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COURSE INTRODUCATION

The courseMSWE-001 on*“HIV/AIDS’: Stigma, Discriminationand Prevention” is
aspecia coursehaving four blocks. HIV infected and theaffected face discrimination
from acrosstheboard. Even after two decades of livingwith HIV, thereiswidespread
discriminationinmost societies. Thiscoursewill explainvariousaspectsof stigmaand
discrimination in the context of HIV apart from describing other i ssues associated
with HIV/AIDS.

Thefirst block on“HIV and AIDS: Natureand Epidemiology” has5 unitswhichwill
discussabout varioustheorieson theorigin of HIV/AIDS, modesof transmission, its
impact onthefamily and community, thefactorsrelated tothe spread of thedisease
and typesof testing and i ssuesrelated to treatment.

The second block on“HIV and AIDSin Specid Populations’ dealswiththetypesof
preventive measures undertaken to control the spread of HIV infection, HIV/AIDS
among women and children, workers of organized and unorgani zed sector, and the
partnership of NGOsand the corporate sector in HIV/AIDS prevention.

Thethird block on“Interventions” discusses about the behavioural aspectsinthe
context of prevention of HIV/AIDS, counsdlingin the content of youth and children,
injecting drug users, sex workersetc. It also elaboratesthelega aspect of HIV/AIDS
to someextent.

Block four dea swith Stigmaand Discriminationin the context of HIV/AIDS. Itaso
elaborates on personal and socia response to the disease and what role asocia
worker can play in addressing theissue of stigmaand discriminationinrelation to
HIV/AIDS.

Thus, thiscoursewill equip you with the required knowledge and information about
variousaspectsof HIV/AIDS and particularly on stigmaand discrimination.



BLOCK INTRODUCATION

Thisblock on“HIV and AIDS: Nature and Epidemiology” isthefirst block of the
courseon MSWE-001- HIV/AIDS: StigmaDi scrimination and Prevention. Thisblock
hasfiveunits.

Thefirst unit: “ AIDS: Natureand Demography” will giveyou abrief history and the
varioustheoriesontheorigin of HIV/AIDS. Youwill also learn about the stages of
infection of HIV/AIDS, its modes of transmission and the process of testing and
diagnosis

The second unit: “ Social and Economic Implications’ el aborates on theimpact of
HIV/AIDS at different settings: family, community and at macro levd. It talksabout
how HIV/AIDS causesirrevers ble damageto the human capital .

Thethird unit: “ Socio-Culturd Content of HIV/AIDS’ talksabout thefactorsthat are
related to the spread of HIV/AIDS. It deal swith gender i ssues, socio-economic and
socio-culturd factors.

Thefourth unit: “ Testing of HIV/AIDS’ describesabout HIV testing, varioustypesof
HIV testing and the guidelinesto befollowed whiletestingfor HIV.

Inthefifthunit: “ Trestment and Care, Vaccinelssues’ youwill learn about thetrestment
of HIV/AIDS. Youwill have an understanding about the comprehensive treatment
and careaswell astheissuesconcerning AIDSvaccine.

Thus, after going through thisblock you will have abasic understanding of some
issuesrelated to HIV/AIDS.
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1.0 OBJECTIVES

AlIDSisan epidemic of globa proportionsand henceaconcern of theentireworld.
Asan epidemic, AIDSaffectsnot just theindividua suffering fromthedisease, but
theentirefamily, the community and the country. Prevention of thetransmission of
HIV, which causesAIDS, isthemost important strategy to reducetheimpact of the
epidemic. Knowledgeabout HIV and AIDS, and how HIV istransmitted isvery
important in preventing the spread of the epidemic. Still moreimportant isthe
challengein helping those affected by HIVV and AIDSto live positively and to care
for themsdlves.

On completing thisunit, you will beableto understand:

. thenatureof HIV/AIDSintermsof the stages of infection, the mode of trans-
mission, the processof testing and diagnoss;

. thehistory and controversia theorieson theorigin of HIV/AIDS;
. theprevaenceandincidenceof HIV/AIDSinaspecific population.

1.1 INTRODUCTION

Acquired Immunodeficiency Syndrome (AIDS) emerged asthemost dreaded disease
of the century. Thisisdreaded not because of thefact that deethiscertain, but itis
also dueto the stigmaand social ostracism that isattached toitsvery name. AIDS
continuesto beamajor concern of research, which requiresbroad ranging structura
andyssof theoverd| hedth caresector aswell asthesocid, political and economical
forcesthat influenceits shape and content both in the western world and in the
developing countries. AIDSisjust thetip of aniceberg of ahost of socia problems
ranging from poverty, accessibility to adequate health care, disenfranchisement and
discrimination. Thetimehascomenot justtosay “no” to unwanted sex or unprotected
sex or unwanted conception, it istimeto say no to inequity, to discrimination and
lack of choice.




HIV and AIDS:
Nature and Epidemiology

Human Immunodeficiency Virus(HIV), alentivirusthat belongsto theretrovirus
group, issaidto causeHIV /AIDS. Acquired Immunodeficiency Syndrome (AIDS)
has emerged asone of the most serious public hea th problemsin the country after
first being reported in 1986. Theinitial casesof HIV/AIDSwerereported among
commercia sex workersin Mumbai and Chennai and injectabledrug usersinthe
northeastern statesof Manipur. The diseaseisspread rapidly intheareas adjoining
these epicenters. Currently AndhraPradesh, Tamil Nadu, Maharashtra, and Manipur
put together account for two-third of thetotal AIDS casesin the country.

Today, 34.3 million adultsand children worldwide are estimated to beliving with
HIV. The pandemicismost severein sub-Saharan Africa, which has 24.5 million
peopleinfected with HIV-1, accounting for almost 9% of thetotal populationinthe
15to 49 years age group. Thelatest UNAIDS and WHO estimates shows that
thereare 38.6 million peoplewith HIV, 63.2% arein sub Saharan Africa, 21.4%
areinAda 5.2%in Latin America, 4.1%in North America/lEurope, 3.9%in Eastern
Europe/Central Asia, and 2.2%in other partsof theworld. Conservative estimates
way back in 1998 show that eleven men, women and children werebeinginfected
per minute. Morethan 95%of al HIV infected peoplearenow livinginthedevel oping
world.

In thisunit you will be basically introduced to the nature of HIV and AIDS, its
history and origin, the epidemiology and demography of HIV/AIDS. Wewill also
discuss how theunderstanding of the profile of the diseaseisimportant for social
workers further interventionin preventing and controlling thesoread of theepidemic.

1.2 NATURE OFHIV/AIDS

Peopl e have been warned to be conscious about HIV and AIDSfor over twenty
yearsnow. AIDS hasaready killed millions of people, millionsmore continueto
becomeinfected with HIV, and thereisstill no cure. SOAIDSwill bearound for a
whileyet. AIDSisoneof thebiggest problemsfacing theworld today and nobody
isbeyonditsreach. Everyone should know the basic factsabout AIDS.

UnderstandingHIV/AIDS

Thedisease AIDSwasfirst detectedin 1981. AIDS (Acquired Immuno Deficiency
Syndrome) isamedica condition. Peopledeve op AIDS becauseHIV hasdamaged
their natural defensesagainst diseases. It is caused by aviruswhich wasisolated
andidentifiedin 1983 asthe Human Immunodeficiency Virus (HIV). HIV isavirus
belongingtoafamily of virusescaled retroviruses (known to mutate randomly) and
lentiviruses (long actingi.e.,, oncethey enter the human body, theindividud isinfected
for lifeand can transmit thevirusto other). HIV can be passed from onepersonto
another. Anyone can becomeinfected with HIV through contact with the bodily
fluids of someonewho hasalready contracted HIV. HIV standsfor the*Human
Immunodeficiency Virus . Someonewho isdiagnosed asinfected withHIV issaid
tobe‘HIV+ or ‘HIV positive'. HIV hasanumber of tricksthat helpsit to evade
thebody’sdefences, including very rapid mutation. Thismeansthat onceHIV has
been contracted, theimmune system can never fully get rid of it.

Thereisn’'t any way totdl just by looking if someone'sbeeninfected by HIV. Infact
apersoninfected with HIV may look and fed perfectly well for many yearsand may
not know that they areinfected. But asthe person’simmune system weakensthey
becomeincreasngly vulnerableto opportunisticillnesses, many of which they would
havefought off easily inthepast. Theonly reliableway to tell whether someone has



HIV isfor them to take ablood test which can detect infection from afew weeks
after thevirusfirst entered the body.

A damaged immune system is not only more vulnerable to HIV, but also to the
attacksof other infections. It would not dways havethe strength to fight off things
that would not have bothered it before. Astime goes by, a person who has been
infected with HIV islikely to becomemoreand moreill oftenuntil, usudly several
years after infection, they becomeill with one of anumber of particularly severe
illnesses. Itisat thispoint inthe stages of HIV infection that they are said to have
AIDSindicative of the number of immune system cellsleft intheir body dropping
below aparticular point. AIDSisan extremely serious condition, and at this stage
the body hasvery little defence against any sort of infection.

AIDS can only be acquired through the contact of body fluidsfrom an infected
person to uninfected person. HIV entersthe human body and attackstheimmune
system; mainly infected certain cellscalled CD4 cells(or T4 cells). HIV isfoundin
the blood and the sexual fluidsof an infected person, andin the breast milk of an
infected woman. HIV transmission occurswhen asufficient quantity of thesefluids
get into someone el se'sbloodstream. There are variouswaysaperson can become
infected with HIV.

Stagesof I nfection

When apersonisinfected with HIV, it usually takes about 3 to 6 monthsfor the
antibodies to show in ablood test. This period is commonly referred to asthe
‘window period’. When ablood test detectsthe presence of antibodies, the person
tested isreferred as* sero-positive’ or ‘anti—body positive' . During this‘ window
period’ aninfected person can unknowingly infect others. The progress of HIV
infection variesand should not be viewed asadefinitive cycle of events. However,
itispossibletoidentify thekey d ementsof theclinical stlagesof HIV infection. They
can be broadly classified into three categories.

1. Initial Symptomsof HIV I nfection

Intheearly stages of HIV infection (within weeks), the person may develop aflu
likeillness, smilar to glandular fever with symptomsof body ache, rash and swollen
lymph glands. The person appearsto get well after afew days. By thistimethe
person may beconsidered acarrier capableof readily passing onthevirusto another
person. However, not dl infected people(carriers) develop thiskind of initid illness.

2. AsymptomaticHIV Infection Latent Period

Aswith someother illnesses, thisisaperiod inwhich the person whoislivingwith
HIV shows no apparent symptoms. This period, called thelatency period, may
rangefrom severd monthsto several yearsand differ fromindividua toindividudl.
The person with HIV may look and feel healthy, and remains so for many years.
But, the person can pass onthevirusto another person even while heor shelooks
hedthy.

3. SymptomaticHIV Infection

Peoplewith HIV begintofed sick withminor illnessessuch asrashes, infectionsof
the mouth such as oral thrush, loss of weight (about 10% of the body weight),
persistent fever, night swests, loss of energy and extremetiredness, easy bruising
and bleeding and prolonged diarrhea. Thisperiod of symptomaticillnessissometimes
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referred to as* AIDS Related Complex’ (ARC) or asthe period of active HIV
infection.

Transmisson of HIV

HIV istransmitted only when contaminated blood and body fluidscomein contact
with the blood and mucous membranes of healthy individuals. Semenandvagina
secretions, in particul ar, contain substantial concentrationsof HIV. Though swest,
tearsand saliva, are also body fluids, they contain very low concentrations of the
virusand hencedo not present arisk of transmission of HIV.

Waysinwhich onecan beinfected withHIV:

Unprotected sexua intercoursewith an infected person

Sexud intercoursewithout acondomisrisky, becausethevirus, whichis present
inan infected person’s sexual fluids, can passdirectly into the body of their
partner. Thisistruefor unprotected vaginal and anal sex. Oral sex carriesa
lower risk, but again HIV transmission can occur hereif acondomisnot used
- for example, if one partner hasbleeding gumsor an open cut, however small,
intheir mouth.

Contact with aninfected person’sblood

If sufficient blood from an infected person entersa heal thy person’sbody, then
it can passonthevirus.

Mother to Child transmission

From mother to child HIV can betransmitted from aninfected woman to her
baby during pregnancy (HIV can cross placentaand infect thefoetus), ddivery
(contact with the mother’sinfected blood) and breastfeeding (breast milk be-
ing fluid contain acertain concentration of thevirus). Thereare specia drugs
that can greatly reducethe chancesof thishappening, but they areunavailable
and cannot beafforded in much of the developingworld.

Useof infected blood products

If blood or blood product is contaminated, HIV can be transmitted during
transfusion of blood or blood products. Therefore, blood fromdl donorsshould
be screened. Similar precautionary screening should bedonein caseof organ
or tissuetransplants. Many peoplein the past have been infected with HIV by
theuse of blood transfusions and bl ood productswhich were contaminated
withthevirusin hogpitas, for example. Inmuch of theworld thisisnolonger a
sgnificant risk, asblood donationsareroutinely tested.

Injecting drugs

Peoplewho useinjected drugsarea so vulnerableto HIV infection. In many
partsof theworld, often becauseitisillegal to possessthem, injecting equip-
ment or worksare shared. A tiny amount of blood can transmit HIV, and can
beinjected directly into the bloodstream aong with the drugs.

Itisnot possibleto becomeinfected with HIV through:

Sharing crockery and cutlery

Insect / animal bites

Touching, hugging or shaking hands

Eating food prepared by someonewith HIV
Toilet seats



Test for HIV

Thebody defendsitsalf against each new vird infection by manufacturing proteins
cdled’ antibodies . Thepresence of theseantibodiesisapogtiveindicator of infection.
Itissmilar toHIV. However, after apersonisinfected with HIV, it can takeupto 3
monthsfor theantibodiesto devel op and detected. A person should betested only
after window period. To detect HIV antibodiesin the blood, anumber of different
tests have been devel oped. Two of themost widely used testsare ELISA (Enzyme
Linked Immuno Sorbent Assay) and the Western Blot Kit Test. However, anew
method of detecting and identifying thevirusin the blood called polymerasechain
reaction (PCR), has been devel oped.

HIV factsand myths

Around theworld, there are anumber of different myths about HIV and AIDS.
Here are some of the more common ones:

“You would haveto drink a bucket of infected saliva to becomeinfected your self’
... Yuck! Thisisatypicd myth. HIV isfoundin sdliva, but in quantitiestoo smdl to
infect someone. If you drink abucket of salivafrom an HIV positive person, you
won't becomeinfected. There hasbeen only onerecorded caseof HIV transmission
viakissing, out of al themany millionsof kisses. In this case, both partners had
extremely badly bleeding gums.

‘SexwithavirgincancureHIV . .. Thismyth commonin some partsof Africais
basel essand totally untrue. The myth hasresulted in the rape of many young girls
and children by HIVV+ men, who ofteninfect their victims. Rapewould not cure
anythingandisaseriouscrime.

‘It only happensto gay men/ black people/ young people, etc’ ... Thismythis
false. Most people who become infected with HIV did not think it would ever
happen tothem. They were provenwrong.

‘HIV can passthroughlatex ... Some people have been spreading rumoursthat
thevirusisso small that it can passthrough‘ holes' inlatex used to make condoms.
Thisisuntrue. The fact isthat latex blocks HIV, aswell as sperm, preventing

pregnancy too.

Check your progressl|
Note: @ Writeyour answersin the space provided.

b) Check your answer with the model answersat the end of thisunit.
1) What arethewaysinwhichyou canbeinfectedwith HIV/AIDS?
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1.3 HISTORY AND ORIGIN OF HIV/AIDS

Theorigin of AIDSand HIV and thefirst casesof AIDS

Theoriginof AIDSand HIV haspuzzled scientistsever sincetheillnessfirst cameto
light in the early 1980s. For over twenty yearsit has been the subject of fierce
debate and the cause of countlessarguments, with everything from apromiscuous
flight attendant to asuspect vaccine programmebeing blamed. Sowhat isthetruth?
Just wheredid AIDS comefrom?

Listed below arefour of theearliest recorded instances of suspected HIV infection:

. A plasmasampletakenin 1959 from an adult malelivinginwhat isnow the
Democratic Republic of the Congo.

«  Alymphnodesampletakenin 1960 from an adult femae, a sofromthe Demo-
cratic Republic of the Congo.

«  HIV foundintissue samplesobtained from an Americanteenager whodiedin
St. Louisin 1969.

« HIV foundintissue samplesfromaNorwegian sailor who died around 1976.

Thefirst recognised cases of AIDS occurred inthe USA in the early 1980s. A
number of gay menin New York and Californiasuddenly beganto develop rare
opportunigticinfectionsand cancersthat seemed stubbornly resistant to any trestment.
At thistime, AIDSdid not yet haveaname, but it quickly becameobviousthat all
themenwere suffering from acommon syndrome.

Thediscovery of HIV, the Human Immunodeficiency Virus, followed soon. While
somewereinitialy resi stant to acknowl edgethe connection (andindeed someremain
sotoday), thereisnow clear evidenceto provethat HIV causes AIDS. However
we havearesearch study led by Paul Sharp of Nottingham University and Beatrice
Hahn of the University of Alabama, which madethe discovery during the course of
a10-year long study into the origins of thevirus. They claimed that thissample
proved that chimpanzeeswerethe source of HIV-1, and that thevirushad at some
point crossed speciesfrom chimpanzeesto humans. They concluded that wild chimps
had beeninfected s multaneoudy with two different Smianimmunodeficiency viruses
whichhad“vira sex” toformathird virusthat could be passed onto other chimps
and, more significantly, was capabl e of infecting humansand causingAIDS. These
two different virusesweretraced back toaSIV that infected red-capped mangabeys
and onefound in greater spot-nosed monkeys. They believethat thehybridization
took placeins dechimpsthat had becomeinfected with both strainsof SV after
they hunted and killed thetwo smaller speciesof monkey.

It has been known for along timethat certain viruses can pass between species.
Indeed, the very fact that chimpanzees obtained SIV from two other species of
primate showsjust how easily thiscrossover can occur. Being animal sourselves,
wearejust assusceptible. When avird transfer between animal sand humanstakes
place, itisknown aszoonosis.

Below are someof themaost common theoriesabout how this* zoonosis' took place,
and how SIV becameHIV in humans:



Controversial theory ontheorigin of HIV/AIDS
The ‘Hunter’ Theory

Themost commonly accepted theory isthat of the* hunter’. Inthisscenario, SIV cpz
wastransferred to humansasaresult of chimpsbeing killed and eaten or their blood
getting into cutsor wounds on the hunter. Normally the hunter’ sbody would have
fought off SIV, but on afew occasionsit adapted itself withinits new human host
and becomeHIV-1. Thefact that therewere severa different early strainsof HIV,
each with adlightly different genetic make-up (the most common of which was
HIV-1group M), would support thistheory: every timeit passed from achimpanzee
toaman, it would have developed in adightly different way within hisbody, and
thus produced adightly different srain.

TheOral PolioVaccine(OPV) Theory

Could production of theoral polio vaccine have contributed to the spread of HIV?
Someother rather controversia theorieshave contended that HIV wastransferred
iarogenicdly (i.e. viamedicd interventions). Oneparticularly well-publicizedideais
that polio vaccinesplayed arolein thetransfer.

In hisbook, “TheRiver”, thejournalist Edward Hooper suggeststhat HIV can be
traced to thetesting of an oral polio vaccine called Chat, given to about amillion
peopleintheBe gian Congo, Ruandaand Urundi inthelate 1950s. To bereproduced,
livepolio vaccine needsto be cultivated inliving tissue, and Hooper’sbelief isthat
Chat wasgrowninkidney cdlstakenfromloca chimpsinfectedwith SIVemz. This,
he claims, would haveresulted in the contamination of thevaccinewith chimp SIV,
and alarge number of people subsequently becoming infected withHIV-1. Thefact
that the OPV theory accountsfor just one (group M) of severd different groups of
HIV also suggeststhat transferals must have happened in other waystoo. This
indicatesthefact that HIV seemsto have existed in humans much much beforethe
vaccinetridswereever carried out.

