 8 to 9 months old) being sexually abused

(www.excite.com, 26. Nov. 2001).

I11.  Economic Factors:
Migration and prostitution, which are often a result of economic compulsions are

making people vulnerable to HIV.

a. Migration:

Today migration is one of the leading factors exposing people to HIV. People around
the world are experiencing an unprecedented mobility. They are moving for very many
reasons but the most common reason is to seek employment. Economic compulsions very

often force these people to leave behind their homes us well as their families UNAIDS /
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WHO (Dec, 1998) estimates that carltonville the heart of South Africa’s gold mining industry
is a home to 88,000, mine workers out of which 60 percent are migrants. Around US $18
million are paid to these miners every month as wages. Wages bring along with them the
purchasing power to buy sex and drugs. Periodically these migrants return home and transmit
the virus to their wives and communities. Similarly a report by Delhi State AIDS Control
Society has also recognized migration to be one of the major factors contributing to the

increasing risk of HIV transmission (Indian Express, April 4, 2002).

Migration is leading people into extra marital sex and in many communities this trend

is being increasingly accepted as a societal norm.

b. Prostitution:

Poverty manifests in the form of sexual abuse, sexual exploitation and prostitution.
Economic pressures are forcing an everincreasing number of population into flesh trade. The
induction of minors is now being recognized as a key factor in keeping sex trade at
flourishing levels. As sex tourism expands so does the pandemic of AIDS. Costarica, the
Dominican Republic, Brazil, Haiti and several other countries have become a hot spot for sex

tourism with minors. (www.unaids.org.1999).

In India, there are about 9 lac sex workers involved in the flesh trade (UNFPA, Sept.
2000). Although prostitution is illegal in India yet, it flourishes and more so in metropolitan
cities of the country. In Delhi, Mumbai and Kolkata, there are well demarcated areas
commonly known as the “Red Light Areas” where prostitution is openly practiced as a
profession. Young girls including many minors are kidnapped / lured on the pretext of
employment or marriage and sold to brothel owners for money. These women generally live
in hostile conditions and are most often subjected to abuse and exploitation by the brothel
owners as well as clients. Sex industry faces an increased vulnerability to HIV / STD because
of low levels of education, lack of ascertive skills regarding safe sex and poor access to
health care services. In Mumbai, 70 percent of commercial sex works were HIV Positive
(Spam, Sept/Oct. 2001) while in Tamilnadu HIV prevalence among sex workers in the year

1996 was estimated to be around 30 percent (WHO. 1998).
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IV.  Political Factors:

Political turmoil and Civil war in many countries have also been instrumental in the
rapid spread of the HIV. For example, Cambodian soldiers who have been battling Khmer
Rouge Rebels in the North West of their country perceive risk as a way of life. For many of
them sex is a source of comfort and not of any special danger. Behaviourial studies have
shown that over third of Cambodian soldiers visited brothel and HIV prevalence in the

military was around 7 percent in 1998 (UNAIDS / WHO, Dec. 1998).

Similarly, there were at least six thousand armed forces personnel in Indian army who
were HIV positive by the end of the year 1998. According to a report, since these personnel
are subject to immense physical as well as mental stress and they have to stay separated from
their families under inhospitable conditions for long periods; the desire to seek sexual
satisfaction often leads them to sex workers. Thus perceiving the enormity of the AIDS
threat, the Director General of Medical Services (Army) brought out a hand book on AIDS

with the aim of promoting safe sex among the armed personnel.

V. Psychological factors:

The word ‘Psycho’ is derived from the Greek word “Psyche” which relates to the
mind, spirit and soul. Thus, Psychological factors refer to those social issues, which have a
lasting impact on an individual’s mind. Many a times societal oppression in the form of
neglect, abuse and exploitation especially during childhood leaves a deep impact on the
psychology of an individual. People who have been abused and exploited at the hands of
society are more vulnerable to HIV. Their abuse has been known to lead them to a feeling of
loss of self esteem and control over their lives. They are also known to become more prone to

drug taking and commercial sex.