TheContaminated Needle Theory

Thisisperhapsan extension of theoriginal * Hunter’ theory. Inthe 1950s, the use of
disposable plastic syringes became commonpl ace around the world as acheap,
dterileway to administer medicines. However, totheAfrican hedthcareprofessonds
working oninoculation and other medica programmes, the huge quantitiesof syringes
needed would have been very costly. It isthereforelikely that one single syringe
would havebeen used toinject multiple patientswithout any sterilization in between.
Thiswould rapidly havetransferred any viral particlesexisting (withinahunter’s
blood for exampl€), from one person to another, creating huge potentid for thevirus
to mutate and replicatein each new individual it entered, evenif the SIV withinthe
origina personinfected had not yet converted to HIV.

TheColonialism Theory

Thecolonidismor ‘Heart of Darkness' theory isone of the morerecent theoriesto
have entered into the debate. It isagain based on the basic * hunter’ premise, but
morethoroughly explainshow thisorigina infection could haveledto an epidemic.
During thelate 19th and early 20th century, much of Africawasruled by colonial
forces. Inareas such as French Equatorial Africaand the Belgian Congo, colonial
rulewas particularly harsh and many Africanswereforced intolabour campswhere
sanitation was poor, food was scarceand physical demandswereextreme. These
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factors a onewould have been sufficient to create poor heath in anyone, so SIV
could easily haveinfiltrated thelabour force and taken advantage of their weakened
immune systemsto evolved into HIV. A stray and perhaps sick chimpanzeewith
SIV might have made awel come extrasource of food for theworkers.

TheConspiracy Theory

Some say that HIV isa‘conspiracy theory’ or that it is*man-made’. A recent
survey carried out inthe USfor example, identified asignificant number of African
Americanswho believe HIV was manufactured as part of abiological warfare
programme, designed to wipe out large numbers of black and homosexual people.
Many believethat thiswas done under the auspices of the US Federa ‘ Special
Cancer VirusProgram’ (SCVP), possibly assisted by the CIA. Linked into this
theory isthebelief that the viruswas spread (either deliberately or inadvertently) to
thousandsof peopled| over theworld through the sma | pox inocul ation programme,
or to gay men through Hepatitis B vaccinetrias. While none of thesetheoriescan be
definitively disproved, the evidence given to back them up isusually based upon
speculation. Moreover, it ignorestheclear link between SIV and HIV or thefact
that thevirushas been identified in peopleasfar back as1959.

ThePattern of the Spread of HIV Infection: Global Scenario

Therearesaid to be anumber of factorsthat may have contributed to the sudden
spread of HIV, most of which occurred inthelatter half of the twentieth century.
They arelisted asfollows:

Trave
Internationd travel has undoubtedly played amaor rolein thespread of HIV.

Both national and international travel undoubtedly had amajor roleintheinitia
spread of HIV. IntheUS, international travel by young men making the most of the
gay sexud revolution of thelate 70sand early 80s, would certainly have played a
large part intaking the virusworldwide. In India, thevirusare supposedly spread
aong truck routesand between townsand citieswithinthe country itself. Smilarly,
war bases of the USArmy in Phillipines and Taiwan, where soldiers decamped,
later evolved into brothel s, hinting of asimilar route of spread. Wealso witnessan
inadvertent growth of sex related tourismin destinations such asGoa, Thailand and
Kovaam. Thus, the process of transmissioninaglobal pandemicissimply too
complex toblameon any onegroup or individud.

TheBlood Industry

Asblood transfusions became aroutine part of medical practice, anindustry to
meet thisincreased demand for blood began to devel op rapidly. In some countries
suchasthe USA, donorswerepaidto giveblood, apolicy that often attracted those
most desperatefor cash; among them intravenous drug users (IDUs). During the
early stages of the epidemic, doctors were unaware of how easily HIV could be
spread and blood donationsremained mostly unscreened. Thisblood wasthen sent
worldwide, and unfortunately most peoplewho received infected donationswent
onto becomeHIV positivethemselves.

DrugUse

The 1970switnessed anincreasein theavailability of heroin. It wastherespective
warsespecidly theVietnam War, thecivil war intheAfrican subcontinent and later



the other conflictsinthe Middle East that stimulated agrowthinintravenousdrug
use. Thisincreased availability together with the devel opment of disposableplagtic
syringesand the establishment of * shooting galleries’, where peoplecould buy drugs
and rent alied equipment, provided another route through which thevirus could be
passed on.

Urbanisation, Migration and Alienation

Theragpidindustridization forced large popul ationsto migratefromtherurd to urban
areaand settlement in dumsbordering the citiesand industries. Moving away from
primary groupsinto secondary groups haslead to alienation. Such moving away
from thefamily, theabsenceof socid control (community mores) andtheinability to
gainsexua gratification rendered individua svulnerableto progtitution. Thus, brothel s
closeto these squal ors owing to the unprotected and indiscriminate sex too fuel led
theepidemic.

Check Your Progressi|
Note: @ Writeyour answersin the space provided.

b) Check your answer with the model answersat the end of thisunit.
1) What arethedifferent theoriesontheorigin of HIV/AIDS?

1.4 EPIDEMIOLOGY

Definition of AIDS case

WHO and Nationd AIDS Control Organization (NACO) havegiventhedefinition
of AIDSonthebasic certain criteriawhich are given below:

Clinical AIDSin an adult

Positivetest for HIV antibody detected by two separate testsusing two different
antigensand any oneof thefollowing criteria:

1. a Waegntlossof greater than 10% of body weight or cachexia

b. Chronicdiarrhoeaof morethan 1 month duration, chronic coughsfor more
than 1 month duration.

Disseminated, military or extra—pulmonary tuberculosis.
Neurologica imparment that restrictsdaily activities.
Candidiasisof the esophagus diagnosable, Dysphagiawith ora candidiasis.

o s~ w N

Kapos’ssarcoma.

Clinical stageprogression

Stagel : HIV infection - asymptomeatic/acute primary infection (Ssero conversion)
Stagell : Early (asymptomatic) disease (CD4 count >500/mm3)

AIDS, Nature and
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Stagelll : Intermediate HIV infection (CD4 200-500/mm3)
StagelV : LatestageHIV disease (CD4 50-200/mm3)
StageV : Advanced HIV Disease (CD4<50/mm3)

Clinical casedefinition for AIDSin Children

At least two major signsassociated with at least two minor signsin the absence of
known cases of immuno-suppression.

Major Signs

a.  Weghtlossor abnorma dow growth

b. Failuretothrive;

Recurrent/persistent diarrhoeaof over onemonth duration;
Recurrent bacterial infections, e.g., lower respiratory infection.
Recurrent fever of over one month duration

Candidiasis

Tuberculosis

OB e o

Herpes Zoster

Minor Signs

Generdized lymphadenopathy
Oropharynged candidiasis
Repeated commoninfection
Persistent cough for over amonth
Generdized dermdtitis

Confirmed materna HIV infection.

-0 Q0 o

Risk of Transmission

Transmission dynamics reveal how HIV-1 spread in a population. Such an
understanding hel psin designing control program. Thebasic reproductiverate RO,
istheaverage number of infectiouscontactsby oneinfectedindividua. Aninfectious
contact isaperson whowould transmit theinfectionif his’her partner isnon-infected.
For an epidemicto occur, eachinfected individual must on anaveragemakeinfectious
contactswith morethan oneindividua (RO must exceed 1). RO=B(C+D), where
Cisrateof partner change, and D istheinfectiousness. Thisequation isaffected by
individual, social and psychological factors (partner selection, sexual and socia
network), family dynamics (type of family, economic conditions, etc.), community
factors (type of neighbourhood, socia capital, health services, etc.), and national
andinternationd factors (war, devel opment and hedth policies)

Theproblem of injectabledrug usethrough needleshasemerged asaseriousproblem
firstly in Manipur and other North Eastern Statesand a so inmetropolitan citiessuch
asMumbai, Chennai, Kolkataand Delhi. The problem of HIV/AIDShasadded a
new dimension as sharing of injection equipment for narcotic drug useisoneof the
most efficient routesof HIV transmission and isconsidered to be much morerisky
than unprotected sexual contact. Whilemost of thelnjecting Drug Users (IDUs) are
male, their femal e partnersare not known to beinthe habit of injecting drug use.
Thelatter therefore suffer fromtherisk of sexua transmission from HIV-infected



IDUswithout their knowledge. It has a so been noticed that majority of the IDUs
areyouthintheir most productive agegroup of 15—25 years. Government therefore
considersit asaseriousissue and iscommitted to adopt appropriate strategiesfor
preventing therisk of transmission through injecting drug use.

1.5 DEMOGRAPHY AND PREVALENCE OFHIV/AIDS

Burdenof HIV/AIDS

Indiahas experienced asharp increasein the estimated number of HIV infections,
from afew thousand in the early 1990sto steeply increasing 3.5 millionin 1998.
3.86 millionin 2000, 4.58 millionin 2002 and 5.21 millionin 2004. In 2005, it was
reported that there were 5.7 million people infected with HIV in India. With a
population of over onehillion, theHIV epidemicinIndiawill haveamajor impact
ontheoverall spread of HIV in Asiaand Pacific and indeed worldwide.

Globally Indiahasthe second lagest populationintheworld asfar as numbers of
HIV positive cases (2.5 million) are concerned. South Africa (5.4 million) ranks
first. Controversy prevailsregarding the absol ute number of HIV casesinIndia The
UNAID in 2006 emphasized that Indiais having approximately 3.7 million HIV
casesinstead of 5.7 million. Recently, the Indian Government corrected thenumbers
and gated that it was 2.5 million and that estimateswerecd culated wrongly previoudy
(NACO 2007).

Thefollowing arethe estimates of the AIDS epidemicin the country:

.  TheUN Population Division projectsthat India’'sadult HIV prevalencewill
peak t0 1.9%in 2019. Therewere 2.7 million AIDS deathsin Indiabetween
1980 and 2000 as per UN estimates. Asper projections, 12.3million AIDS
death will occur during 2000-2015, while49.5 million deathsareexpected to
occur during 2015 —-50 (UN 2003). NACO reported 1,11,608 AIDS cases
inJuly 2005.

. Indiaisexperiencing multipleepidemics. Morethan 100 districtshave senting
sitesreporting sero prevaence of morethan 1% among women visiting ante-
natal clinics. Theepidemicisdowly moving beyond itsinitia focusamong sex
workers. Sub epidemicsareevolving with potentialy expl osive spread among
groupsof injectable drug users (IDUs) and among Men having Sex with Men
(MSM). Itisnow seeninal agegroup and sexud routeisthemaor cause of
transmission. The number of women arefar ontheincrease.

.  About 89% of the reported cases are occurring in sexually active and eco-
nomically productiveage group of 15—44 years.

«  Recentresearch showsthat many menarebisexud, i.e. they have sex withmen
aswell aswithwomen. In 2002, behavioural surveillanceinfivecitiesamong
menwho have sex with men found that 27% werereportedly married, or living
with afemalesexua partner. In astudy conducted in alow income group of
Chennai in 2001, 7% men who have sex with men were HIV positive. 76% of
theIndian popul ation had heard of HIV/AIDS; the figurewas 93% for urban
malesand 65.2 % for rural women. In Bihar, only 21.5% of the adult popul a-
tionandin UP only 27.6% had ever heard of HIV/AIDS. While 71% of Indi-
answere aware of the sexual routeof HIV transmission, only 18.6% of rura
women had heard of thelinkage. Attention and research currently focuseson
areaswith high recorded prevalence, but thereis concern about what might be
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happeninginthevast areasof rural India, for which especially thereislittle
data

«  Theannud sentind survelllance surveyshavedivided Statesand Unionterrito-
riesinIndiainto four broad categories:

. High prevaence: Maharashtra, Tamil Nadu, Manipur, Andhra Pradesh,
Karnatakaand Naga and Stateswhich have HIV prevalenceratesexceeding
5% among groupswith high—risk behaviour and 1% among women attending
antenata clinicsin public hospitals.

.  Moderate epidemics: Gujarat, Pondicherry and Goa, where HIV prevaence
ratesamong popul ation with high risk behaviour has been found to be 5% or
more, whileHIV prevdenceremainsbe ow 1% among women attending ante-
natd clinics.

. Lowprevdence

High vulnerable states. these states are where migration wasrampant, and where
wesk hedthinfrastructureexisted. HIV prevdenceratesamong vulnerable population
arebelow 5 percent and less than 1 percent among women attending antenatal
dinics

Vulnerablestates: All other statesand Union Territoriesfall into thelow preva ence
category.

TheHIV/AIDSsituation in Different States

Andhra Pradesh has one of the fastest advancing HIV/AIDS prevalence rates
in India. In 2002, the ANC prevalence rate was 1.25% and NACO has
estimated that more than 400,000 peoplearelivingwith HIV in Andhra Pradesh,
the second highest number after Maharashtra State. Thisis 10% of thetota HIV
casesin Indiaand ninety percent of theinfectionsin the state occur through sexua
trangmisson.

HIV infection hasincreased noticeably in Goain the past coupleof years. The ANC
prevaencerateincreased from 0.5% in 2001 to 1.38%in 2002. Thiscould be due
totourism.

In Karnatakathe mean prevalenceamong ANCswas 1.13 %in 2001 and 1.75%
in2002. In 2001 therewerefour districtswith an ANC preval ence of 2 percent or
more, and thesearelocated in the southern part of the state, inand around Banga ore,
bordering with Tamil Nadu, or northern Karnataka' s Devadasi belt”. Devadas
women areagroup of women, who historically, have been dedi cated to the service
of gods. Over theyears, thisevolved into sanctioned prostitution —asaresult many
women fromthispart of the country are supplied tothesex tradein big citiessuch as
Mumba.

The geographical proximity of Manipur to Burma, and thereforeto the Golden
Triangle, hasmadeit amgor trangt routefor drug smugglingowingtoitsavailahility.
However, thetransmission route to the stateisno longer confined to injecting drug
users. It hasspread further to thefemale sexud partnersof IDUsand their children.
Theprevalence of HIV/AIDSin ANC casesin Manipur was 1.12%in 2002 and
among injectabledrug users at three surveillance sites, the HIV prevalence was
extremely high - 39.06%. Similarly high prevdence of HIV among drug userswas
recorded in Mizoram (70%), Nagaland (10.28%) and Tamil Nadu (33.8%).



Affected Population

The majority of the reported AIDS cases occurred in the sexually active and
economically productive 15 - 49 year agegroup. Although HIV/AIDSis4till largely
concentrated in at risk populations, including commercia sex workers, injecting
drug users, and truck drivers, the surveillance data suggests that the epidemic no
longer confined, but ismoving beyond these groupsin someregionsand into the
generd population through bridging population. Itisaso moving fromurbantorura
digricts.

The epidemic continuesto shift towards women and young people. It has been
estimated that 38% of adultslivingwith HIV/AIDSin Indiaat theend of 2003 were
women. In 2004, it was estimated that 22% of HIV casesin Indiawere housewives
withasinglepartner. TheincreasngHIV preva enceamong women can consequently
be seenintheform of increased mother to child transmission of HIV and paediatric
HIV cases.

Sex workers: Mumbai, the country’slargest brothel based sex industry, with over
15,000 sex workersposesamgjor chalengefor HIV prevention. A study in Surat
foundthat HIV prevaence among sex workershad increased from 17%in 1992 to
43%in 2000.

I njecting Drug User s(1DUs): HIV infectionsamong Injecting Drug Users (IDUs)
first appeared in Manipur. Here, inthecity, thelevel of HIV infectionwas61%in
1994 and increased to 85%1in 1997. In 1998, it stabilized around 80.7%. Injectable
drug useisalso amajor problemin urban areas such asMumbai, Kolkata, Del hi
and Chennai. Recent survey dataindicatethat most IDUshad at some stage shared
their needleand syringe. A mgjority of drug usersare male. However, femalesare
asoinvolved and presented more HIV positives as compared to non—drug addicts
females. Thereisincreased number of widows of addicts, many of them areHIV
positives.

Migrants: Accordingtothe 1993, Nationa Sample Survey inIndia, 24.7% of the
popul ation had migrated, either within India, to neighboring countries or oversess.
Applying this percentage to the mid — 2003 popul ation about 264 million Indians
aremobile. Beingmobileinitsaf, doesnot present arisk factor for HIV transmission.
Themigrantsoften livein unhygienic conditionsin urban dums. Longworking hours,
rel aiveisolationfrom thefamily, and geographica mobility may foster casud sexud
relationshipsthat makethem highly vulnerableto STDsand HIV/AIDS. Migrant
workerstend to havelittleaccessto HIV/STD information, voluntary counsalling
andtesting, and hedlth services. Regiondism, aswell asculturd and languagebarriers
cutstheir accessto such services. Returning or visiting migrants, many of who do
not know their status, may infect their wives or other sexua partnersin their home
community.

Truck Drivers: Indiahas one of thelargest road networksin the world and an
estimated 2 to 5 million long distance truck drivers and hel pers are part of this
network. The extended period of timethat they spend away from their families
placed themin closeproximity to“highrisk” sexua networks, and often resultsin
thelr increased number of sexua contacts. During their journeysthedriver often
stop a * dhabas , roadside hotel sthat usudly providefood, rest, sex workers, d cohol
and drugs. They pick up thewomen, have sex with them and leave them at some
other *dhabas’, wherethey encounter other drivers, get picked up and get used by
other driversand local youth. Asaresult truck driversaso play acrucial rolein
spreading STDsand HIV throughout the country.
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Check your progressi||
Note: @ Writeyour answersin the space provided.

b) Check your answer with the model answersat the end of thisunit.
1) Listthepopulationwhicharemostly affected by HIV/AIDSand why?

1.6 LET USSUM UP

Thehistory of AIDSisashort one. Asrecently asthe 1970s, no onewas aware of
thisdeadly ilIness. Sincethenthegloba AlDS epidemic has become one of the
greatest threatsto human hedlth and devel opment. At the sametime, much hasbeen
learnt about the science of AIDS, aswell ashow to prevent and treat the disease.

Although HIV and AIDSarefoundin al partsof theworld, someareasare more
afflicted than others. Theworst affected region is sub-Saharan Africa, whereina
few countriesmorethan oneinfiveadultsisinfected with HIV. Theepidemicis
spreading most rapidly in Eastern Europe and Central Asia, wherethe number of
peoplelivingwith HIV increased 150% between 2001 and 2007.

AIDSiscaused by HIV, avirusthat can be passed from person to person through
sexud fluids, blood and breast milk. Certain typesof behaviour carry ahigher risk
of HIV transmission. People particularly vulnerableto HIV includeinjecting drug
users, commercia sex workers (CSWs) and menwho have sex with men (MSM).
Inmany people sminds, HIV and AIDS areclosaly linked with thesegroups, which
can lead to even greater prejudice against people aready treated asoutsiders. Yet,
thevast mgjority of HIV infectionsare transmitted through sex between menand
women. Nearly hdf of dl adultslivingwithHIV arefemde. Asasexudly tranamitted
infection, HIV particularly affects adolescents and young adults. Deaths of young
adultshave an especidly damagingimpact onther familiesand communities: skills
arelogt, workforcesshrink and children areorphaned. Apart frominadequatefunding,
major obstaclesin tackling the global AIDS epidemicincludewesk infrastructure
and shortages of hedthworkersintheworst affected countries. Palitical or cultura
atitudesd so causesgnificant damage; for example, someauthoritiesoppose condom
promotion, whileothersrefuseto support needleexchangesfor injecting drug users.
Many arerel uctant to provide young peopl e with adequate educati on about sex and
sexud hedth.

Another very seriousissueis stigmaand discrimination. People knownto beliving
with HIV are often shunned or abused by their very own community members,
employersand even health workers. Aswell as causing much persona suffering,
thissort of prejudice discourages peoplefrom seeking HIV testing, trestment and
care.