For instance, 80 percent of children entering the sex trade had been sexually abused
(UNAIDS, 1999). According to Morill and Ickovics (1996) women who are physically and
sexually abused contribute to risky heterosexual behaviour by virtue of their association with
sub stance abuse and depression. Substance abuse in the form of alcohol or drugs is known to
increase aggression, diminish inhibition and impair the capacity to make decisions about HIV
protection (UNAIDS / WHO, Dec. 1998).
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In Indian context, there is a tendency to be psychologically oriented towards morality
rather than towards real life issues related to sex. Women are brought up to be
psychologically in the passive talking about the sex, sexuality and condom use with their
partners. Female sexuality, to them means being sexually subordinate to men and fulfilling

roles of reproduction as well as motherhood.

Even the needs of people living with HIV/AIDS have been found to differ in
accordance to their gender roles. For instance, in a study in Mumbai, (India) it was found that
the needs of HIV infected men were more self-centred relating to their own health condition
and personal image in society. On the contrary, the needs of HIV infected women were more
family oriented including concerns for jobs, shelter, sustenance of self and children and

ensuring the future of their children.

Stigma and shame attached to HIV / AIDS are also proving to be major psychological
issues that place hurdles in HIV prevention and care efforts. As HIV/AIDS is largely believed
to be a disease associated with infidelity, people ashamed of accepting their HIV positive
status due to the fear of stigma and societal rejection. In a study conducted by Kenya’s
population council in the year 2001, more than half of the women who knew they were HIV
positive said they had not disclosed their HIV status to their partners for the fear of exposure
to violence or abandonment (UNAIDS/WHO, Dec 2001).In India, upcoming reports keep
conforming the fact that majority of women with HIV/AIDS have acquired the infection from

their husbands / partners who choose to remain silent about their HIV positivity.

Thus, various factors contributing to the spread of the HIV epidemic need to be
urgently as well as seriously explored in order to contain the spread of the fatal disease. The
solution to the problem largely lies in adequately addressing these core issues on one hand,
while simultaneously, empowering people by creating HIV/AIDS awareness, on the other

hand.
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HIV/AIDS and the time line:

1958: A 25 year old printer from England named David Carr, who had served in the Royal
Navy between 1955 and 1957, contracts a series of mysterious ailments including
Pneumocystis carini. He dies early the next year 1959. In 1990, tests by a hospital in
Manchester reveal HIV in Carr’s tissue samples and he is recognized as first AIDS

death.

1959: The first known case of HIV in a human occurs in a person who died in Congo,

seemingly later confirmed as having HIV infection from his preserved blood samples.

1975: The first report and wasting and other symptoms later determined to be AIDS are

reported in residents of Africa.

1976: Norwegian sailor Arvid Noe dies; it is later determined that he contracted HIV/AIDS

in Africa during the early 1960s.

1977: Danish Physician Grethe Rask dies of AIDS contracted in Africa.

» A SanFrancisco prostate gives birth to the first of three children, who would later
be diagnosed with AIDS and whose blood when tested after their deaths would

reveal HIV infection.

1978: A Portuguese man known as Senhor Jose dies, he will later be confirmed as the first
known infection of HIV — 2. He was believed to have been exposed to the disease in

Guinea in 1996.

1980: _April 24, Sans Francisco resident Ken Horne, the first AIDS case in the United States
to be recognized at the time, is reported to centre for disease control (CDC) with

Kaposis Sarcoma.

1981: Jan. 15, Nick Rock, becomes the first known AIDS death in Newyork city.
» June 5, CDC reports a cluster of Pneumcysis Pneumonia in five gay male drug

users in Los Angeles.
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1982: July 9, CDC reports a cluster of opportunistic infections and_Kaposis Sarcoma among
Haitians recently entering the United States.

July 27: The term AIDS (Acquired Immune Deficiency Syndrome) is proposed in a meeting

in Washington of gay community leaders, federal bureaucrats and the Centre for

Disease Control and Prevention (CDC).