Based onrecent trendsit islikely that AIDS around theworld will keep getting
worsefor many yearsto come. Millionsmorewill becomeinfected withHIV and
millionswill dieof AIDS. Therefore, Social Work as aprofession needsto focus
more on the prevention and control of the epidemic by generating awvareness and



removing thevarious mythsand misconceptions. Wea so need to adopt an gpproach
wherein the stigmaand discrimination attached to the diseasewoul d be diminated.

1.7 KEY WORDS

HIV: HIV isalentivirus, whichliked| virusesof thistype, attack theimmune system.
Lentivirusesareinturn part of alarger group of virusesknown asretroviruses. The
name'lentivirus' literally means‘dow virus becausethey takesuch alongtimeto
produce any adverse effectsin the body. They have been found in a number of
different animas, including cats, sheep, horsesand cettle. However, themost interesting
lentivirus in terms of the investigation into the origins of HIV isthe Simian
Immunodeficiency Virus(SIV) that affectsmonkeys.

Virus. Virusescannot surviveonther own and can multiply only in human or anima
bodies. Virusesinfect the cellsthat make up the human body and replicate (make
new copiesof themsalves) withinthosecells. A viruscan a so damage human cells,
whichisoneof thethingsthat can makeapersonill.

| mmune System: Theimmune systemisagroup of cellsand organsthat protect
your body by fighting disease. The human immune system usualy findsand kills
virusesfairly quickly. What makesHIV so dangerousisthat it attackstheimmune
systemitsalf - thevery thing that would normally get rid of avirus. It particularly
attacksaspecia typeof immunesystem cell known asaCD4 lymphocyte.

WBCs: Whiteblood cellsareavery important part of what iscalled theimmune
system. Theimmune system, with itsWBCs, defendsthe body frominfections. It
recognizes bacteria, viruses and other organismsthat areforeigner or dangerousto
the body and beginsto attack them. It a so starts generating specific substances
termed antibodieswhich act against the parti cul ar diseases— causing organism that
hasinfected the body.

Demography: It has a Greek origins demos (people) and graphein (to draw,
describe). Thisisthestudy of population, especidly with referenceto szeand densty,
fertility, mortaity, growth, agedistribution, migration, and theinteraction of dl these
with socia and economic conditions.

Epidemiology: It isderived from Greek epi meansupon, demosdenote population,
and the combi ning form—logy meansthestudy of. Thus, epidemiology isthestudy
of factorsthat determi nethe occurrenceand distribution of diseasethat afflicts (affects)
apopulation.

Safe Sex: Safe sex refersto sexual activitieswhich do not involveany blood or
sexua fluid from one person getting into another person’sbody. If two peopleare
having safe sex then, evenif onepersonisinfected, thereisno possbility of theother
person becominginfected. Examplesof safe sex are cuddling, mutua masturbation,
‘dry’ (or‘clothed’) sex.

Safer Sex: Safer sex isused to refer to arange of sexual activitiesthat hold little
risk of HIV infection. Safer sex isoften taken to mean using acondom for sexual
intercourse. Using acondom makesit very hard for the virusto pass between people
whenthey arehaving sexual intercourse. A condom, when used properly, actsasa
physical barrier that preventsinfected fluid getting into the other person’sbody.

Risk Kissing:. Therehasonly been one documented instance of HIV infection as
aresult of kissing out of al themillionsof casesrecorded. Thiswasasaresult of
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infected blood getting into the mouth of the other person during open-mouthed
kissing, and inthisinstance both partnershad serioudy bleeding gums.

Unprotected sex: Itisonly risky if one partner isinfected with thevirus. If your
partner isnot carrying HIV, then no type of sex or sexual activity betweenyouis
going to cause you to become infected - you cannot ‘create’ HIV by having
unprotected anal sex, for example. You also cannot become infected through
masturbation. Infact, nothing you do on your ownisgoingto giveyou HIV; it can
only betransmitted from another person who aready hasthevirus.

1.8 FURHTER READINGSAND REFERENCES
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1.9 ANSWERSTO CHECK YOUR PROGRESS

Model Answer |

«  Unprotected sexua intercoursewith an infected person
.  Contact withaninfected person’sblood

«  MothertoChildtransmisson

« Useof infected blood products

. Injectingdrugs

Model Answer |1

«  TheHunter Theory

« TheOra PalioVaccine Theory

«  TheContaminated Needle Theory
«  TheColonidism Theory

.  TheConspiracy Theory
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« Sexworkers
. IntravenousDrugUsers

. Migrants: Migrant workerstendto havelittle accessto HIV/STD informa
tion, voluntary counselling and testing and heal th services. Cultura and lan-
guagebarriersworsentheir lack of accessto such services. Returning or visit-
ing migrants, many of who do not know their status, may infect their wivesor
other sexud partnersinthe home community.

«  Truck Drivers: Theextended period of timethat they spend away from their
families placed themin close proximity to “high risk” sexual networks, and
often resultsinther increased number of sexual contacts.
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2.0 OBJECTIVES

HIV has not remained as an epidemic only, rather has become adevel opmental
concern. It hasbeen more than two decades sincefirst HIV casewasdetectedin
India. At that time, since the number and proportion of peoplewith HIV werequite
low, impact a macro-level washardly felt and consequently assessed. At present,
withmorethan 5 million casesof HIV inIndia, economy isexperiencing the pinch of
the pandemic. Thisunit amsto gpprai sethe adverse economic and socia impact of
HIV and AIDS, mainly at threeleves. individua/household, sectoral and nationa or
macro-leves. Inthisunit, the socio-cultura context of thediscussonwould primarily
beIndia, though at times, situational analysisof other countrieswould bereferred
into. After reading thisunit, you shoul d be ableto understand the:

. economicimpact of HIV and AIDSat thefamily and community levels

.  assessthe socio-economic bearing of the pandemic on the economy of the
netion

. irreversbledamageof the pandemic onhuman capita
. changing demographic aspectsand social ingtitutions, and their functioning
.  changingfamily dynamicsand care-givingissues

2.1 INTRODUCTION

Therewere about 34.3 million adultsand children livingwith HIV/AIDSin2001. In
52 countries, morethan 1 percent of all adultscarry thevirus. The AIDS pandemic
has claimed morethan 18 millionlivessinceit wasfirst detected intheearly 1980s.
Thepandemicismost severein sub-Saharan Africa, with 24.5million peopleinfected
with HIV intheregion (WHO, 2006). Approximately 5 million peopleareliving
withHIV/AIDSin Indiatoday. Although India sadult HIV-prevaencerateislow at
about 0.8 percent, this convertsinto staggering numbersdueto India’'senormous
popul ation.




Itispainfully clear that HIV/AIDSisnot just another infectiousthreat to health.
HIV/AIDSisdestroying thetraditiona socia fabric of thesocietiesandisathrest to
all aspects of sustainable development. Studies on impact of HIV/AIDS on
demographic agpectsindicatethe classi ¢ popul ation pyramidin devel oping countries
will beradically changed with the advent of HIV/AIDS, within thenext two decades.
Never before hastheworld experienced death rates of thismagnitude, among young
adults of both sexesand acrossall social strata. It ishard toimagine how societies
will be ableto copewith such dramatic changes, wheretheold will haveto carefor
their children and grandchildren, and wheretheyouth will haveto takeresponsbility
for caring for family membersat amuch younger agethan they do today. Although
the pattern and severity of thepandemicisnot asdragticin other continentsasitisin
Africa, itisof concerntoall societiesand will remain so for theforeseeablefuture.

Inthisunit wewould examinetheimpact of HIV/AIDS on variousaspectsof socid,
political, and economiclife, especidly with referenceto lessdevel oped countries. It
isbdievedthat HIV hasinfluenced, most often negativey, thesocid indtitutionssuch
asfamily and community relations. A ook into theactual and probabledevastation
that HIV hasbrought about or woul d bring about, indeed would giveusthe necessary
insight to reduce vul nerabilities associated with it and make us better equipped to
dedl with theinfection, improveresponse, and strengthen social institutions.

Wewould alsolook into some of the salient effects of HIV/AIDS, both direct and
indirect, fromthedeclinein productivity that result from early mortdity, toincreased
burdens on househol ds and statesthat stem from caring for infected persons. We
would anayze the eff ects on househol ds, the growing orphan problem and gender
relations. Wewould a so review avariety of economic effects, including on economic
growth, on corporatefirms, agriculture, health sector, and so on. It may be noted
that for the purpose of the study, we may categorizetheimpact of HIV into socio-
economic impacts, macro-micro-level implications, both of which are highly
interlinked issues. Responseto HIV infection at thelevel of households affect the
supply of labour, which influencethe responses of employersand workplace, which
produce macro-level consequences. Similarly, the responses of national and
internationd indtitutionsdeterminethechoicesand dternativesavail abletoindividuas
and families. Further, theimpact of HIV/AIDS on economic institutionshasthe
potentid toinfluencemany other inditutionsaswell, including education, hedth care,
government, andthelaw.

22 HOUSEHOLDLEVEL IMPACT OFHIV

Atthemicro-leve, economic congraintsdueto HIV infection arequite obviousand
visible. Incomelosses, at the household level are on various accounts—reduced
work capacity, expenditurefor treatment and care, reduced timetowork and earn,
caregivers inability towork full time, premature degth of an AIDSafflicted member
of thehousehold, funera costsand so on.

At thehousehold leve, themost frequently felt impact of HIV isincreased spending
ontreatment and care, evenif the cost of anti-retroviral therapy isnot taken into
account. Stated otherwi se, meeting the cost of management of opportunisticinfections
isquitean uphill task especially for familieswith financial constraints. Further,
affordability of anti-retroviral drugsisnot easy for most of the househol ds affected
with HIV/AIDs. The World Heal th Organization (2003) estimatesthat, of the six
million peoplewho currently need anti-retroviral trestment inthe developingworld,
only 8 percent arereceivingit. In Africawheremorethan half of the PLHA (People
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Livingwith HIV/AIDS) reside, thisfigure dropsto 2 percent. When seeninthe
context of poverty, most of the HIV infected peoplewould remain out of the purview
of Anti-retrovira therapy that could elongatetheir lifespan.

Next, HIV mogt often attacksthe productive age group of 15to 35 years, designated
asyouth. It consequently affectsthe ability to work and earn and thereissubstantia
lossof earning and income of househol ds having membersinfected with HIV. There
isreduced earning dueto frequent ailmentsand reduced ability towork dueto the
infection. Another dimengon of thisaccentuated vulnerability isreduced employability
dueto stigmaassociated with theinfection. So, peopleafflicted by HIV, face problems
in gettingjob dueto stigmaand discrimination associated with HIV, and dsoretaining
it because of deteriorating body’shealth and immunity. In India, in consonancewith
many of the other devel oping nations, amost 93percent of the peopleare engaged
inunorganized sector and more often than not, engaged in physically strenuousand
hazardousjobs. With HIV infection, staminaand energy dropssignificantly and so
significantly too affectstheability towork.

Sunder and Singh (2006), in their research, confirmed that six stateswith high
prevaence namely Maharashtra, Tamilnadu, Karnataka, AndhraPradesh, Manipur,
Naga and have househol ds affected on theeconomic front dueto HIV. Ineconomic
terms, serioudly affecting their capacity to earn ascompared to ‘no-AIDS . The
medical condition of the peoplelivingwith HIV/AIDSreduce savings astrestment
costismanifold. Inthiscontext, it isimportant to notethat thelong termimpact of
HIV variesdepending upontheinitia economic condition of thehouseholds. So, the
rich or theeconomically better off familieshave greater resiliencein absorbing the
economic shock brought by HIV infection and on the other hand poorer families
may be pushed below poverty linewhiletrying to copewith the crisisof infection.

There have been many studiesthat indicate on higher work participation rateamong
thechildren and the elderly on account of lowering or thelack of work participation
by theyoung HIV infected family member(s). Sunder and Singh (2006) in their
study havefound that families affected by HIV are under greater financial strain,
oftenlosing breadwinnersand having lessmoney to spend on education and health
care of children. They often respond by taking their children out of school and
adding them to thelabour force, contributing to the abundance of unskilled labour
and further accentuating the problem of child labour. Likewise, househol ds affected
with HIV may a so changethe skill composition of thefuturework force, asyoung
people areforced to forgo education and training, in order to jointhework force
and contributeto household financia resources.

Thereisrapidly growing number of AIDSorphans. AccordingtotheUN, thedisease
hasresulted inmorethan 14 million AIDS orphans, sincetheepidemic began (Hagen,
2002) and thisnumber isprojected to increaseto some40 millionin Africaby 2010
(Foster and Williamson, 2000). Orphanhood has adverseimpact on children. In
generd, childrenwholoseoneor both parentsto AIDS, areat risk of leaving school
or faling behind their agegroupin school. Additionaly, even beforethe parent dies,
thechildisreguired moreinthehousehold to hel pwith domesticwork. On becoming
orphaned, some children stay hometo take care of their siblings, and thereforedo
not go to school. The long-term effect is aloss of productive human capital.
Researchershave a so noted the deterioration in nutritional , heal th and educational
statusastheimpact on the child of losing one or both parents. It hasa so beenfound
that with theloss of themother as caregiver, the hedlth of orphans often getsworse.
HIV canhaveagreater impact on children asthesurviving parent islikely to dietoo
if d soinfected, and because of the enormous economic burden dueto aprolonged



period of ilness. Needlessto add, theemotiond impact of losing oneor more parents
toHIV/AIDSisdistressing, and can beintensfied if achildisabandoned (especidly,
oncethe cause of death of the parent isknown). AsAIDSisoften associated with
promiscuity, prostitution, or other unacceptabl e behaviour, theAIDS orphansget
sigmatized andisalienated. These problems, ong with economic difficulties, may
forceorphansto migrateto cities, joining the aready large number of street children,
who inturn becomemoreat risk of HIV infection and transmission through sexual
work and exploitation to securetheir basic needs.

Children, at times, after the death of one parent may havetolivewith step-parent(s),
which hasitswhole gamut of consequencesranging from exploitation - verbal,
physical, sexual - at home, to desertion, and finally taking on urban streets. Many
other AIDS orphaned children live with their grandmothers or in child-headed
households, taken care of by older siblings. Grandmotherswho havetraditionally
‘retired’ from activelifeareforced back to take up new child-rearing responsbilities
and a times, even earnfor livelihood. According to astudy in Zimbabwe, thelarge
majority of main caregiverswere females over 60 years of age caring for their
grandchildren (WHO, 2002). Further, studies conducted in Thailand, havefound
that AIDSvictimsreturntotheir parenta homesat late stages of theillness, imposing
an unexpected burden of careon e derly adults (Knodd and Van Landingham, 2003).
Asolder parentsin devel oping countriescommonly expect to rely on adult children
for support, thelossof children also affects parentsin thelong-term. Rather than
relying ontheir children, theelderly arefinding themseves caring for children and
grandchildren, causngextremefinancid srain. Impactsonthehedth of e derly parents
include, physical strainfrom care-giving, extrawork required for needed expenses,
aswell aspotential exposure to opportunistic diseases such as TB and ahost of
other physicd illnesses(WHO, 2002).

Theeffectsof care-giving can vary acrosshousehol ds, with most facingadeclinein
living standardsdueto the costly long term treatment, lossof incomeasthesick and
their caregiversdrop out of theworkforce, funera expenses, dl of which canleadto
debt and poverty (Danziger, 1994; WHO, 2002). Indeed, a study of household
expenditureduetoAIDSin Tanzaniafound that the cost of medica careand funeras
exceeded the annual income of many households, largely dueto thelong duration of
this disease. Further, the price of antiretroviral treatments as determined by
pharmaceutical companiesaswell asthegovernment subsidieswill a sobeastrong
determinant in thefutureimpact onfamilies. Caregiversa so face many problems
such ascongtrained rel ationshipswithin-laws, exhaustion dueto careto HIV positive
relative, stress of seeking additional sources of income, etc. (Magadi, 1992).
Emotiona strain, burnouts dueto demanding care, psychological stressrelated to
poverty, inability to carefor one’'schildren, and overall despair takesaheavy toll,
particularly on mothers. Thus, we anayzethat evenif thefamiliesare doing their
best to copewith crissof HIV/AIDS, infuture, thestress of caring for thegrowing
numbers of people with AIDS asfamily members, may put the existing family
structuresunder extreme pressure.

Researcheshave shownthat many families, with no assetsto sdll, areoftenforced to
borrow substantid sumsof money for thecareand treetment of HIV positiverdative,
putting greet financid strain onthe households. Asfamiliesarelessableto save, less
capital isavailablefor investment, threatening the education and skill devel opment
of thechildren.

Another reasonfor lossof incomeof thehousehol d isreduced work time of uninfected
members primarily on account of providing careand support to theinfected member.
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So, we seethat presence of even oneinfected member has multifarious economic
impect.

Gender playscrucid roleindefining thevulnerability toHIV aswell asbearingthe
brunt of it. Gender inequdity isfurther accentuated by AIDS. Females, biologicaly,
socidly and psychologicaly, aremorevulnerableto HIV infection than their male
counterparts. Intraditional societieslike Indiawhere merediscussion about sexua
or reproductive hedlth isataboo, one can assessthe amount of difficulty awoman
facesintryingto enforce condom useto male partner, a ong with added pressureto
have children. Thismakesit very difficult for many women to control their own
sexudlity, hedth, and well-being. Right now, limiting the scope of thediscussion, we
focus on the economic vulnerability of thewomen. Traditionally, money isnot spent
on the health care needs of femal es and they are socialized to remain apathetic
towardstheir health concerns, particularly the sexual and reproductive diseases.
Their need for economic salf-rdianceishardly given any attention. Further, carefor
those affected by HIV/AIDSfallsdisproportionatel y on fema esand they usually
operate asunpaid primary caregiverstothose affected by HIV/AIDS, which takes
aheavy toll onthem physically, economicaly and psychologicdly. Inmany instances,
women, theprimecaregivers, ared soinfected with HIV, thustheir health needsare
regarded secondary. Providing long term careto HIV infected family member with
scarce economic resources and ignoring the needs of their own ailing body, exhaust
these women. It becomes all the more shattering when they have to face
stigmati zation, blame and abandonment from their own relatives and community

people.

Widowhood further bringseconomic hardship adong with stigmaand discrimination.
Widows are also vulnerableto denia of legal rightsto property or inheritance.
Combined with blame and abandonment by in-laws, this can lead to the l oss of
shelter and any means of subsistence, resultingin poverty. Thisforceswomento
fend for themselvesand their children by engaging in sex work for their family’s
surviva. Thisinturnamplifiestherisk of HIV spread asthesocietal discrimination
and stigmadiscourageswomen from being tested and eventelling family and others
about their sero-gtatus, | eaving them without the much needed support and treatment.

Gender discrimination and inequality not even sparesyoung girls, who arelikely to
bethefirst onesto betaken out of school when economic constraints pinchesthe
family affected by HIV. They haveto carefor younger siblingsand, at times, may be
pressurized to engage in sexual activities at atender age, as men seek to marry
younger girlsto avoid risk of infection, and as girls needsto secure resourcesfor
their livelihoods. Thereisenough evidencethat to show that AIDS has actually
increased women'sexpl oitation and abusein myriad of ways.

Presenceof anHIV infected family member addsto the hedth vulnerability of other
family members, thoughindirectly. HIV predisposesapersonto tuberculosis, fungd
infection, pneumoniaand other communicableinfections, which, especialy, makes
young children vulnerableto theseinfections.

Lastly, the stigmaand discrimination on account of AIDS areparticularly severein
India and often at times, due to actual or even perceived fear of stigma and
discrimination, individual sinfected with HIV do not reveal their HIV statusand
deny themsalveshealthcare services. Thisindeed makesthe situation all themore
precarious. Experiential and empirical databring out that many peoplewithHIV in
need of medical attention travel alongway (often away from their residence) to
access healthcare servicesfar off from their place of residencein order to maintain



anonymity and also not to | et their nelghbourhood and community know about their
sero-status, whichindeed isnot acost effective proposition.