Sept 24: Current trends update Acquired Immune Deficiency Syndrome (AIDS) — United
States

CDC defines a case of AIDS as a disease, atleast moderately predictive of a defect in
cell mediated immunity, occurring in a person with no known cause for diminished resistance

to that disease.

Dec. 10: A baby in California becomes ill is the first known case of AIDS from a blood

transfusion.

1983: In January, Dr. Franscoise Barre, at the Pasteur Institute in Paris isolate a retrovirus
that kills T-cells from the Lymph system of a gay AIDS patient. In the following
months, she would find it in additional gay and hemophiliac suffers. This retrovirus
would be called by several names including LAV and HTLV - 111 before being named
HIV in1986.

» CDC National AIDS Hotline established.

» AIDS high - risk groups should not donate blood / Plasma products.

> Australia has first death from AIDS in Melbourne, the Hawke Labour
Government invest a significant campaign that gave Australia one of the lowest

infection rate in the world.

1984: American scientist Dr. Robert Gallo discovered the virus which causes AIDS, the

retro virus subsequently named Human Immune Deficiency Virus (HIV).

1985: March 2, FDA approves first AIDS anti-body screening tests for use on all donated

blood and plasma intended for transfusion.

39



1986:

1993:

1996:

1998:

1999:

2000:

2001:

2005:

HIV (Human Immune Deficiency Virus) is adopted name of the retrovirus that was
first proposed as the cause of AIDS by Luc Monatagnier of France who named it
LAV- (Lymphadenopathy Associated Virus)and Robert Gallo of USA who named it
HTLV - 1l (Human T-lymphotrapic virus type — I11).

CDC expands definition of AIDS to include a person with HIV infection and CD4 cell

count below 200.

Robert Gallo’s discovery that a natural compound known as Chemokines can block
HIV and halt the progression of AIDS is hailed by science magazine as one of that

year’s most important scientific breakthroughs.

Dec.10 International Human Rights Day, Treatment Action campaign (TAC) is
launched to campaign for greater access to HIV treatment for all South African by
raising Public awareness and understanding about issues surrounding the availability,
affordability and use of HIV treatments. TAC campaigns against the view that AIDS is

a death sentence.

Jan 31, studies suggest that a retrovirus, SIVCPZ (Simian Immuno Deficiency Virus)
from the common chimpanzee may have passed to human populations in West

equatorial Africa during the 20" century and developed into various types of HIV.

> The role of Chemokines in protection from progression of HIV infection to
AIDS is changing the Medical understanding of AIDS.

WHO estimates between 15% and 20% of new HIV infections world wide are the
result of blood transfusions, where the donors were not screened or in adequately

screened for HIV.

Sept. 21, FDA licenses the first Nuclic Acid Test (NAT) systems intended for

screening of blood and plasma.

Jan 21, CDC recommends anti — retroviral donors post exposure prophylaxis for
people exposed to HIV from rapes, accidents or occasional unsafe sex or drug use.
This treatment should start no more than 72 hours after a person has been exposed to

the virus and the drug should be used by patient for 28 days.
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2006: June 5™ is the 25" Anniversary of the 1% reported AIDS cases.
Nov. 9" 2006, HIV found in Gorillas, HIV — 1 and HIV - 2.
(Misconception of HIV / AIDS, Brijbhusan Singh, P- 228 to 235)

How HIV spreads:

HIV is a fragile virus. It can not live for long outside the body. As a result the virus is
not transmitted through day-to-day activities such as shaking hands, hugging or a casual Kiss.
One cannot become infected from a toilet seat, drinking fountain, door knob, dishes, drinking
glasses, food or pets or mosquitoes.

Picture No. 2.1
HIV Transmission Methods

HIV
MODES OF TRANSMISSION

Unprotected Sex HIV-Infected
Syringes,Needles
HIV-Positive or Blood
Mother to Child

IV AT RANSMIESTON!

1. Shaking hands, Working together
2. Sharing food & utensils
3. Mosquitoe & insects
NOT
TRANSMITTED 4. Hugging, kissing, Living together

5. Dogs, cats or other animals -

6. Coughing or sneezing
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HIV is primarily found in the blood, semen or vaginal fluid of an infected person.

HIV is transmitted in three main ways:

>

Sexual Intercourse: HIV can spread through hetero sexual as well as homosexual
intercourse when one of partners is already infected.

Blood and Blood Products: HIV infected blood, blood products, transplanted organs,
tissues and contaminated needles and syringes can effectively transmit HIV. This is the
most efficient transmission mode with a probability of more than 90 percent (WHO,
1997). Although precautions adopted in the health care set up and blood screening have
greatly reduced the risk of HIV transmission in health care settings, yet in some
countries HIV transmission risk through blood products remains potentially high
(UNAIDS / WHO, 2003)

Mother to Child Transmission (MTCT): A pregnant woman with HIV has
approximately 30 percent chances of passing the infection to her child during
pregnancy, at birth or shortly after birth i.e. through breast feeding 5,90,000 children are
infected with HIV each year by vertical transmission, i.e. mother to child transmission
(USAID cited in NACO, 2000).

The National AIDS control Programme (NACP) in India has initiated feasibility study
with the aims of preventing MTCT by Azidothymidine (AZT) prophylaxis. The
Prophylactic measures are being provided to HIV positive pregnant women in five high
prevalence states which are Maharastra, Tamilnadu, Karnataka, Andhra Pradesh and

Manipur (NACO, Dec. 2000).

HIV and Drug abuse: On the basis of Global 1992 data, WHO estimated that more
than 5 million people injected drugs and around 2,00,000 drugs injectors died every year
with half of these dying due to HIV/AIDS (UNAIDS / WHO, June 1998). HIV is
undoubtedly spreading rapidly among injecting drug users (Idus) because many of them
share injecting equipment Viz needle and syringe.

HIV — The Dangerous and Fast Mutating Virus: Acquired Immune Deficiency

Syndrome (AIDS) is not a single disease but a set of diseases. Hence, it is named as
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“Syndrome”. With a view to understand the reason for facility of this syndrome, it is

important to understand the immune system of a human body.

The functioning of the immune system in our body is shown in Figure No.2.1.

Recognised infections and Produce

Infections in
the Body

W.B.C Act as

defend 5| AntibodiesKills |
efenders

If detected in Blood
Confirm presence of infection

Fig — 2.1: Immune system of the Body.

In health individual, infections are kept at bay by white blood cells (WBC) that act as
defenders of our body. The WBC recognizes foreign bodies (infections) and in response
produces specific chemicals called antibodies which neutralize the invaders. Each disease
results in the production of specific antibodies. The detection of these antibodies in blood is

used to determine the present of various infections including HIV (WHO, 1997).

Now HIV is unique in its action as it targets the WBC that are vital in protecting our

body from all the infections shown in Figure 2.2.

Kills No antibodies formed Body fall prey
HIV WBC to Infection
_

v

Figure 2.2: HIV Targets the Immune System (WBC)

In other words, HIV directly attacks the protective cells (Immune System) of our
body. Once the protection giving cells are destroyed each and every infections (called

opportunistic of infections) can prove to be fatal.

> Mechanism of HIV replicability: The crucial process which helps the HIV in
escaping the attack of anti bodies and also in its fast and undetected replication in a

human body.
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White blood cells called lymphocytes have a CD4, molecule on their surfaces which
helps them to communicate with each other. HIV enters into the CD4 molecule and
inserts its own generic material into the host CD, cell. After this, it lies hidden or
dormant for several years, thus escaping the attack of antibodies that are circulating
into the blood. Once this dormancy period is over the HIV starts replicating and
produces several new copies of it. These newly multiplied HIV destroy the host CD,
cell come out in the blood stream and start infecting new CD, cells (WHO, 1997).
Once majority of the white blood cells has been destroyed the body starts falling prey

to opportunistic infections.