Check Your Progressl|
Note: a) Usethespaceprovidedfor your answer.

b) Check your answer with those provided at the end of thisunit.
1) EnligtfivemanwaysinwhichHIV infection affectsthehouseholds.

2.3 SECTORAL IMPACT OFHIV

Theimpact of HIV pandemic has gone beyond the househol ds affected with the
infection and it has started influencing sectorslike health, tourism, agriculture,
trangportation and industry. Inthisunit let usanayzeimpact of HIV on someof the
prominent sectors, to beginwith theagriculture sector, which hasthehighest unskilled
[abour intensity.

Agriculturesector: Thereiswidespread agreement that HIV/AIDS exacerbates
economic vulnerability. HIV/AIDSisassumed to bring the proportions of devastation
amilar to those such asdroughtsand floods, thereby threatening the sustainability of
rura communities. Lossof [abour power dueto AIDS destroysfamily lifeaswell as
agriculturd patterns. Researchersarguethat householdswithinfected adultsgenerdly
experienceadeclinein agricultural production and may opt for shift in cropping
patternsrequiring lesslabour and financid inputswhichin turn may result inreduced
food production and qudity. In addition, decreased |abour input in crop production
duetoincreased rate of morbidity and mortality among labourers, the areaunder
cultivation may bereduced. The costsof taking care of chronicallyill relativesor
orphanssubstantialy lowersthe capacity to utilize appropriateinputs (seed, fertilizer,
etc.), which lowers the crop production. Further, HIV/AIDS infected/affected
househol dstend to switch cropping patternsthat demand lesser |abour inputseven
compromising with the better returninglong duration crops.

Poverty addsto AIDS vulnerability to many fold. It lowerstheincomeand food
purchasing-power of householdsand HIV/AIDS|owershousehold food and cash
crop production. Small farmers may haveto mortgageor sdll off their pieceof land
for want of money. Whenthey areleft with no money to makeinitia investment for
crop production, they often migrateto urban centers. Another pull factor for migration
is better healthcare infrastructure in urban areas. Cities often provide hostile
environment to these migrantsand many, especia ly women, areleft with no choice
but to engagethemsel vesin sex work for survival. Thesefactorsfurther accentuate
tranamission of HIV infection. Withincreasing numbersand proportionsof workforce
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inagriculturegiving into morbidity and mortality dueto AIDS, thisprimary sector
ghrinksin meeting therequirement of food production of thenation and contributing
itsshareto GDP.

Education: HIV/AIDSwould threaten educational institutionsby precipitating a
shortage of both teachers and students. The direct effects of the disease on the
hedlth and numbers of teachers and students are perhaps most obvious. Theeffects
may be classified to be on the demand side or supply side. Impact that lower the
demand for education may be listed as - the premature mortality of women of
reproductive age dueto AlDS reducing the number of children ever born. HIV-
infected children dying of AIDSreducesthenumber of primary school enrollees.
Theeconomic burden of an HIV-infected parent may reducetheability of households
to afford school feesand uniformsor force children to engageinincome-generating
activitiesand food production instead of attending school. Children (particularly
females) may be needed to provide carefor sick relatives. Orphaned children may
not attend school if they do not receivefinancia and socid support from theextended
family. Orphaned childrenaswell asHIV positive children may not attend school if
they fed stigmatized or are subject to discrimination. The educationa performance
of childrenfrom HIV-infected householdsmay d so suffer, leading to higher rates of
drop out. HIV-infected young adults have ashortened time horizon (if they know
they areinfected) and arelesslikely to pursue higher education.

Further, it is anticipated that the teaching manforce may be impacted vide a
disproportionateloss of teachersto AIDSmortality, creating ashortfal of educated
manpower, raising pupil-teecher ratio. High rates of absenteai sm among HIV-infected
teachersand absenteei sm dueto care of sick relativesand funera attendancedrains
on theefficiency of the education system. The epidemic may have disparate effects
onrura areasasHIV-infected teachersinrural areas may request transfer to urban
areasto accessmedical care. But higher ratesof HIV infectionin urban areas may
createshortfalsinurban areas. Thequality of education declinesaslessexperienced
andlessqudifiedteachersarehired tofill vacancies. Teacher mordemay beaffected
by the loss of colleagues, and by the increased work |oad their absence creates,
whichinturnlowersthequality of education.

Health: Hedth servicesplay acrucid rolein AIDS prevention, care, and trestment.
Whileinthedeve oped nations, the health care system hastaken primeresponsibility
for providing pdliativecarefor AIDSpatients, in heavily affected devel oping countries
suchformal careisamost non-existent. Instead, households, families, andkinare
theprimary caregiversof peopleafflicted with HIV/AIDS. Nonetheless, theepidemic
hashad an obviousand profound effect onthe hed thcareingtitutionsin thedevel oping
world. Demandsfor public health education and treatment can place burdenson
hedlth careinstitutionsthat shift infrastructure, personnel, and financial resources
away from meeting other basi ¢ healthcare needs. HIVV/AIDS-focused health care
centersfunded by foreign charitieswill siphon skilled medical labour away from
state-run hospitalsand clinics by offering higher saaries, leading to acute staffing
deficits. Inresponseto the pandemic, the state may reall ocate resources meant for
providing essential socia servicessuch aspotablewater, sewage services, educationd
facilities, childhood vaccination programmes and other devel opmentd infrastructure.
In most devel oping countries, thereisacute scarcity of supplies, infrastructureand
resources and organi sed responsesto AIDS aredramatically taxing the hedl thcare
systems even when additional resources have been provided by foreign donors.
Research studies have shown that many healthcareworkersare at risk of burning
out, and that patientswith other allmentsmay besuffering astimeand scarceresources



arededicated to AIDS patients (London, 2003). Thus, high budgetary allocation
for thehealth sector, isdone at the cost of some other sector. Most of the countries
areallocating big share of the public health expenditure on prevention, careand
treatment of HIV. When compared with ahypothetical “no-AIDS’ scenario, the
hugebudgetary alocation on HIV could havebeen utilized on other crucial aspects
such aspoverty aleviation, education and infrastructure devel opment of the country.

Market Economy: HIV/ AIDS has general impact on markets as it reduces
substantialy the number of consumersaswell astheir financia resources. Thereare
myriad direct costsfor firms and employers whose workforceis drawn from a
populaionwith high HIV prevaence. Thesecostsincludelower productivity dueto
poor hedlth, absentesism and sick |eave; absenteeism of ill workersor workerswith
infected family members; absenteeism by healthy workersattending thefunera sof
co-workers; heath claimsand cost of treatment; pension and retirement claims;
funera costsborneby employers, the costsof training and recruiting workers meant
toreplacetheill and dying, ingtability duetoincreased turnover, recruitment aswell
asescdatedtraining cogts. Thereareindirect coststo firmsof HIV/AIDSincluding
the psychol ogical effectson uninfected workersthat may resultinlowered morale
dueto high turnover, fear of death, and loss of interest. Responsesto direct and
indirect costsmay vary, but include voluntary and mandatory testing of current and
potentia employees, provison of hedth careand anti-retrovira drugs(either directly
or through ahealth plan), aswell asawareness generation programmes.

It may be noted that these responses of the corporate sector may not be entirely
humanitarian, asfirmsredizethat it may belessexpensveto provide drug treatment
than endurethe costs of asick workforcewith ahighmortdity rate. Pre-employment
HIV screensareillegd, but firmssometimes usethemto reduce HIV -rel ated costs
by avoiding thehire of infected empl oyees. Somefirmsmay respond to these costs
inlesscompass onateways, by terminating empl oyeesfound to beinfected, limiting
or eliminating health insurance coverage, and changing the terms of retirement
pensions. At times, individual firmstend to reduce the costs on account of HIV/
AIDStoindividua firmsby shifting responsibility for dealing with theimpact of
AIDS onther workforce onto familiesand househol ds, communities, governments,
and other organizations.

High prevalence of HIV may lead to shortage of skilled labour and often makes
both types of 1abour — skilled and unskilled — more costly and less productive.
Statusand skill level of theinfected workers determine, to someextent, the response
of thefirm; companies may providetreatment cost, health care and other benefitsto
highly skilledand professiond workers, whilelimiting thesebenefitsor eventerminating
the services of unskilled or semi-skilled infected employeesasitismoredifficult to
replace skilled and qualified staff dueto ageneral shortage of skilled workers. In
addition, HIV holdsthe potential to erodethe skill base of futureworkers, asyoung
peopleleaveschool to engagein economically productiveactivitiesto support their
family which haslost abreadwinner to AIDS. HIV infection can changethe cost of
acquiring human capita, which may lead organi zationsto depend on ageneration of
new workerswith lower skills.

Armed For ces. Infection rates among the armed forces have been found to be
higher thaninthegenera population. It may beattributed thefollowingfactors: the
military forcesare highly mobile, facefrequent did ocation, are proneto casual sex
and aredeployedin socidly disrupted and conflict zonesthat makethearmed forces
indulgein risky behaviours. It suggeststhat the spread of the diseasesin thearmed
forceswill haveboth direct andindirect impactson national and regional security.
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Further, highratesof prevalence may weaken thearmy, and may reduce the ability
of thenationsto engageinloca and regional peace-keeping activities.

Check Your Progressl|
Note: @) Usethespaceprovided for your answer.
b) Check your answer with those provided at the end of thisunit.

1) Briefly discusstheimpact of HIV/AIDSto transportation sector, with HIV
infection expanding fast among trucking crew in India.

24 MACRO-LEVEL IMPACT OFHIV

One of themost direct macro-leve effectsof HIV/AIDSison the demographics—
sizeand structure of population. Demographers have projected that HIV/AIDS
may fundamentally changetheagestructureof heavily affected societiesby ‘ hollowing
out’ themiddle of the agedistribution (Bongaarts, 1996). The popul ation structure
will changefromthetypica ‘agepyramid’ into achimney-shaped structure because
the HIV/AIDS epidemic affectsyouth the most. Thisage group of youth, 15to 35
years, would primarily be squeezed inthe age-pyramid dueto the pandemic, affecting
thetraditiona population sructure. Theeffect of HIV/AIDS onthesizeof populations
isprimarily influenced by twofactors: AIDS-related mortaity aswell aschangesin
fertility that can be attributed to HIV. The sharp decreasein numbersof children
reflectschild mortality dueto HIV/AIDSaswell asareductioninthenumber of live
births dueto adult mortality and reduced fertility in HIV infected women.

Mogt of theseverdy affected countries, epecidly inthe African continent, area ready
seeing significant reversalsin development indicators dueto the HIV pandemic.
Therefore, while HIV/AIDS iscommonly understood to be amedical or public
health problem, it isbecoming clear that, intermsof itscausesand consequences,
the pandemicisdeeply embedded inthe social, political, and economic processes
that shape the devel opment of nations. Accordingly, successful responsesto the
pandemi c depend not only on the devel opment of medical treatment and behavior
change, but asoonpalitica will, cultura understanding, the preparednessand capacity
of heath care systems and the achievement of broader devel opment goals.

However, themassiveinflux of fundsrequired to accomplish theprovision of HIV
treatment will certainly requirethereallocation of fundsfrom other health and non-
health rel ated purposes such as defence, infrastructure, education, and economic
development. So, for most developing countries, realizing the Millennium
Development Goals (MDGs) of eliminating HIV/AIDS would be quite tough

proposition.
Researchesthat compared theexisting ‘with AIDS' scenario to ahypothetical ‘no

AIDS' scenario, have brought out that the pandemicislikely to decrease overal
economic growth, declinetherate of progressinalmost all the sectors (primary,



secondary and tertiary) and depress productiveoutput (also differentidly inthesectors
that supply more unskilled workers) asaresult of worker morbidity. It would also
influenceforegninvestment asthe comparativeadvantage of invesmentindevel oping
nationsistheavailability of cheap labour. The cost of an HIV-infected workforce
and its consequences (as di scussed above) makethe proposition muchlessattractive
for international investment, and may lead to capital flight into regionswith lower
prevaence.

With rapidly increasing proportion of HIV positive people, thereisanincreased
pool of infected individuas, which enhancestherisk of transmissionto theuninfected
population, if precautionsarenot taken. Thisalsoimpliesagrowing cost of careand
treatment of aconstantly increasing number of infected personsover longer periods
of time, intermsof providing antiretroviral drugs. Inthisregard it may benoted that
in developed nations of North America, Europeand AustraliaHIV hasbecomea
chronicalment likediabetes, thanksto accessibility and affordability of antiretrovira
therapy. However, fruits of these biomedical advances havenot been ableto reach
to the overwhelming mgority of thosewho requireit, mainly in developing nations.
As a consequence, developing countries would be taking many more yearsin
transforming HIV infectionfromafata illnessinto achronic conditionfor most of its
PLHA.

Researches suggest that the economicimpact of HIV on devel oping countrieswill
be substantia. Impacts are not only the morbidity and mortality of HIV infected
peoplewhich may result in shortened life-expectancy but d soindudeal ossin human
capital even among non-infected youth asthey areforced to forgo education for
early participation inlabour market in order to carefor thesick, thereby losing on
skill acquisition and educational development. M cPherson (2003) has pointed out
that amagor consequenceof HIV infectionistheshortening of decision horizons—
apersonwho hasHIV/AIDSisunlikely to plan for thefuture by saving or obtaining
education, and decisionswill bemadein referenceto the present. By extension, the
aggregated effectsof these shortened horizonsin communitieswith ahigh prevaence
rate arelikely to haveimplicationsfor everyone, including theuninfected, in ways
that may havedire consequencesfor theeconomy of the nation asawhole. Researches
predict that themuch higher leve of disease does serioudy thresten economic growth,
with expected economic rel ationshipsdistorted, includingadeclinein GDP per capita.
Unfortunately, the regions with the highest HIV prevalence also tend to be
underdevel oped, and have unstabl e economic conditions, corruption, red-tapism
and | ess-than-democratic governments, poor socia security, meager infrastructures,
and unskilledlabour (UNAIDS, 2003). Countrieshard-hit by AIDSwould behaving
muchdifficulty in creating and maintaining many of thedl ementsessentiad to economic
development, including alarge, skilled, productive labour force, an attractive
environment for investors and a popul ation with income to spend on consumer
products.

A substantial number of studies have examined the past and futureimpact of HIV/
AIDS on specific countries. Thegeneral consensusisthat athough quantifyingthe
impact isdifficult, the potential damageisgreat, especially in countrieswith high-
prevalence. Nationswith high HIV prevaence are a so burdened with the costs of
prevention, treetment and mitigation of theimpact of AIDS, especidly whenemployers
areableto effectively shirk theburden. Onthecontrarily, if employersareforced to
bear these costs, countriesarelikely to have adifficult time attracting investment
(Lewis2002). Thismeansthat in addition to themoredirect impacts of HIV on
development asdiscussed earlier, nations have fewer resourcesavailableto fund
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economic development initiatives, including crucia elementssuch asinfrastructure,
education, andtraining, as scarceresourcesare directed to mitigatethe consequences
of AIDS. All of thesefactorsfurther threaten anation’sability to pay off debt and
attract investment, which areespecidly vita to theeconomic development necessary
to givenationsthe ability to reduce poverty and prevent and treat AIDS.

Some of theindirect effects of HIVV/AIDS on national economiescomefromthe
projected demographi cimpact on popul ation growth. Because the disease sickens
and killsduring key working and childbearing years, it will affect theworkforce not
only inthe present and near-future, but according to demographic projections, for
decadesto come. About 90percent of India sreported HIV casesare among 20-
45 year-olds, themost economically productive segment of the population. If HIV
continuesto spread at the current rate, Indiacoul d experienceadiminishing labour
pool, which could, inturn, affect in the long term, economic prosperity, foreign
investment, and sustai nabl e devel opment.

Next, let uslook at theimpact of treatment. It isobserved that most of theinfected
peoplein Africa, where the epidemic hasbeen most disastrous, are without access
to modern therapies. Even within regionsand nations, accessto thesetreatmentsis
uneven. In thewealthy United States, with a sophisticated and well-devel oped
healthcare infrastructure, there isinequality in accessto current anti-retroviral
treatments, with the poor and minoritiesbeing at the disadvantage (AIDS Alert
1999, 2002). Inmany of the Sub-Saharan African countries, themeager proportion
of people, who have accessto anti-retrovira's, aredisproportionatel y urban, wealthy
andwell connected. A key difficulty isthat eventhough foreign fundsfor ART drugs
areavailable, many of the hardest-hit countries havewesk hedthcareinfrastructures
making accessibility amajor issuefor most of the needy infected people. Lack of
trangportation facilitiesand high expensesmakeit difficult for most of the PLWHA
to accessfar off hospitalsand clinicsfor ART. Hedthcareingtitutionsarethemsalves
understaffed and undersupplied, and coupled with stigmatized attitudestowards
PLWHA, their functioning gets constrained further. The AIDS epidemic has
weakened an already fragile health care system, whichiseven less equipped to
implement treatment programmesfor HIV/AIDS, evenwhenfundsareavailable.

Further, theaggregated impact of large numbersof HIV infected workersmay have
other effectson other levelsof theeconomy. Regionswith high HIV prevaencedo
not attract foreign investment, thus, further exacerbating the problem of poverty.
Themacro-level economy isquiteinterconnected with househol d decision-making
and outcomes. Oneof thekey effectsof AIDStendsto be anincreasein migration,
asrurd livelihoods become untenabl e, creating strain for urban labour marketsand
instability inthe provision of food through agriculture. All thesefactors create a
vicious cycleof poverty, further accentuated by HIV infection, lack of sufficient
resourcesfor poverty dleviation programmesaswe | asHIV mitigationinterventions,
which further deepensthe vulnerability to poverty and HIV infection in future
generationstoo. The Sate'srolein thesestuationsisalso limited by poor economic
conditions and scarce resources being transferred for care and treatment of HIV
infected population. Researchershaveidentified poverty asthe epidemic’sprimary
socid determinant. Poverty leedsto vulnerability. Poverty leedsto riskier behaviours,
ether by favouring transactiona sex, or by driving migration. For example, increases
in poverty and food insecurity may increase malnutrition, which catalyses the
advancement of HIV infection. Further, poor infected peopl e cannot afford the cost
of ART and hence expect the stateto provideit free of cost or at highly subsidized
rate. Providing anti-retrovira sto peoplewho need themisessentidly throwing them



inalifeine, and oncegiven, itisnearly impossibleto takethemaway. Thus, extending
thistreatment to peoplewho cannot afford to provideit for themsal vescomeswith
obligations, and creates dependency for alarge number of peopleonthe government
and/or foreign aid for therest of their lives. Thiskind of dependence addsto the
vulnerability asavailability of ART issubjected to fluctuationsin vol untary donations,
foreignaids, political motivation, commitment and |eadership (see: deWaa 2003).
Theeconomicsof providing ART from ahed th budget perspectiveand the potentid
impact on companies and househol ds, productivity growth, structural changes,
addressinginequdlitiesand delaysin progressand devel opment of thenationisquite
sonificant.

Check Your Progressii|
Note: a) Usethespaceprovidedfor your answer.
b) Check your answer with those provided at the end of thisunit.
1) Writeshort noteonimpact of HIV on progressand development of anation.

25 LETUSSUM UP

The pandemic of HIV iswidely acknowledged to bethe most severe hedlth crisisof
moderntimes. HIV continuesto spread at a arming ratesthroughout theworld, and
Indiaisoneof the most badly affected countries. Inthisunit, we have discussed
some of the soci 0-economic consequencesof HIV/AIDSin devel oping countries,
with specid referenceto India

At thehousehold level, lossof income duetoincapacity to work, expenditureon
trestment, low employability dueto HIV associ ated stigmaand di scrimination, gender
issues, dransin caregiving especidly towomen and e derly werediscussed. Migration
and commercia sex are among the commonly adopted strategies by thefamilies
affected with HIV. Children infected and affected by theepidemic arelikely to have
lessaccessto formal education and intergenerationa knowledgetransfer.