> Discovery of the HIV: In 1983, Professor Luc Montagnier and his team in Paris
discovered a new virus from the lymp glands of a male homosexual suffering from
persistent generalized lympha denompathy (PGL), i.e. enlargement of the lymph
glands. They called the virus as lymphadenopathy associated virus (LAV). Shortly
after words, a team led by Dr. Robert Gallo in USA, also isolated new virus from
patients with AIDS. The Virus was called human T-Lymphocylic Virus — Il (HTLV
— I11). A general consensus was reached by the international committee on taxonomy

of viruses to name the virus as Human Immuno Deficiency Virus (HIV) (WHO,

1997).
Picture No. 2.2
Anatomy of HIV Virus
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N.B.: The Microscopic Structure of the HIV is shown here.
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HIV: A Retro - Lentivirus:-
HIV belongs to a family of viruses called retroviruses. Retroviruses defy the general
biological rule whereby deoxyribose nucleic acid (DNA) leads to the synthesis of Ribose

Nuclic Acid (RNA) in most living organisms as shown in the Fig — 2.3

Synthesizes

Figure No. 2.3: Process of synthesis of Genetic Material in most organisms.

But in HIV, RNA leads to the synthesis of DNA due to the presence of an enzyme

called reverse transcriptase.

Synthesizes

Figure No. 2.4: The process of synthesis of Genetic material in HIV.

HIV is sub classified as a lentivirus “Lentus” meaning “Slow” which explains the
long time taken by the HIV to develop AIDS. Depending on nutrition and State of Health,
people infected with HIV may take 7 — 10 years to develop AIDS (WHO, 1997).

Sub types of HIV : HIV is classified as HIV — I and HIV - 11 (NACO, 2000).

HIV -1 Group M (AtoK)
(Prevalent in India,
South Africa and Zambia) Group - O (9 Subtypes)
HIV
?Group -N
HIV-II
(Prevalent in West Africa Sub types (A to E)

Western USA & Europe) .

Figure No. 2.5: HIV Classification
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HIV — I is predominant and further subdivided into three groups.
1. Group M (Consisting of 11 sub types from A to K)
2. Group O (Consisting of 9 Sub types )
3. Group N

India, South Africa and Zambia have HIV — | subtype as the dominant mode of
infection. HIV — Il has 5 sub types (A to E) and is principally found in West Africa, Western
USA and Europe. Further recent reports are confirming the fast emergence of drug resistant
strains of HIV not just from the USA and the Europe but also from Mumbai and Chennai in

India.

Life span of the HIV Virus:

The virus, itself cannot survive for a significant length of time outside the human
body. Studies at the centre for disease control and prevention (CDC), USA have shown that
drying causes 90 — 99 percent reduction in HIV concentration in human body within several
hours (NACO, 2000). According to ICMR (cited in NACO, 1997) the life span of HIV

producing cells is only about two days.

Progression of HIV infection to AIDS:
The centre for disease control and prevention, USA has used CD,4 count in blood as an
indicator to mark the progression of HIV infection to AIDS. According to NACO (2000) the

progressive stages of HIV infection are follows.

1. Primary Infection (Sero Conversion Stage) :
It begins at 2 — 6 weeks after primary infection and the individual may show

symptoms like fever and pharyngitis. The initial illness usually lasts 2 weeks or less.

2. Asymptomatic disease (CD, count > 500/mm?®) :
This stage may last for 8 — 10years and is usually marked by dermatitis (Skin

disease), PGL and various opportunistic infections such as diarrhoea and fever.
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3. Intermediate HIV infection (CD4 count 200 — 500/mm?) :
It is marked by worsening of opportunistic infections like Tuberculosis and lasts for

18 to 28 months.

4. Last Stage of HIV Disease (CD,4 count is 50 — 200/mm?) :
It is marked by neurological manifestations such as dementia, meningitis and visual

impairment.

5. Advanced HIV Disease — (CD4 count < 50/mm?) :
Person dies of opportunistic infections usually within 2 years of diagnosis of this

stage.