Atthesectord level, theunit covered impact of HIV on health sector and discussed
how poor hedthcareinfrastructure further addsto the problemsof PLHA. People
engaged in agricultural work switch tolesslabour intensive crop production, and
areoftenleft with little resourcesand manpower to providerequired inputs. HIV
haswidespread implications. Impact of HIV on education sector was discussed
from demand as well as supply side. Impact of armed forces was also covered
briefly. Fewer children access education and so a so are theteaching force affected.
Theunit discussed at length theimpact of HIV on corporatesand firms. Employers
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bear the cost of 10sing employeesto AIDS, training newly recruited ones, bearing
hedth expenditureand funerad costs.

Lastly, wediscussed macro-level impact of HIV, whichincludesdeclinein progress
and devel opment of the nation asscarceresourcesarered | ocated for the treatment
and care of HIV infected population. Costs of the epidemic include increased
expendituresfor health care, prevention and education programmes, costsof caring
for dependentsof theill and deceased, providing ART and increased spending on
funeras. Therewould bedrastic changein demographicsdueto mortality to AIDS,
mainly affecting the young popul ation. HIV/AIDS epidemic threatensthe already
vulnerableeconomiesand politica systems.

2.6 KEY WORDS

PLHA: PeopleLivingwith HIV/AIDS. Thetermisusedtoincludepeoplewho are
infected with HIV and a so thosewho are suffering from AIDS.

ART: Anti-retroviral therapy. Thiscoversawide range of medicines/drugsthat
dowsthegrowth of HIV inthe body and prolong thelife span of peopleinfected
withHIV.

Sectoral impact of HI'V/AIDS: Itisthe socio-economic assessment of theeffects
of HIV infection on various sectorsof economy likeagriculture, hedlth, education,
etc., ascompared to ahypothetical ‘ no-AlDSsituation’.
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2.8 ANSWERSTO CHECK YOUR PROGRESS

Check Your Progressl|
1) FvemanwaysinwhichHIV infection affectsthehouseholdsare:
Expenditure on medi cation for management of opportunisticinfections.

Capacity towork reduces and henceincome also reduces.
Employability islowered/ reduced because of stigmaand discrimination.



Family equationschange: Elderly who are superannuated haveto work harder Social a? ,?1 Ellcggt?g"r']g
inbringing up their grandchildren, taking care of ailing offspring(s) suffering P
fromAIDS.

Children haveto giveup their educationto earn livelihood or to carefor their
alingHIV positive parent(s)/younger siblings.

Check Your Progressl|

1) Therehavebeen multi-prong effectsof widespread HIV infection among truck-
ers. With grester numbersof trucking crew gettinginfected with HIV, itisgoing
to create serious problemswith transportation industries affecting the supply of
essentid goodsof daily use, other goodsrequired directly and indirectly for the
progress and development of variousindustries, astruckerscarry theseitems
from state to state across the country. Poor health of truckers dueto HIV
infectionwould lead to dd aysand inability totimely ddlivery of consgnments.
Death of truckersdueto AIDSwould affect labour supply at the workplace
and crumbling of family well-being.

Check Your Progressi|1

1) HIV/AIDSindeed hasbecomeadevel opmental concern especidly for coun-
trieswith scarce economic resources. The Stateis expected to spend on care
and management of PLHA, providesubsidized ART and other facilities. How-
ever, thisisdone at the cost of other social services and needs of genera
population likecurbingilliteracy, poverty, constructing roads and damsand so
on. Further, AIDS affected regions/countriesdo not attract foreign investment
and ahugefinancid resourcethat could have hel pedin the progressand growth
of the nation. Sick and dying human resource cannot take active part in the
progressand devel opment of any nation.
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3.0 OBJECTIVES

Itisoften assumed that causesof HIV/AIDSare primarily behavioura and hence
the mgor preventiveinterventionsfocuson informing publictoavoid certainrisky
behaviours say, multiple partners, unprotected sex, and sharing of infected needles.
However, HIV/AIDSismuch more complex and intricateanissue. Therearecertain
socio-cultura factorsthat increasesthevulnerability towardsHIV infection. They
may seem to be unrelated but significantly contributeto the transmission of HIV
infection. Inthisunit, you will beexposed to the socio-culturd factorsthat hasten the
spread of HIV. After reading thisunit you would be ableto:

. identify specific socio-culturd factorsasdistinct from thebiol ogical ones, that
increasethevulnerability to HIV infection;

. evauaetheroleof gender inincreasing thevulnerabilitiestowardsHIV spread;
and

. appraisetheimpact of macro-level issues such aspoverty, migration, health
infrastructure, etc., on the spread of HIV.

3.1 INTRODUCTION

It may benoted that at thebiologica level, al humanbeingsareequaly vulnerableto
HIV infection. It meansthat if exposed to the virus, through sexua intercourse or
through blood products, any average person can develop HIV infection. Thereisno
innate biological resistanceto HIV infection. Thus, thereisequality of biological
probability toHIV infection among al human beings.

Further, aperson indulging in any of the identifiable risky behaviours (such as
unprotected penetrative sex with infected partner, sharing infected needleswith
injecting drug users, transfusion of infected blood, etc.) increasestheindividuals
chance of HIV infection. HIV requires specific, visibleand identifiable actions/
behavioursfor transmission to occur. However, it may be noted that individual
behaviour isconnected to societal norms, expectations, values, conflicts, processes



and responses. Therefore, itisvery important to study these socio-cultural factors
that accentuate vulnerability to HIV infection. Certain noteworthy factorsaccentuating
HIV vulnerability may well be described — socio-cultura construct of masculinity
andfeminity, poverty, migration, infrastructure, accessibility toinformation and sarvices
politicd will,and soon.

Vulnerability to HIV infection may be categorized a variouslevels- at theindividua
levd itisillustratedintermsof sexud preferences, avarenessleve andindulgencein
risky behaviours, programmetic vulnerability referstotheextent towhichtheservices
meet individua needs; and societd vulnerability encompassesthe socio-culturd and
economic factors that create risk-inducing circumstances namely poverty and
migration catayzingHIV transmission.

Thediscussionon socio-cultura context of HIV would remainincompleteif gender
construct and associated val ues, traditions are not included. Since, youwould be
getting an opportunity to study vul nerabilitiesassociated with gender in thefuther
Blocks. Here, inthisunit, these topicswoul d be described only briefly. Let ustake
alook at some of thesefactorsat length inthese subsequent sections.

3.2 SOCIO-CULTURALMILIEU

Certain socio-culturd factorsthat influence vul nerability to HIV infection may be
categorized asfollows, athough, inreality, it isquitedifficult to differentiate and
segregate the collectiveimpact of thesedynamic variables.

Cultureof silence: Thesocio-cultural milieu of Indian society doesnot encourage
the overt communication about sexual issues. Theseissuesare NOT supposed to
be discussed; talking about sex is ataboo. Parents, teachers and other adults
often do not tell the children and adol escents about sex and sexuality. Theonly
sourceof information they haveisther peer group—who arenot capableof providing
scientific and accurate information. The half cooked information or lets say
‘misinformation’, iscompounded by myths and misconceptionsthat indeed add to
thevulnerability to sexualy transmitted infectionsincluding HIV. A myth such as
“having sex with avirginwill cure STDs’ isoftenillogical and isof disastrous
CONSequUENCES.

Changing family patter ns, functioningand roles: Forcesof social change such
asurbani zation, indugtridization, modernization and globalization have brought about
sgnificant changesinthefamily patternsand functioning. Thenucear family system
isreplacingjoint families; aternate family patterns such assingle parent families,
women headed families, childlessfamiliesarebecoming increasingly visibleinthe
society. Family cohesionisdecreasing and family disintegrationisontherise. The
family’s role to provide solace, comfort, recreational opportunity, protection,
catharsisof pent of emotionsisincreasingly being taken over by outside agencies
such as peers, colleagues, recreationa clubs, television, cinema and the like.
Monogamy and faithful nessof marriage partner cannot beensured as, extra-marital
sexisontheriseoftenin aclandestinemanner,. All thesefactorsincreasetherisk of
HIV infection.

Sex at workplace: Forces of social change described above have a so brought
changeto theworkplace culture, ethosand patterns. Especially in cosmopolitans
and metropolitans, workplaceis characterized by cut throat ruthless competition,
fast pace of work, pressuresto meet deadlines, littletimeto relax and rest, late
working hours, resultingin excessve stressand tension and lack of time and energy
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to be spent creatively with family members. Career oriented familiesare emerging
where both husband and wife are equally aspiring to quickly ride the ladder of
success, may be at the cost of decisionto remain childless. Corporatelife, BPOs
have given the opportunity to both sexesto mix freely and betogether for longer
working hours. At workplace, casual sex isbecoming quite common for various
reasonslike—for many it actsasastressbuster, for someit isopportunity to meet
unfulfilled the needs dueto failed marriage and for othersit may bethepriceto be
paid for out of turn promotions and other incentives. This makes people more
vulnerabletoHIV infection.

Men buying sex: Dataproject that almost 85percent of HIV infection arethrough
unprotected sex, whichincludes men buying sex or having sex with commercia sex
workers. Men across the world buy sex for various reasons - wanting to avoid
emotional involvement, lack of sex or not enough sex in marriages, wanting to
experience power, variety or certain kinds of sexua experiences, thrills, loneliness
or oldage. Thesemenareusudly ordinary citizensand not sexua deviants. Insocieties
with equitable gender rel ations, men respect theright of their wivesor partnersto
refusesex and vigting sex workersislikea' safety valve' that |essened thestrainon
their modern rel ationships. In some societies, going to asex worker isoften amark
of the onset of manhood, with young boys being taken to brothelsby their peers.
Young boysgenerally vist sex workersfor * experimentation’ and for learning skills
of sexual intimacy, which increasestherisk of HIV transmission. In patriarchal
societies, whererigid sexud segregation, silenceand taboo around sex arethenorms,
wheresex islimited to procreation and thereislack of communication on sexuality
with spouse. Visiting sex workersiscons dered asthe only possibleway of getting
closetowomenwithout upsetting socia norms. In societieslikeIndia, malesbuying
sex often havehighly mora positionsonwomen; they consider sex workersasbad
and promi scuouswomen but do not think it incongruous or immord for themselves
tovist sex workers. Sociologistsare of theview that act of men buying sexisakind
of safety valvewheremen could get rid of their excess sexuality, thus preventing
them from attacking ‘ good women’ (in other words‘ chaste’ traditional wivesand
daughters).

Attitudetowar dssexuality: Insocietieslikelndia, sociaization process,in myriad
of ways, tend to devel op negative attitudetowards sex, sex organsand sexuality. A
cultureof slenceand thelack of accurateinformation regarding sexua anatomy and
physiology make adolescents ignorant about sexuality, developing a negative
emotional attitude toward sex organs and matters related to sexuality. It is not
uncommon for adolescentsto perceivether sexua organsasdirty andtorefrain
even from |looking at them. Such negativism s particularly very common among
females, and to certain extent with the males. Asaconseguence, many mythscrop
up around sexua issues making adolescentsand youth proneto reproductivetract
infections (RTI) and sexually transmitted infections (ST1). Adolescentsarelikely to
be curious and yet ill-informed, with sources of knowledge being peers or
unscientificliterature, which may causeirreparableharm|ater inlife. Many adolescents
adopt high risk behaviour dueto the numerous mythsand lack of skills—especialy
ability todedl with peer pressureeffectively. Thus, ignoranceabout sexud functioning
and ST1, unhealthy curiosity about sex, peer pressure and lack of appropriateskills
may facilitatetransmission of STI/HIV, particularly in the backdrop of low levelsof

literacy.
Adolescenceand vulnerability: Research findings show that, most often than
not, adol escents and youth, both males and femal es, display an abysmal lack of



knowledgeon sexud hedthissues. Also, adolescentsinitiating their sex lifeearly are
morelikely to havemultipleand highrisk partners, and arelesslikely to use condoms.
Further, experimentation with a cohol and drugsare associated with high-risk sexud
behavior. Mediaarouses sexua interest but does not provide accurate information
about sexudlity. Youth may not be candid about their sexua experiencesout of fear
of stigmaand labelsespecidly in case of same sex behavior. Young peopl e often
lack informationthey need to affect safe, hedlthy decisions; thismay lead to serious
conseguences such asteenage pregnancy and childbirth, unsafeabortionsand STls
including HIV, to mention afew.

Violenceon women asthemar k of manhood: Studieshaveindicated that violence
on women, both physical and sexual, has been a predominant aspect of social
construct of manhood. It is equally noteworthy, that even many of the women
‘accept’ being victimsof violence and treat manifestations of violenceassocialy
accepted behaviour of men. Beating, sexua coercion, marital rapeare someof the
violent behavioursthat thregten the physical aswdl asmentd wdll-being of perpetrator
aswell asvictim, including increased risk of HIV infection. Thus, awoman’s
vulnerability isfar morethan her ma e counterpart.

Check Your Progressl|
Note: a) Usethespaceprovidedfor your answer.
b) Check your answer with those provided at the end of thisunit.

1) Briefly explainhow socid workerscanintervenein reducing therisk of HIV
transmission among adol escents.

3.3 GENDERISSUES

Thethen UN Secretary Genera Kofi Annan had very rightly articul ated that today,
AIDShas*“awoman’'sface’ (2003). Gender rolesand relationsdirectly and indirectly
influencethevulnerability to HIV infection, asmentioned bel ow:

Biological Vulnerability: Physiologically, susceptibility to HIV infection among
women ismore than doubl e than men dueto alarger mucosal surface areaof the
vaginabeing exposed during heterosexual intercourse, coupled with thefact that
semen hasahigher concentration of HIV than vagina fluid. Adolescent and young
women, initiatingtheir sex lifeat early age, arefor obviousreasonsa ahigher risk to
HIV infection. IntheIndian context, cultura practicessuch aschild marriages, early
marriages, aswell asforced marriages, increasethisrisk.

MarriageasVulnerability: Research studies have shown that more than four-
fifthsof HIV positivewomenworldwidehad contracted infection fromtheir husbands
or primary partners. Lack of knowledge, combined with their inability to negotiate
condom use, placeswomen, whose husbands have multiple partners, at risk of HIV
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infection. Infact, it was noted that more than 90percent of women infected with
HIV inIndiawere married and monogamous. Studies haveindicated that sexud
coercioninmarriageiswidespread in India. Research doneon married couplesin
Mumbai found that women commonly have sexuad relationsagainst their will and
many husbandsbelievethat sex istheir rightinamarriage. Also, women respondents
generaly did not report condom usage. WWomen in coercive sexud situations have
little ability to negotiate safer sex and are highly vulnerableto STI/HIV. Notably,
Indianlaw doesnot cons der marita rapean offense. Evenin Situationswherewomen
perceivethat they are at risk, negotiating condom use requires overcoming their
traditionally submissveroleandimagein sexud rdaionsaswel| asaculturd emphasis
onfertility. Next, therole of women as care-providers also makesthem vulnerable
astherehavebeeninnumerableingancesof HIV-positivemen (caled‘HIV crooks)
marryingwomenwithout informingthemof their HIV gatus, in order to have someone
tocarefor themintheirillness.

Socio-demogr aphic Factor s. Certain socio-demographicfactorsfurther compound
thesevulnerabilities. Factorssuch asilliteracy (35 percent femad esand up to 72percent
rural womenilliterateas per 2001 census) and exposureto massmedia (40 percent
women have no exposureto mass media) affect women’sknowledgeof HIV. Onan
average, womenin Indiamarry at 19.7 years of age and asignificant proportion of
them become pregnant during their first year of marriage. Asmentioned earlier,
younger women arebiologicaly more susceptibleto HIV infection. Sexua violence,
exploitation, child sexual abuse and trafficking of women and children are other
gendered experiencesthat fema esfaceinther lifecycle, incressngtheir vulnerability
toHIV.

Gendered Power Relationsand I nformation Accessibility: Cultura tabooson
sex related matters signify that women areusually lessinformed or ignorant about
spread of HIV infection and itsprevention. Dataindicatesthat 95 percent of Indian
women do not have comprehensive knowledge about ways of preventing HIV/
AIDS (Nationa Family Hedlth Survey, 2005). Mg ority of women have maintained
that they had no knowledge of sex-related issuesuntil they got married and many
got to know of HIV only after being infected (see UNIFEM, 2005). As a
conseguence, avarenessleve of womenismuch lower than their male counterparts
withrespect to HIV infection. Awarenessbeing low, expecting safebehaviour isout
of the question. Gendered power dynamics also underlie sexua relations. The
imbalanceof power within the home curtailsawoman’sability to negotiatetheterms
of sex and thereby increases her vulnerability to HIV. Reportedly, women have
difficulty discussing sexua relationswith their husbands, including contraception.
Societa pressureon motherhood and fertility impedesuseof barrier contraceptives
for women of reproductive agethereby increasing their chancesof STI/HIV. Although
mediacampaignsare dowly breaking taboos, societal normsstill largely dictatethe
extent to which programmes can directly address sexual behaviour.

EconomicVulnerability: Patriarcha socia structureischaracterized by women's
economic dependenceon men, which asoresultsin skewed distribution of economic
resourcestotheir disadvantage. Inthecontext of HIV/AIDS, women, ascaregivers
and/or asinfected, have to work harder to meet the medical expenditure of the
infected maesinthefamily, whileignoring and postponing their own trestment needs.
Chronic malnutrition, which hasitsrootsin socidization practicesasper patriarcha
socia norms, render awoman’s body weaker to fight against the infection. Also,
economic disadvantage creates barriersin accessing information about HIV/AIDS,
making the poor more vulnerableto infection. More often than not, women face



economic hardship in accessing and utilizing healthcare services, which
includes transportation cost, foregoing daily wages and so on. This economic
dependenced soforcesthemto exchange sex for survival . Studieshave shown that
poverty isoverwhel mingly theroot cause of women bartering sex for economicgan
orsurvivd.

Violenceand Vulner ability: Theredity of many women'slivesisthat vulnerability
to domestic violenceand HIV coexist— domestic violencedirectly and indirectly
exacerbatesvulnerability to HIV and HIV statusincreasesvulnerability to violence.
Sexud coercionor violenceinmarriagemost likely occurswithout condomuse, and
thusincreaseswomen'svulnerability to STlsand HIV. Quiteobvioudy, violent sexud
actssuchasrapearelikely toresultinvagind tearing or lacerations, thusdramaticaly
increasing therisk of contractingan ST1 or HIV. In addition, fear of violence or
abandonment often preventswomen from discussing fidelity with their partnersor
askingthelr partnersto wear acondom. Further, accusationsof infiddlity areclosdy
correlated with incidents of domestic violence. On the other hand, studieshave
brought out that sero-positive married women are subject to emotional abuse,
violence, stigmawithinthehomeand community and even abandonment. Reportedly,
women are accused of infidelity and/or thrown out of the home, on being tested
positive. Lifegtoriesof womenlivingwith HIV demonsiratethem being discriminated
against and facing violations of their human rightsasaresult of their HIV status.
Women aregeneraly blamed for their husband’ sinfection, subject to beatingsand
torture, neglect and discrimination within their home, denied of inheritance and
property rights, havetheir children taken away from them, are unable to access
hedlth careor lega support, and ultimately are deserted by marital and natal family,
especially after the death of an HIV positive husband.

AccesstoHealth Care Services: Dueto certain socio-cultura factors, females
have less access to health care including HIV/AIDS services, than their male
counterparts. Salient reasons areaculture of silence on sex i ssues, women cannot
avail services, and they generaly keep onignoring and denying their hedth concerns,
whichinthecaseof HIV infection becomes dangerous and may shorten their life-
span. Further, actua perceived stigmaand discriminationrelaed to HIV; hedlthcare
infrastructural lacuna; shortage of trained medical staff, more specifically females
and particularly inrurd areaslimitsaccess. Asdiscussed earlier alack of knowledge
about availability of health services, inthebackground of illiteracy and limited exposure
tomediaaso hindersutilization of health servicesby femaes. Datarefl ecting thefact
that nearly 40percent of peoplelivingwith HIV inIndiaarewomen, while only
25percent of bedsin AIDS care centres are occupied by women, confirm the
presence of above mentioned factors.

Stigma and Discrimination: In anumber of societies, like India, women are
mistakenly perceived asthemaintransmittersof sexualy transmitted diseeses (STD's).
Inpatriarchal socia structurewomen areat the disadvantage in termsof resource
and power distributionandit iseasier for the society to blamethem despitethefact
that they areonly victims. Thedifferentid trestment of sero-positivemen andwomen
can be traced back to skewed power structure prevalent in the society. Men are
likely to be‘excused’ for their behaviour that resulted in theinfection, whereas
womenarenot. InIndia, for example, the husbandswho infected their femal e partners
may abandon them blaming them for transmittinginfection. It isoften said that if
AIDSdoesn't kill awoman, stigmawill.
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Check Your Progressl|
Note: @ Usethespaceprovided for your answer.

b) Check your answer with those provided at the end of thisunit.
1) Enligtfour vulnerability aspectsof gender vis-avisHIV.

3.4 SOCIO-ECONOMICDETERMINANTS

With respect to transmission dynamics, thereisnow sufficient epidemiological
evidenceof socid determinantsthat play asignificant roleinenhancingthevulnerability
toHIV infection. Sdient onesare: poverty, migration, avarenesslevels, infrastructure
and State capacity. Let usunderstand thesefactorsin somedetail inthe context of
HIV/AIDS.

Poverty isoneof themost compelling factorsthat force peopletoindulgeinrisky
behaviours, which act as contingent conditionto HIV infection. Therearecertain
impeding factorsthat make poverty ascrucia forcein putting peopleat risk of HIV
infection. First, poverty greetly acce erates peopl € svulnerability by restricting access
toinformation and services. Many peopl eliving bel ow poverty linedo not know the
meaning and implicationsof their sero-positive status and many othersdieof AIDS
without having slightest of knowledge about it. Second, lack of resources for
subsistenceforceswomento sell sex for survival. With inability to find any other
occupation, many women bel ow poverty lineresort to sex work astheonly option
for aliving. Third, poverty creates avicious cycle of illiteracy, lack of skills,
unemployment and underemployment, ignorance and inhibited accesstoinformeation
and servicesfor devel opment. Fourth, poor people migrateto other placeswith
better livelihood options. Migration hastraditionally been asurviva strategy for
people, especidly thosebe ow poverty line. This phenomenonindeed makesaperson
vulnerableto HIV infection, asdiscussed bel ow.

Migration: People, more often than not, migrate to urban centresin search of
better livelihood options. In South Asia, annualy, more than 200 million peopleare
estimated to migratewithin and between countriesintheregion, in desperate search
for abetter life. Thereare many push factorsleading to migration such as poverty,
landlessness, low agricultura productivity, marginalization, lack of opportunitiesfor
employment and growth, domestic or community conflict, politica unrest, natural
calamities, war, terrorism, and so on. Likewise, better opportunitiesfor livelihood,
education and growth dueto urbanisation and industrialization, increased accessto
information, improved system of mobility and communi cation are some of the pulll
factorsthat lure peopl eto migrateto urban centres. With growing mismatch between
pockets of economic activity and deprivation brought about by the new global
economic order, migrationison therise. Then, how processof migration accentuates
thevulnerability of peopletoHIV infection?



M ogt often than not, migrants haverosy pi cture about the places of destination, with
little or no knowledge about the complex mix of vulnerabilitiesthat await them on
theway. Reportedly alarge number of migrantsface an acuterisk of exploitation,
physica violence, sexua abuse and socio-political marginalization, aienation and
discrimination. A recent study by UNDP demonstratesthat HIV isamanifestation
of theinequditiesand deprivation faced by migrants. Hostileand londy environments,
separationfromfamilies, lack of accessto information and servicesand socia support
systemscanlead to socia and sexua practi cesthat makethem more susceptibleto
HIV exposure. At theindividual level, migrants may faceisolation, loneliness,
exploitation, hardships, and hostility from host societies, separation from family and
partners, strainsin relationships, and thelike. For men, gender related norms and
economic needsforce them to migrate without their familiesin search of work,
creating situationsthat foster multiple sexual relationshipsthat may leadto HIV
infection. Atthesource, thereisincreased single parent householdsand extraburden
onwomenwho stay behind. And, whenthemigrantsreturnthey may infect their wives.
Theefactorsmakethesodd environment conducivefor HIV tothrive Astheepidemic
oreedswider, thelink between migrationand HIV isemerging stronger thanever before.
However, it may benoted that migrationinitsaf isnot avul nerability factor for HIV, but
itistheunsafe processof migrationthat createsconditionsof vulnerability.

HIV/AIDScan beaDriving Forceof Migration: PeoplelivingwithHIV/AIDS
(PLHA) may be driven to migrate or leave their homes because of stigmaand
discrimination they face, lack of sufficient health servicesand non-availability or
poor accessto trestment. Further, at times, migrantshidether HIV statusduetothe
fear of stigmaand discrimination, and thereby transmit theinfection further.

Utilization of Health Services: Many migrantsliveinindeterminate state, having
no stay or work permit inthe host country and livein constant fear of deportation.
Any contact with official government agencies, evenif related to health matters,
increasesthefear of being reported tothe policeandis, therefore, often accompanied
by suspicion. Thisfactor, combined withthe hardshipsof daily life, makesproviding
HIV testing, care, support and trestment particularly chalenging for these popul ations.
Added to this, migrants, particularly from poor economic background, are often
workingindividuas, subject to poor and unstableliving and working conditions, and
often facelanguage barrier and acute cultural differencesat destination places. Such
conditions usually mean that they havelimited accessto reliableand culturally
gppropriateinformation on HIV/AIDS and hedlth services.

Social Service System: Thereisaseemingly unrelated but strong rel ation between
thehedthinfragtructureand HIV transmission—apoor public hedth sysemamplifies
the spread of ST1 and HIV. Reportedly, STIsgreatly enhanceHIV transmission by
up to 100 foldswhile effective diagnosisand treatment of STIscan decrease HIV
incidenceby 40 percent. Thus, lack of STI diagnosisand treatment serviceswould
beasgnificant determinant of HIV epidemics. Thisprovidesadirect link to policy
level implicationsand health careinfrastructure avail ableto peopleand, of course,
thebudgetary all ocations on public health. Inadequate funding of healthcare may
lead to unsafe practices such asre-use of needlesand syringes, denid and delay in
providing treatment to HIV patients, limited availability to ART and PMTCT
medicinesand thelike. Wide-spread AIDS-related stigmaand discriminationin
healthcare settingsforce sero-positive peopleto hidetheir statusand thereby limit
access to treatment. Likewise, lack of accessto clean water and electricity are
hypothesized to favour the spread of HIV dueto poor hygiene, thusweakening the
immune system of the poor.
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Roleof MassM edia: Two decadesago, messageswere mostly aimed at raising
awarenessabout how AlDSwastransmitted and they did so by creating fear through
messages such as‘ AIDSKills . Consequently, stigmaand di scrimination became
rampant aspeopl e started avoiding, isolating and rejecting PLHA fromamost all
waksof life. Fear of stigmaand discrimination became so overpowering that people
hesitated to get tested. At times, PLHA hide their sero-status and even do not
maintain‘safe’ behaviours, thereby infecting others.

Human Trafficking: In South Asia, human trafficking hasincreased drastically
over thepast few decades. Apparently, trafficking takes placefor various purposes
like domestic labour, organ transplant, forced labour, organi zed begging, adoption,
sex work, forced marriage and so on. Traffickers are mainly organized networks,
recruitment agents, relatives, parents, guardiansand husbands. Even though males
aretrafficked, most often the victims are young girlsand women from poor and
illiteratefamilies. Irrespectiveof purposeof trafficking, sexud exploitationiscongant.
Trafficking reduces freedom of choice, access to information and accelerates
vulnerability toHIV manifolds.

Disasters: Though seemingly unrelated, disasters enhance vulnerability to HIV.
Floods, cyclones, droughts, earthquakes, land slides are common in India- 65
percent of thelandmassin Indiaisproneto earthquakes, 40 million hectarelandis
proneto floods (12 percent of thetota land in India), 8000 km long coastlinewith
two cyclone seasons (8 percent of thetotal |and) show the vulnerability of huge
popul ation groupsliving at these places. These apart, manmade disasters such as
fire, accidents, terrorism, etc., accentuate vulnerability to HIV. These disaster
Stuationslead to forced migration dueto disaster. Peoplemay haveto stay inrescue
and rehabilitation campsand arein shock, grief, insecurity, dueto heavy toll of life,
tearing down of infrastructure, major loss of livelihood, which hasfar reaching
economic and socia consequence. In such situations poor are morevulnerableand
many women haveto engagethemsdvesin commercia sex. Suchanenvironmentis
abreeding ground for HIV transmission.

Tourism: Every year millionsof tourists, from within the country and abroad, visit
placesof tourism. Though tourist Spotsare placesof high socio-economictransactions,
often timesthey area so risk zonesintermsof HIV transmission. Research studies
have shown that tourism isa so associated with high rate of risk behaviours(casua
unprotected sex, men having sex with men, injecting drug use and pedophilic
relationships). Many times, tourists show impulsive behaviours, whilethe host
popul ation exhibit compulsivebehaviours. Touristsdo not, generdly, sharetheethos,
values and cultural norms of the host community and are driven by enjoyment,
experimentation and freedom. On the other hand, host community isoften afflicted
with poverty and deprivation and hence vulnerable to exploitation and HIV
trangmisson.

People/Occupationswith High Mobility: Armed forces, businesscommunities,
and avariety of new-agejobs dueto globalization demand high mobility asjob
requirement. These people haveto leavetheir familiesfor longer duration of time
and may indulge in forced/casual/commercial sex in order to avoid loneliness,
frustration, alienation, insecurity and thelike. Unnatural sexud practicesareasoon
rissamong these popul ation groups. All thesestuationsmaketheindividua sinvolved
at highrisk of HIV.



Check Your Progressi||
Note: @) Usethespaceprovided for your answer.

b) Check your answer with those provided at the end of thisunit.
1) Briefly describehow poverty accentuatesvulnerability to HIV.

3.5 LETUSSUM UP

Biological vulnerability to HIV isequa amongal human beings. Thereexistscertain
socid factorsthat put specific popul ation groupsinto morerisk than others. Inthis
unit, we discussed the socio-cultural determinantsof HIV infection. A culture of
silence due to taboo with regard to any sort of discussion on sex and sexuality
makes adol escentsvulnerableto HIV. Lack of adequate information along with
prevaent mythsand misconceptions about sexuality, masculinity and feminity has
the capacity tofuel the spread of HIV pandemic. Socia changereflectedinfamily
structure and functioning, workpl ace culture and our attitudesand behavioursalso
accentuate HIV vulnerability.

Feminization of HIV isanew phenomenon. A patriarchal social structure, skewed
power relations, gender roles and expectations, gender associated violencealong
with biologica vulnerability speed up the HIV spread. Stigmaand discrimination
and caregivingissueswith regard to gender vulnerability were di scussed.

Socio-economic determinantssuch as poverty, illiteracy, unemployment ongwith
gender discrimination leadsto migration, providefertile groundsfor HIV spread.
Migrantsareinhibited to accessinformation and hea thcare system. At the place of
destination, factorssuch asexploitation, loneliness, alienation, insecurity, home-
sickness—all thesefactorsdrive migrantstoindulgein risky behavioursand render
them vulnerableto HIV infection. Back at home, they infect their spousesand sex

partners.

Lack of adequate hedlthcareinfrastructurea soinhibitscareand trestment of migrants.
Tourismand humantrafficking ared so highly linked to transmission of the pandemic.

3.6 KEY WORDS

Migration isthe crossing of theboundary of apalitica or administrativeunit for a
minimum period of time. It includesthe movement of refugees, displaced persons,
uprooted peopleaswell aseconomic migrants. Internal migration referstoamove
from onearea(aprovince, district or municipality) to another within one country.
International migrationisaterritorial relocation of people between nation-states.

Mobility: This term denotes movement of people from one place to another
temporarily or permanently for ahost of voluntary and/or involuntary reasons.
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Sour ce: Itisthenative placefrom where people moveto other places.

Transgit: The placesthrough which peoplepass, rest or hat for sometimeand then
moveahead.

Destination: The placewhere peoplego and settletemporarily or permanently.
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3.8 ANSWERSTO CHECK YOUR PROGRESS

Check Your Progressl|

1) Socid workersmay provide adequate knowledge about sexuality issues, HIV
and other sexually transmitted infectionsin different settingslike schools (as
school socid workers), community (CBOs, youth groups, adol escent groups),
families(asfamily centred socia work practitioners). Socid workers, withtheir
knowledge and skill base, are ableto addressunder thewrapissuesand myths,
misconceptionsrelated to HIV and even encouragethe adolescentsnot to give
in to wrong demands and pressures of their peers. Breaking the culture of
slenceisamust. Creating conducive environment where adolescents get the
adequate information isrequired. Social workerswould be ableto makea
dent into the situation if they ensurethat communicationisbarrier freeand
adequate knowledgeis passed on to the adol escents.

Check Your Progressi|

1) Fourvulnerability aspectsare:

a) Biologicaly womenaremorevulnerableto HIV asexposed mucoussurface
areaof vaginais moreand because semen hasgreater vira load than vagina
fluid.

b) Patriarchal sociadization practicesdrivefema esto remain aoof of issuesre-
lated to thei r reproductive and sexud hedlth, which dsoinhibit their accessibil-
ity and useof hedlthcare services.

c) Economicaly, dependenceon spouseand family makesit difficult for themto
avail careand support servicesand ART.

d) Violenceand exploitationonwomenintermsof domestic violence, trafficking,
sexud abuse put them at risk of HIV infection.



Check Your Progressi|1

1) Poverty coupledwithilliteracy restrictsaccesstoinformation and itsusagethat
can prevent them from HIV. It acts as a push factor for migration to urban
centresleaving their family back at home. Treatment faced by migrantsat ur-
ban centres oftenfillsthemwith frustration, grief, alienation, home-sickness
and they may indulgein casual/commercial sex work. Women areforced to
sl sex for surviva, may face exploitation and traffi cking whi ch accentuates
their vulnerability to HIV infection. Childlabour and children at streets, vulner-
ablegroupsto HIV, arethe outcomes of poverty.
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4.0 OBJECTIVES

AIDS, because of the absence of any viablecuretill date, isamuch dreaded ilIness.
Because of thevery reason, individua sbecome anxious asto whether they would
have contracted HIV after casual sex. It should be stated emphaticaly that no person
canbedeclared asHIV positivemerdly onthebasisof presenceof certain symptoms.
Theonly way to confirm whether onehasHIV istoget an HIV test done. Thereare
many typesof HIV testsavailablewith different specificity and sensitivity. Someof
thesetests detect antibodieswhile otherstest directly the presence of virusin the
body. Inthisunit, thereader would be briefed about varioustypesof testsavailable
for testingHIV.

Theunit would a so cover the protocol sand guidelinesto befollowed whiletesting
for HIV. Youwould al so beableto understand certain ethical considerationsaround
HIV testing like confidentiality, partner notification and thelike. After reading this
unit you would a so beableto know about certain specific testsrequired to ascertain
thehealth status of sero-positive peopletoinitiateART for them.

Lastly, as social workers, thisknowledge would help you to guide and refer the
suspected HIV cases, aswell aspeoplelivingwith HIV/AIDStovigt thephysicians
or testing centers. It iscautioned that theinformation givenin the unit isnot the
substitute of any medico person.

4.1 INTRODUCTION

HIV infection hasaunique statusin thega axy of diseases. HIV statusbringswithit
stigma, discrimination, isol ation and aienation, not only to the person affected but
dsotohigher family and rd atives. Therefore, HIV testingmeansalot to any person
suspected to haveit; apositiveresult isperceived to beno lessthan adesath sentence.

However, ignoranceisnot blissinthiscase. Getting HIV test isvery much needed
for reesonsmorethan one. Firg, it would help the medica management and treatment
of HIV and rdated aillments. Doctorsarein apositionto give proper medical advice
inorder to prolong theAlDS stage. Secondly, HIV testing, often anonymous, ensures
blood safety through blood donation. Thiswould minimizeHIV transmissionthrough



infected blood transfusion. Thirdly, anonymousHIV testingisdonein sentinel
surveillancesin order to monitor thetrendsof HIV prevaence, which, inturn, helps
in evaluating the existing interventions and designing the future programmes for
prevention, diagnos sand treatment of HIV infectionin thespecific popul ation groups
aswell asinthegenera population. Fourth, HIV testing and knowledge about one's
own sero-status hel psaperson plan persond aswell asfamily’sfuture, if theresult
ispositive. Thecounsdlorswould provideinformation regarding maintaining hedthy
and pogitivelifestyleand prolonginglifespan. Fifth, HIV testing may induce behaviour
changeand prevent further transmiss on through counsd ling process. Motivating the
client for partner notification isanimportant aspect of the post-test counselling
process. Sixth, for anxious clientswho get negativetest results, it brings peace of
mind of individualswho have been or areindulging in high risk behaviour(s). They
would beeventud |y be dissuaded from unsafe practicesand risky behaviour. Seventh,
HIV testingisa so hdpful inidentifying asymptomaticindividuas, who areengaging
in high risk behaviour, so that they do not suffer asudden break down during the
AIDS phase and so that life can be extended. Eighth, HIV testingwould help those
testing negativeto be careful infuture, and ensurethat they do not indulgein risky
behavioursthrough motivation during counselling. Ninth, HIV testing of pregnant
woman can reducethe chances of parent to child transmissionto alarge extent, if
proper medicationistakenin. Finaly, HIV testingwould aso hepin prophylaxisin
the hospita sand reducing the chances of hedthcarefunctionariesfromgetting HIV
infection.

All thesebenefitsof HIV testing ares ddined dueto rampant stigmaand discrimingtion
prevalent against HIV positive persons. Lack of aconducive social environment,
drivemany HIV positive personsto hidether sero-statusandinfect others. Therefore,
much emphasisisgivenon confidentidity inHIV testing and declaration of itsresults.
In subsequent sections, we would be learning about these aspectsin the form of
guiddinesand protocolsto befollowed during HIV testing.

HIV testing may be mandatory in certain situations or voluntary in most cases. It
may be anonymousasin the case of surveillance studies and blood donations, or
digtinctiveand specific, when donevoluntarily. Let usfirst understand different types
of testsavailable, and their characteristicsnecessary in order to ascertainthe HIV
datusof anindividud.

4.2 HIVTESTING

Theonly way to ascertainif anindividual hasHIV istotakean HIV test. HIV status
cannot be diagnosed through symptoms, as HIV and AIDS symptoms are not
gpecific, and may beindicative of many other illnesses, whichiswhy anHIV testis
theonly way toreceiveadefinitivediagnosis.

Generdly bloodisthebody fluid takenfor testing of HIV. Thetest showsthe presence
or absence of humanimmuno-deficiency virusinthebody. Thereare mainly three
typesof HIV tests- thefirst typeof testistheHIV Antibody Test; thesecondis
the Antigen Test; and thethird typeiscalled the PCR Test.

One of the most popular HIV Antibody testsis the ELISA Test. ELISA isthe
acronym for Enzyme-Linked Immunosorbent Assay. Itisthestandard HIV test that
looks for antibodies in a person’s blood. When HIV (whichisavirus) entersa
person’sbody, specia proteins called antibodies are produced. Antibodies arethe
body’sresponseto aninfection. An antibody test isthe most common type of test
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usedtodiagnoseHIV inindividuas. Although HIV antibodiesgppear inblood within
2-8 weeks after infection, they usually become detectable only after 3to 12 weeks
with the assaysthat areavailable currently. Thisperiod following theentry of HIV
into thebody and the gppearance of detectablelevel sof antibodieswiththeavailable
test kitsiscalled the*window period'.