Clinical confirmation of AIDS: According to the WHO (1997) AIDS is confirmed in an

individual by the presence of the following three conditions.

a. Opportunistic infections: Like Pneumocystis carinii chronic diarrhoea, weight loss
more than 10 percent of body weight, skin cancer (Kaposi’s sarcoma), prolonged fever and

infection of the nervous system (dementia).

b. CD; Cell count less than 200/ml of Blood: Number of CD, cells drops below 200/ml

of blood whereas the normal count is between 800 to 1200 / ml of blood.

C. ELISA positive test: ELISA (Enzyme linked immune sorbent assay) is a sensitive

blood test, which is used to detect the presence of HIV antibodies in our body.

However it is important to note that antibodies against HIV start appearing in blood in
significant amounts only 6 — 12 weeks after a person has been infected with the HIV. This

time period, i.e. time from initial infection till 12 weeks is called as the “Window Period”.

Time from Initial Till 12 Weeks after
Infection “Window Period” " HIV Infection
Figure No. 2.6
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A blood test to detect HIV antibodies during the window period will give false
negative results due to the absence of significant amount of antibodies even when the person

is HIV infected.

Objectives of HIV Testing : In 1992 the World Health Assembly adopted a resolution
endorsing that there is no public health rationale for any measures like mandatory HIV
screening, which limits the rights of the individual (WHO, 1997). WHO emphasizes and
recommends voluntary HIV testing (where in an individual volunteer to go a HIV test) as the
best measure for HIV control. The Government of India has taken effective step to detect
HIV virus in blood of all blood donors. From Dec. 2002 all blood banks have been instructed
to reveal the HIV status of blood donors. The Government has taken this stand in view of the
fact that an early detection of the virus can help prolong the life of an individual by teaching

the how to live with it.

Measures like motivating people to go in for voluntary premarital HIV testing as well
as revealing the HIV status to consenting blood donors need to be effectively promoted such
strategies can help a long way not only in checking the further spread of the HIV but also in

helping HIV positive individuals to cope with the disease in an effective manner.

Globally, WHO in 1997 recommends HIV testing for following purposes.

a. Surveillance: To monitor trends of the HIV infection using unlinked anonymous testing

(i.e. identity of the person tested is not known).

b. Transmission safety: To test blood, organs or tissues for ensuing safety of the recipients.

c. Diagnosis of symptomatic infection: Among those clinically suspected of having AIDS.

d. Early diagnosis of HIV infection: Among asymptomatic person who would like to

know their HIV status (with informed consents)

Counseling and support: - HIV/AIDS counselling helps people to access their risk of HIV

infection and also provides them information, so that they a re able to reduce the risk of
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passing HIV to others. Counselling is essential to reinforce the safe behaviour and is a cost
effective way of supporting prevention efforts. Studies show that people who have received
counselling are more likely to adopt or maintain safe behaviours. For instance, patients in an
urban primary health care clinic receiving AIDS education skill-training and poor support

reported a 40 percent increase in condom use (1996)

It is important to note that people diagnosed with HIVV/AIDS require not only clinical
care but also profound social, economic and behaviour adjustment in family life, sexual and
social relation at work place as well as an understanding of spiritual needs and legal and civil
rights. Counselling helps infected people make decision about their life, to cope effectively
with stress and to improve family and community relatrionship as well as quality of life. It
also provides support to the families as well as loved ones of HIV positive people so that they

are able to look after HIV positive members in a more supportive manner.

In order to be effective, counseling needs to be under taken at various levels:-

> Pre-test counselling:-counseling before the HIV test is done to provide the individual
being tested with information on personal, medical, social and psychological implications

being tested positive or negative.

> Post test counselling:-This is done to provide support and hope for problems that may
result if the person tests positive. The client is informed about the resources that available

and possible treatment for symptoms of the HIV infection.

> Preventive counselling: - This counseling helps individual to change their behaviour
irrespective of their HIV s