Soif aperson has specific antibodiesagainst HIV intheir blood, it meansthey have
beeninfected with HIV. However, thereare only two exceptionstothisrule. First,
babiesborn to positivemothersretain their mother’santibodiesfor up to 18 months,
which meansthey may test positiveon anHIV antibody test, evenif they areactualy
HIV negative. Thisiswhy babiesbornto positivemothersmay receilvea PCR test
after birth (about thistest youwould learn subsequently inthissection only). Secondly,
some peoplewho havetaken part in HIV vaccinetrialsmay have HIV antibodies
evenif they arenot infected with thevirus.

ELISA isacommonly performed screening test. Screening assays must detect all
positivesera, tha is, should be highly senditiveeven if somefa sepositiveresultsdo
occur. Standard HIV antibody (ELISA) testsare at | east 99.5% accurate when it
comesto detecting the presence of HIV antibodies. Thishigh level of sensitivity,
however, meansthat their specificity (ability to distinguish HIV antibodiesfrom
other antibodies) isslightly lower. Therefore, results of ascreeningtest are never
used asthefind interpretation of HIV status, andindividua isnever identified onthe
basis of one screening assay astechnical errors can occur. Theserum reactivein
screening assay is subjected to confirmatory tests (as per policy and strategy of
testing) to be classified asreactivein repeated assays. Therefore confirmatory tests
arerecommended, which may be ELISA itself or Western Blot or PCR, rapid tests
likelatex, red cell, combtest, linetest, dot-blot assays. Ingenera, in resource-poor
settingswithrelatively high prevaence, asecond ELISA test may beused to confirm
adiagnoss. Thesecondtest isusudly adifferent commercid brand. Whentwo tests
are combined, the chance of getting aninaccurate result islessthan 0.1%. It may be
noted that as per the WHO guiddines, athree-kit EL1SA testisused in government
hospitas, threekitsof different brandsso asto ensure correct resultsto the maximum
levels.

Any HIV positiveresult given by an ELISA test mugt, therefore, be confirmed using
asecond test. Secondary testsinclude:

Western Blot Assay — It is one of the oldest but most accurate confirmatory
antibody tests. It iscomplex to administer and may produceindeterminate resultsif
aperson hasatrangtory infection with another virus.

I ndirect ImmunofluorescenceAssay —Itisjust liketheWestern blot, but usesa
microscopeto detect HIV antibodies.

Linelmmunoassay —Itiscommonly used in Europe. It reduces chances of sample
contamination and isasaccurate asthe\Western Bl ot.

Among thesetests, Western bl ot test isused asaconfirmatory test in most of the
countries. Thistest can separately detect antibodiesto variousHIV proteins. If
severd typesof antibodies are detected then theresult ispositive; if no antibodies
aredetected thentheresult isnegative. If thetest appearsto show only oneor two
typesof antibodiesthentheresultiscaledindeterminateor inconclusive. Thereare
two main reasonswhy this can happen. First, it may bethat the person hasonly
recently becomeinfected with HIV, and has not devel oped antibodies. Second, the
test may be showing aweak reaction to other antibodies unrelated to HIV. An



indeterminateresult indicatesthat further testingisrequired. Either theWestern blot
may berepeated afew weekslater, or adifferent test (such asPCR) may be used.
Therisk of afd sepositiveduring confirmatory testing isextremely tiny - around 1in
250,000 for theWestern blot, for example.

Rapidtest: A rapid HIV testisd so an antibody test. The advantage of arapid test
isthat you do not haveto return to get your test result - resultsareusually available
withinafew minutesor hours. Rgpidtestsaresingle-useand do not requirelaboratory
facilitiesor highly trained staff. Thismakesrapid testsparticularly suitablefor usein
countrieswith limited resources. Though thetestis‘rapid’ at providingresults, itis
gl anantibody test, soitisadvisableto wait for threemonthsafter any risk behaviour
beforetaking it. This makes rapid testsvery suitable for VCT in resource poor
countries. They arergpid, easy to perform and do not require sophisti cated equipment,
technica expertiseand aremostly cost effective. Someof them, particularly comb
tests, linetests, etc., area so discriminatory for HIV 1and HIV 2 antibodies.

The second type of test isan antigen test. It isalso known as P24 antigen test.
Antigens are the substances found on a foreign body or germ that trigger the
production of antibodiesin the body. The antigen on HIV that most commonly
provokes an antibody responseistheprotein P 24. The P 24 antigenisaprotein
that ispart of HIV. During thefirst few weeks after someone becomesinfected with
HIV, p24isproduced in excess and can be detected in the blood serum (although
asHIV becomesfully established inthebody it will fadeto undetectablelevels).
P24 antigen testsare sometimes used to screen donated blood, but they can aso be
used for testing for HIV inindividuas, asthey can detect HIV earlier than standard
antibody tests. Someof themost modern HIV tests combine P24 and other antigen
testswith standard antibody identification methodsto enabl eearlier and moreaccurate
HIV detection. Because the p24 test can detect HIV infection before the HIV
antibody test can, itisused for diagnosing HIV early inthe courseof infection. Itis
usually recommended that thistest istaken 3-4 weeks after possible exposureto
HIV.

Thethird typeof testisaPCR test. HIV teststhat detect the genetic material of
HIV itsdf (rather than antibodies or antigens) are known as PCR tests. PCR stands
for Polymerase Chain Reaction. Thewhole process of extracting genetic material
andtestingitwithaPCRtestisreferred toasNucleicAcid-amplification Testing or
‘NAT’. PCR testsdetect the genetic materia of HIV itsalf, and canidentify HIV in
theblood within two or threeweeksof infection.

PCR tests comein two forms: DNA PCR and RNA PCR. Babies bornto HIV
positive mothers are usually tested using aDNA PCR becausethey retain their
mother’santibodiesfor severa months, making an antibody test inaccurate. Blood
suppliesin most developed countries are screened for HIV usingan RNA PCR
test, which can produce positiveresults severa daysbeforeaDNA test. Both types
of test can be used to measuretheamount of virusthat is present within aperson’s
body (referredtoas‘vird load’ tests). When aperson aready knowsthat sheor he
isinfected with HIV, they may also have aviral |oad test to detect HIV genetic
material and estimatethelevel of virusinthe blood. Thiscan be performed using
either an RNA or DNA PCRtest. PCR testsare not often used to test for HIV in
adults, asthey arevery expendveand more complicated to administer thanastandard
antibody or P24 test. However, they may be offered in specid circumstances, or by
privateclinicswherepatientsarewillingto pay. NAT generdly gives positiveresults
much sooner than standard antibody testing, making it useful in situationswhere
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early diagnosisisnecessary. An RNA PCR test will produce apositivetest result
withintwo to three weeks. A DNA PCR test will provide positiveresultswithin
threeto four weeks (sometimes sooner). Fal se positive results are more common
than fdsenegativesduetothe PCR Test’ssengtivity; hence, dl positiveresultsmust
be double checked using astandard antibody test.

Most peopl e devel op detectable HIV antibodieswithin 6 to 12 weeksof infection.
Invery rarecases, it can take up to 6 months. It isextremely unlikely that someone
would takelonger than 6 monthsto devel op antibodies. Getting tested earlier than 3
months may result in an unclear test result, asaninfected person may not yet has
developed antibodiesto HIV. Thetime between infection and the devel opment of
antibodiesiscalled thewindow period. During thewindow period, peopleinfected
with HIV will not yet have antibodiesintheir blood that can be detected by an HIV
test. However, the person may aready havehighlevelsof HIV inther blood, sexud
fluidsor breast milk. Peoplecan transmit HIV to another person during thewindow
period even though they do not test positive on an antibody test.

Further, itisasoimportant that oneisnot exposed to further risk of gettinginfected
with HIV during thewindow period. Thetest will beaccurate only if thereareno
other subsequent exposures between thetime of possibleexposureto HIV and the
test. A negativetest at threemonthswill d most waysmean apersonisnot infected
withHIV. If anindividua’stestisgill negativeat six months, and they have not had
unprotected sex or shared needlesagaininthe meantime, it meansthat they do not
have HIV, and will not thereforego onto devel opAIDS.

Check Your Progressl|
Note: @) Usethespaceprovided for your answer.
b) Check your answer with those provided at the end of thisunit.

1) What arethesituationswhen apersonwhoisnot HIV positive may still
show presenceof antibodiesagainst HIV inthe body?

2) What reasonswould you offer asacounsd or for your client who issuspected
of HIV butisunwillingtogofor testing?




43 HIVTESTING: TYPESAND ETHICAL ISSUES
INVOLVED

HIV testing has become adelicate issuefor reasons more than one. Associated
stigmaand discrimination hasgiven HIV aunique status. Peopl e, after being tested
HIV positive, facewidediscriminationinther family, community, work placeand
even at hedthcareinstitutions. Researcheshave shown that in hospital s, trestment of
suspected cases of HIV ispostponed till their test resultsare out and if they are
sero-positive, they may haveto facedenid of treatment. Surgeonswould decline
from any invasive procedures on suspected and confirmed HIV positive persons,
physicianswoul d not even touch them, paramedical staff would show revulsionand
detestation and through direct and indirect cues and signsthe HIV status of the
patient would bedisclosed to all.

PogitiveHIV test resultshave brought much of expl oitation, dehumani zing trestment,
overt discrimination and oppression to people. Hence, many hidetheir sero-status,
others maintain anonymity by ng far off health servicesavoidingthe nearby
ones. Initially, doctorswould order for HIV test of their suspected patientsand
without any information, consent or counsding, the patientswereforced to get their
test done, which would initiate an unending process of stigma, discriminationand
oppression. However, NGOsand socidly enlightened people had filed Public Interest
Litigation (PIL) against the health care ingtitutionsfor uninformed and mandatory
HIV testing followed by discrimination and denial of further trestment in myriad of
ways.

Thismandatory testing of personssuspecting of carrying HIV infection have created
much hueand cry inthe country. Testing for HIV, whichismerely abiologica tet,
hasdevel oped ethica, mord and legd dimensons. Testingwithout explicit * consent’
of the patientsi.e. mandatory testing has proved to be counterproductivein thelong
runsinthecontrol of HIV epidemic. Mandatory testing can drivethetarget people
underground and makeit moredifficult for launchingintervention. The Government
of India stake on thiswasthat thereisno public health rational e for mandatory
testing of a person for HIV. On the other hand, such an approach could be
counterproductiveasit may scarealarge number of suspected casesfrom getting
detected. Peoplewouldrefrain from knowing their sero-statusand getting information,
counseling to take gppropriate measuretoimprovetheir quality of life. When people
0o undetected, transmission of HIV inthe community would beassume proportions
nolessthanafireinaforest.

Therefore, HIV testing carried out on voluntary basiswith appropriate pre and
post-test counseling isconsidered to beabetter strategy, and in consonancewith
thenationd policy onHIV testingaswedl asthe WHO Guiddlines. Thegovernment
hasmaintained that HIV testing should beapart of overdl comprehensive preventive
and promotive programmes. Testing by itsalf doesnot result in behavioural changes
that canredtrict tranamission of HIV to othersand therefore, testing should beapart
of total control programme providing social support, meansand skill to reduce or
eliminated risk behaviour. The policy guideinesof thegovernment on HIV testing
maintainsthat —

« Noindividual should be madeto undergo amandatory HIV testing

«  Nomandatory HIV testing should beimposed asaprecondition for employ-
ment for providing health carefacilitiesduring employment.
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«  Adeguatevoluntary testingfacilitieswith pre-test and post-test counsdlling should
be madeavail ablethrough out the country in phased manner. There should be
at least oneHIV testing centrein each district of the country, for voluntary
testingin the Government Sector.

. Nodcitizenwill beforcedtoundergoan HIV test;

The main ingredients of Voluntary Testing are Informed consent after pre-test
counsdlling, confidentiaity and pogt-test counsdling at thetimeof disd osing of positive
aswell asnegativeresults. HIV testing for the purpose of confirmation of the sero-
dausof anindividud musgt dwaysbeundertaken after pretest counsdlingandinformed
consent. Testing without informed, written and explicit consent, has provento be
counter productiveand hasdriventhe HIV positiveindividualsunderground. This
makes prevention and intervention moredifficult. Pretest counselling al so enables
theindividua stofacethe HIV test results(refer for detail sin next block).

Asper thegovernment policy andinternationa guidelines, the confidentiality of the
test results (both negative aswell aspositive) should bestrickly maintained in most
cases. Thisisto respect theprivacy and rights of theindividua sand to protect them
from di scrimination, victimization and stigmati zation. Thetest results, thenameor
theidentity of theindividuas, and such other detailsmust never bedivulged loosdly.
Thetest report must be placed in asealed envelopemarked ‘ confidentia’” and must
be submitted to theclinicianwho requisitioned thetest. Therecordsinthelaboratory
must be kept secure to prevent access by unauthorized persons. Theresultsare
never to becommuni cated viatel ephones/fax/emalls, etc. Confidentia testing means
that theresultsof any HIV test performed will not be reveal ed to anybody except
designated dinic gaff, andin some cases, specific public hedthofficids. Confidentia
testing will usualy requireapersonto givether details (name, age, address) tothe
clinic performing thetest. They then haveto contact or returnto the clinic after to get
theresults (unlessarapidtestisused). Theclinicsarelegally bound to not reveal
personal detailsand test results. Private doctorsalso perform HIV tests. Incasean
individua doesnot want their nameassociated with their test, anonymousHIV testing
may aso be offered. Anonymoustesting can either be ensured by apatient giving a
fal se nameand address (which can createdifficultiesif aperson testspositiveand
needsto beinformed), or can be specifically requested.

Anonymousunlinked HIV testingisaform of testing used worldwidefor research
and survelllance purposes, most commonly among pregnant women. Blood samples
takenroutindy for other testsareadditiondly tested for HIV. No persond information
istaken and thereis no way of linking the test results back to the person being
tested. Theresultshaveno direct individud usebut can provideimportant information
for estimating HIV prevaenceand incidence.

Though Nationa AIDSPreventionand Control Policy unequivocaly said thereshould
be no discriminationin matters of employment to an HIV positive person and that
they should be guaranteed rights enjoyed by other members of society, many
employersfiretheir employeeson being detected HIV positive, evenif their sero-
status does not hamper intheir job responsibility in any ways. One Constable had
approached theAndhraPradesh Administrative Tribunal, stating that though he
cleared thewrittentestsand wasprovisonally selected for the post of Sub-Inspector,
but was denied promotion only because hetested positivefor HIV. The Tribunal
had rejected hisclaim going strictly by the Andhra Pradesh Revised PoliceManud,
which prohibited entry of personswho areHIV positiveinto government service.
He apped ed beforethe AndhraPradesh High Court, which dlowed hisclam. Even



the Ministry of Labour maintained that “it was wrong to deny employment or
promotion to anyonejust because he had tested positive for HIV, sero-positive
persons should be guaranteed equa rightsto education and employment as other
membersof thesociety”. Nationa AIDS Prevention and Control Policy also assert
that HIV statusof aperson should be kept confidential and should not inany way
affect hisright to employment, position at workplace, marital relationship and other
fundamentd rights.

There are some of the knotty i ssuesassociated with HIV testing. Oneof themis
partner notification. Thoughinternational guidelinesstressthat counsdllorscanonly
motivate and persuade the sero-positive clientsto notify their sex partners about
their HIV gtatus, they shall not notify clients' partnersthemselves. However, inIndia,
the Supreme Court, in responseto acasefiled by an HIV positive widow whose
husband hide his sero-positive status at the time of marriage, questioningwhoiis
respongblefor this, gavetheverdict—“itistheresponsbility of the healthcareworkers
tonotify thepartner if theclientsdonot do so”. It seemsto beabreach of confidentidity
but isneeded to save thelife of many women whose only risk behaviour istheir

marriage.

Therearesituationswhenrightsof PLHA comein conflict withthoseof ther partners.
It istheright of the PLHA to decide who needsto know hisHIV positive status.
However, if he decides not to notify his partner, thenit would beinjusticeto his
partner. Further, doctorsalso claim that they need to know the HIV status of the
patient for his/her treatment. Relatives or caregivers, inthehospital, alsoinsist to
know thesero-statusof their patient. However, responding to such precariousi ssues,
theNACO guidelinesindicatethat only partner notificationisamust, whilemedica
staff, doctorsand nurses, need to observeuniversa precautions. If thereisaneed to
bresk confidentiality at thetimeof partner notification these stepsshould befollowed:
first encourageclient totell on hisownto hispartner about hisHIV positive status;
if heisadamant not to disclose, then warn and if hetill does not notify, then counselor
shouldinform.

Another knotty issuewhether or not children should know their statusaswell as
their parents HIV status. It isrecommended that as soon as possible, children
should beinformed about their own HIV statusaswell asthat of their parents, and
that parentsthemsel ves should inform the child. Children are ableto absorb the
shock if parentsthemselves notify them. In situationswherethey cometo know
from outsi de sources contoured with stigma, labeling and derogation, it hasfound to
have detrimenta effectson children.

Check Your Progressi|
Note: @) Usethespaceprovided for your answer.
b) Check your answer with those provided at the end of thisunit.
1) Whatisthedifferencebetween mandatory, voluntary androutineHIV testing?
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4.4 HIVTESTINGSITES PROCEDURESAND
MANAGEMENT

Asseeninearlier sections, HIV test isnot merely abiologica or pathological test. It
involvesmany complexities, dilemmas, mora and ethica concerns, legd issues, human
rightsand social justice. Inthiscontext, let usfirst understand thesitesfor HIV
testing. In maost countries, therearemany placesfor testing of HIV. Itisrecommended
that onegetstheHIV test doneat ahedthclinicor at agpecidist HIV/AIDSVoluntary
Counsdlingand Testing (VCT) gte. At these Sites, often doctors, trained counsdlors,
and other health professondsareavailableto providerequired inputs. HIV testing
isdonein the pathology labsin hospitals, private labs, dispensaries and so on.
However, NACO hasinitiated establishment of Integrated Counsellingand Testing
Centres (ICTC) at various places, where people can come and get their HIV test
done after informed consent and proper counseling with surety of confidentiality.
ThelCTCisan extremely important component of HIV/AIDS care, prevention and
control programme. Itsservicesare holistic and integrated asit servesasan entry
point for HIV counseling, testing, treatment of opportunistic infections, ART,
psychosocia support and referral to appropriate services.

Accordingto NACO guidelines, theambiance and infrastructure of ICTC should
be conducivefor theclient to confidein the counsallor and undergo testing. ICTC
should be easy tolocate and there shoul d be proper sign boardsand use of symbols
for non-literateclients. Itsname shoul d be non-stigmatized one, easily understandable
and preferably inlocal language. Thewaiting areashould bein closeproximity tothe
counsdlling and blood collection Site. It should bewdl lit and with adequate ventilation
and sufficient Sitting space. It should havetoysfor children accompanied by parents,
books, posters, brochures, IEC materialsto provideinformation related to STI/
HIV. There should be two separate roomsfor counseling—one each for themale
counselor and the femal e counsellor. The rooms should be sound proof so asto
ensure confidentiality. Further, core staff should comprise of ICTC manager,
counsdllorsand lab technicians. Guiddinesins st that qualification for counsellors
should bemagtersin thedisciplineof socia work or psychology, with counsdlling as
aseparate paper and essentialy with practica exposureto counselling/casework.

Let usbriefly look at the procedurefor counsdling and testing. Theclient onreaching
the centreisregistered, and he/sheis given apersona identification number/digit
(PID). Client isadministered pre-test counselling during which he/sheisinformed
about HIV, how it spreads, how it causes disease, window period, possible need
for testing, implicationsof positiveand negativetest results, fa senegativeand false
positivetest, therisk behaviours, thetreatment, and sarvicesavailable. Thisinformation
isupdated and isconveyed to the client in alanguage understood by him/her. Onthe
basisof knowledge gained, the client makesinformed decision to either undergo
HIV testing or not. If theclient agrees, awritten informed consent isgivento him/her
for sgning. Thenext stepisthecollection of blood sampleasper theblood collection
guidelines, andthe client isasked either to wait, if thereisfacility/timetodo rapid
testing. Otherwise, theclient isissued apaper with his’her PID Number and requested
to collect thereport on aspecified date, usualy by thethird day.

Generally, at ICTC, therapid HIV testing is performed in accordance with the
guidelines. Resultsareinterpreted and report i s prepared as negative, positive or
indeterminate. Necessary entriesaremadeintherel evant registers. Theclient comes
to collect thereport, whichisgiven during post test counsding. In case of thereport



being negative, the counselling isaimed at reducing the chance of risk behaviour.
Theclient isalso educated regarding strategies of risk reduction. In casethetest
resultispositive, theclient isprovided psychosocia support andisinformed about
availability of treatment and other services. Thisisdoneto help theclient copewith
thepositiveresult and in order to give him/her hope. Importance of safebehaviour is
stressed again to prevent secondary transmission of HIV. In case, theresult is
indeterminatethe client iscalled for repeat testing after 14-28 days. In case, the
result continuesto beindeterminate, theclient isreferred to National Reference
Laboratory for further testing. If required, theclient isreferred toART Centre. In
case the female client is pregnant, sheisreferred to PPTCT centre for further
management. All therecordsare maintained at the ICTC as per theguideines, and
confidentidity of testismaintained. Thedientiscounselled to get the spouse/children
tested for HIV. Theclient isprovided referral asper therequirements.

Itisgenerdly recommended that theHIV testisdonein ahedth caresetting. However,
insome countries* home sampling’ kitsareavailable. With ahomesamplingkit, a
person can take asample (usualy ablood sample) and then send it to alaboratory
for testing. A few days|ater the person phones up aspecial number, givestheir
individua identification code, and isgiven theresult over thephone. If theresultis
positivethen aprofessonal counsdllor will provide emotiona support andreferras.
For home sampling, themag or advantages are convenience, privacy and anonymity.
However, themajor disadvantage of thisapproachislack of opportunity for pre-
test and often post-test counselling, whereclient is prepared for test resultsand also
provided useful information with regard to prevention of transmission of HIV andits
management.

Now-a-days, HIV test kits are also available for testing at home. It maintains
confidentiality and anonymity, but without any scopefor counselling. Reactivetest
resultsmust be confirmed by further testingat aclinic. If purchased over theinternet,
there could be no guaranteeregarding thegenuineness of test kit nor the accuracy of
thetest results. Inthe event of anincorrect result, theremay be nolegal recourse.

Currently, HIV testingisdonein serum/whole blood and plasma. In some countries
other body fluidslike urine, sputum, etc., arealso used. In India, other than blood
and blood products, HIV testing on urine and saliva have not been eval uated nor
vaidated.

In recent times, alarge number and wide range of rapid testsof high quality have
becomeavailableand are currently being used worldwidein varioussituationslike
emergency cases, pointsof carelikeVCTC, ICTC, PPTCTCs, etc. Different types
of rapidtestsare: dot blot assay, lateral flow assay, dip-stick, comb test, etc. Their
advantages arefollows: they are easy to perform, very rapid, requires no complex
equipment and only limited infrastructure. Some assays can be stored at room
temperature, such testshavewidetemperaturerange stability, can beused at remote
periphera labsand in situationswhen same day resultsarerequired. Management
of waste generated by rapidtest iseasier to dispose off.

TestsRelated to Management of HI'V: Many pathological testsare conducted
on PLHA for assessing their health status depending upon the types of allments
cropping up inthe body. Asyou are aware, out of awide range of opportunistic
infections, afew may afflict the health of PLHA. Depending upon the symptoms,
doctorssuggest certain pathol ogical testsfor thePLHA such astestsfor Haemoglobin,
ESR, tuberculoss, bacterial and fungal infections, and so on. However, one pecific
test doneon PLHA isCD4 count test that needs mention.
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Now, et usattempt to understand what the CD4 test is. It may bereiterated that
HIV attackstype of immune cells called the T-helper cells. Thesecellscarry a
protein called CD4 ontheir surface, which HIV usesto attachitsdf in thebody. The
T-hel per cdllsplay animportant part in theimmune system by helping to coordinate
al theother cdlstofightillnesses. A mgor reductioninthenumber of T-helper cells
can haveaseriouseffect on theimmune system. HIV damagesmany T-helper cdlls
and asaresult, therearefewer cellsavailableto help theimmune system. A CD4
test measuresthenumber of T-hel per cdls(inacubic millimetreof blood). Someone
uninfected with HIV normally has CD4 count between 500 and 1200 cdls/mn. In
apersoninfected with HIV the CD4 count declinesover anumber of years. Doctors
often usetest of CD4 count as aparameter to gppraise health statusof PLHA and
evento takedecision regardingwhento start antiretroviral treatment for HIV.

Inmost of the countries, generdly the CD4 test isused to determinewhen aperson
should start trestment. Though thereisvariation betweentheguidelinesoninitiation
of ART between different countries, treatment isgenera ly recommended when the
CD4 test indicates a count less than 350 cells/ mm?. When this happens, other
factorsmay a so betakeninto account, such asvird load and opportunisticinfections.
TheWorld Health Organisation (WHO) hasamethod of describing the different
stages of HIV disease based on clinical symptoms, known asthe WHO staging
systemfor HIV disease and isuseful for healthcare settingswith poorly equipped
medical facilities. Thetable below showsthe WHO guiddinesto starting treatment
incountrieswith limited resources, based uponthestagesof HIV diseaseand whether
aCDA4testisavailableor not.

WHO clinical CD4 testing CD4 testing available
staging unavailable
1 Primary HIV infection Donot treat  Treat if CD4 count is below 200
2 Clinically asymptomatic stage Do not treat
3 Symptomatic HIV Treat Consider treatingif CD4 count is
infection below 350 start treating before
CD4 count fallsbelow 200
4 Progression from HIV to Treat Treat irrespective of CD4 count
AIDS

BeforeART isinitiated basic dinica assessment isgenerdly carried out. Thisincludes
determination of existingmedica conditions(such ashepatitis, TB, pregnancy, injecting
drug useand mgor psychiaricillness), assessment of current medications(including
traditiona and herba medications), weight measurement and assessment of patient
readinessfor therapy.

Check Your Progressi|1

Note: @) Usethespaceprovided for your answer.
b) Check your answer with those provided at the end of thisunit.

1) DifferentiatebetweenHIV testing a homeand at designated Siteslikel CTC.
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Inthisunit, welearnt about varioustypesof testing liketesting of antibodies (ELISA,
Western Blot, rapid tests), test of P24 protein linked to HIV virusand PCR test to
detect presence of virusand/or itsload in the body fluid. Antibody test because of
itscost effectiveness, accuracy, specificity and sensitivity isconsidered to bethe
standard oneand iswidely used in voluntary screening of HIV. PCRiscostly butis
not dependent on window period for itsaccuracy. Likewise, P24 test al so detects
presenceof virusin early periodsof infection.

Mandatory testing has had boomerang effect, because, of associated stigmaand
di scrimination, suspected peopl e declined fromtesting. Vol untary testing associated
with pre-and post-test counselling is considered ideal and isrecommended inthe
NACO poalicy ontesting. Pre-test counseling providesneeded information, prepares
individualsfor theresultsandisaplatform for takinginformed consent. Post-test
counseling aimsat behaviour change, adopting healthy, safelife styleand linkage
with needed services. Partner notification isadeicateand sengitiveissueif clientis
unwillingto disclose higher sero-statusto hig’her sexua partner. The Supreme Court
issued adirectivemaking it theduty of healthcarefunctionary toinform the partner
of theclient, if he/she after persuasion does not do so. Children should also be
informed about their sero-status preferably by their parentsasearly aspossible.

Integrated Counseling and Testing Centres are popular sites of HIV testing,
management and care. Adequate procedures arein placeto ensure confidentiaity
and conducive environment to clientscomingfor testing and care. Testing at these
stesiscons dered better than hometesting. Next, certain pathol ogical testssuch as
CD4 count testsareimportant, so asto manage health statusof sero-positivedlients.

46 KEY WORDS

Sengtivity of HIV test: itistheaccuracy with which atest can confirmthe presence
of aninfection. Testswith high sengitiviy show few fa se negativesand aremeant to
be used to screen blood prior to transfusion and ensure blood safety.

Sengitivity = True Positive(TP) x 100
TP+ False Negative (FN)

Specificity of HIV test refersto the accuracy with which atest can confirm the
absenceof aninfection. Testswith high specificity show few falsepositivesand are
to bepreferred for thediagnosisof HIV infectioninanindividual.

Specificity = TN (True Negative) x 100
TN + FP (False Positive)

Window period: Itisthetime period betweentheinitiation of HIV infectioninthe
body and development of antibodiesto levelsthat makeit detectable using the
currently available assays.
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48 ANSWERSTO CHECK YOUR PROGRESS

Check your progressl|

1
a)

2)

Thetwo Situationsare:

Babiesbornto positive mothersretain their mother’santibodiesfor upto 18
months, which meansthey may test positiveon an HIV antibody test, evenif
they areactually HIV negative. b) Some peoplewho havetaken partin HIV
vaccinetrialsmay have HIV antibodiesevenif they are not infected with the
virus

Ascounsd orswewould motivatethe dient whoisfrightened of takingan HIV
test onfollowing points:

. Rather than spending days, months and even years, worrying about the
possibility of having HIV, itisbetter to know your status.

. Ifyouarediagnosed asHIV negative, you would get peace of mind. You
would be encouraged to adopt asafe and healthy behaviour.

. Ifyouarediagnosed asHIV positive, you can be offered emotional sup-
port, and advice on what to do next. Doctorswould be ableto manage
and treat you in abetter way after knowing your sero-status, which also
includesinitiating antiretrovird treatment if necessary (and available).

« You can a so take measuresto ensure that you protect your partner and
your offspring from getting HIV.

Check your progressi|

1)

Mandatory HIV testing meansthat undergoing HIV test iscompulsory and
onecannot refuseit. Voluntary testing givestheindividua schoiceover whether
to betested or not. It meansthat it isthe conscious, informed and ‘free’ choice
of individual sto get tested for HIV. Routinetesting meansthetest isautomati-
cally performed, likein cases of pregnancy, organ donation, unlesstheindi-
vidual concerned raisesan objection and ‘ optsout’ . Both voluntary and rou-
tineHIV testsrequireaperson’sfull written or verba consent.

Check your progressi||

1)

HIV testinga homeisdoneusingrapidtest kits, whereanindividua caneasly
detect his/her sero-statuswithout involving any healthcarefunctionary. This
ensuresfull confidentiality and anonymity. However, pre-post test counselling
isnot availabletoindividualsopting for HIV testing at home. Contrary tothis,
ICTC ensuresinformed consent to the client dong with pre-post test counsel -
ling. At the ICTC, compl ete and adequate knowledgeisprovidedto theclients
duringregarding HIV, safebehaviours, risk reduction, partner notification, ART,
support groups, servicesand soon. Theseareunavailableif testingisdoneat
home.
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5.0 OBJECTIVES

Treatment and carefor Al1DS patient were non-issuesin theinitial reportsof the
NACO (Nationa AIDS Control Organization). Theissue of carewastaken up as
oneof thekey componentsonly during the Second Phase of the National AIDS
Control Project (1999-2004). Most of theliteratureon AIDS documentsthe need
for care and treatment of opportunisticinfections. But datafrom various studies
shows how the patients are | eft to fend for themselves. The need for emotional
support and asufficient diet for AIDS patients a so emerge as central concerns.
Therefore separating one from the other at thelevel of intervention would prove
ineffective. Hence, they will bededlt with together in thisunit.

Thisunit will enablethelearner to:

. understand thedrugsand therapy used for treatment of HIV/AIDS

. gopreciaethevarioustypesof carerequired for and givento peoplelivingwith
HIV/AIDS (PLHAYS)

. vaccinetridsandtheemergent ethical issues

5.1 INTRODUCTION

For thefirst decadeand ahaf after thediscovery of HIV therewasneither acure
nor any treetment available. Themutative natureof HIV makesit difficulttoinventa
vaccine, acureor for that matter an appropriatetreatment. HIV attackstheimmune
system, which defendsthe human body against pathogens. When the balancetilts
againg theimmune system, the peoplelivingwith HIV/AIDS (PLHA) becomemore
susceptible to opportunistic infections (Ols). With the body’s immune system
incapacitated to defend itself against Ol's, the PLHA ultimatel y succumbsto them.

Inthisunit wewill examine how with theintroduction of combination ARV (Anti-
Retrovird) therapy in 1996, HIV becameamanageabl ediseasefor thevast mgority
of PLHAS. However, the prohibitive costsof thedrugs and the necessary monitoring
testsmakeARV sunaffordablefor most PLHAS, especidly thoselivingin devel oping
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and least devel oped countries. In devel oped countries, the cost of ARV shasbeen
borne mostly by the State and partly through insurance. Asaresult, there hasbeen
amarked decrease in the number of deaths on account of HIV inthe past 10 years.
Ontheother handthe number of desthsin devel oping countriesdueto HIV continues
tospiral. AsHIV largely affectsthe young and productive popul ations, economies
in some countries have been affected by the HIV pandemic.

Wewill asodiscusson how theexpanding accessto trestment providesan incentive
for peopleto comeforward to bevoluntary tested for HIV. EvenasARV treatment
and treatment for Ol's hel ps suppressthe disfiguring symptoms of AIDS, it also
helpsallays people’ sfears of contracting the‘fatal’ disease. Asasocial worker
we need to devel op acumulative effort which would beto break the barriers of
stigmaand discrimination, which need to be overcomefor effective prevention
drategies.

ComprehensiveHIV/AIDS careisthereforethe need. Different disciplinesranging
from medica careto socia support areneeded. Socid workerscanwork in settings
suchasclinical careand nursing care; in providing counselling and psychosocia
support toindividuas, generating opportunitiesfor employment or financia support;
locating appropriatehousingin “ gppropriate’ neighbourhoods; providing careand
support of orphansand widows; aswell astraining in the careand prevention for
homecaregivers, eic.

5.2 HIV/AIDSTREATMENT

Thefirst lineof management for aPLHA isensuring her/hishealthy lifestyle. The
second isthetreatment of Ols. Themost occurring OlsinIndiaare Tuberculoss,
Candidiass, Cryptosporidiasis, HerpesZoster, Toxoplasmos's, Bacterid Pneumonia,
Cryptococca Meningitis, PCPand Kapasi’s sarcoma; all of which aretreatable
and curable. Asthevira count increasesand theimmunesystemiscompromised, it
becomes essential totry and restore the balance by lowering theviral load inthe
body of aPLHA. ARV sdothis, enabling PLHA to livelonger, hedlthier lives.

Anti-Retroviral Therapy

Thefirst drug discovered in 1987, acted in the rever se transcriptase enzyme so
that pro-virus DNA would not beformed. Sincethen, various drugsacting onthe
reverse transcriptase have been discovered. Two groupsof drugs: 1) Nucleoside
Analogue and 2) Non-nucleosi de anal ogue were discovered and used until 1998.
Thesewere the drugs, which acted on the enzyme protease, which helped in the
maturation of m-RNA to mature virions. These drugs were known as protease
inhibitors. In effect, the anti-retrovira drugs, actsonthevarious stagesof thelife
cydeof thevirusinthehuman body sopping thereplication of thevirus; neverthe ess,
it does not get the virus out of the human cell wherethey arefirmly integrated.
However, thesedrugs remain very costly, and the Government of Indiahas pledged
to support provision of drug programwith thehelp of DFID, Clinton HIV Initiative,
USAIDS, and other funding agencies.

TheWHOQO, in 2002, included ARVsinitsModel List of Essentid Medicines. This
list presents, “alist of minimum needsfor abasic hedth care system, listingthe most
efficacious, safeand cost effective medicinesfor priority conditions’. TheARV's
included and also availablein Indiaareasfollows:



1. Reversetranscriptaseinhibitors
() Nucleosideandogue: AZT (azidothymidine, zidovudine) —100 mg each
tablet; DDC (za citadine) — 75mg each tablet; Stavudine—100 mg. tablet
each; Lamivudine—150mg. tablet each; Didanosine; Di —deoxyadenosine
(ddA).

(i)  Non-nucleosdeandogue: Nevirgpine—200 mg. tablet each; Delavirdine,
Sudtiva, thiobenzimidazolinederivatives.

2. Proteaselnhibitors

() Saguinavir (SQV)
(i) Ritonavir (RTV)
(i)  Indinavir (IDV)
(iv) Ndfinavir (NFV)

Currently 107 government hospitalsare providing ART and CD4 count test free of
cost. ART isalso availablefor childrenin 87 centres. Inaddition, ART isalsobeing
provided by the private sector. National AIDS Control Programme (NACP)-III
has scaled up this serviceto alarge number of peoplethrough effective public-
private partnership aswell ascommunity partnership.

TheWHO hasdso release guidelinesfor apublic health gpproach tothe scaling up
of ARV sinresourcelimited settings. According to the Nationa Guiddinesfor Clinica
Management of HIV/AIDS, nearly dll thesedrugsareavailableinIndia. Therehas
been some debate over the efficacy of combination ARVs. However, it is now
accepted that ARV s*“reducesvira replication, prevent theemergence of resistance
and, ultimately, prevent treatment failurefor asignificant amount of time”. ARV's
thuslead toimproved ratesof mortality and morbidity, prolonged livesand improve
the quality of life. Different views have been posted on when ARV s should be
commenced. Inorder to provide uniformity the WHO hasissued guidelines, which
lay downwhen ARV sshould be started.

Treatment of HIV-related opportunisticinfections

Astheimmune system becomesincreasingly damaged by HIV, it becomes more
susceptibleto opportunigticinfections. Theseinfectionswould usualy befought off
by ahedthy immune system, but alow CD4 cdll count meansopportunisticinfections
such as PCP (atype of pneumonia) can belife-threatening. If oneof theseillnesses
becomesaseriousproblem, antiretroviral treatment may be advised immediately.
Treatment should only be started once the personisready. A lot of commitment is
needed, since following a drug regime can be quite demanding and in most
circumstances, thetreatment will haveto betaken for life. Onceit isdecided that
treatment should be started, doctors will advise of the various HIV drugs and
combinationsavailable, whichmight bemost suitable.

Some opportunisticinfectionsare easier to treat than others. Effective treatment
dependson health services being ableto procure, store, select and administer the
necessary drugsand to provide rel ated treatment, care and diagnostic servicesto
monitor health statusand treatment response. A few opportunisticinfectionsand
symptomssuch ascandidiasisof themouth, throat or vagina(thrush), herpes zoster
(shingles) and herpessimplex can be managed effectively through home-based care.
In ahome-based care setting, diagnosisis made by observing symptoms. Some
opportunistic infections may be diagnosed by observation or using amicroscope,
and treated wherethereis minimal health infrastructure. Such infectionsinclude
pulmonary tuberculosisand cryptococca meningitis.

Treatment and Care,
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In asetting with reasonabl e infrastructure, thefacilitiesavailableinclude X -ray
equipment and culturefacilities. Using these, opportunisticinfectionssuch asextra:
pulmonary tubercul osis, cryptosporidios's, isopsoriasis, PCPand Kgpos'’ssarcoma
can bediagnosed and treated. Opportunisticinfectionssuch as Toxoplasmoss, MAC
and Cytomegd ovirusinfection can bediagnosed and treated in placeswith advanced
infrastructure. Treeting theseinfectionsisoftenimposs bleinresource poor countries.
Many devel oping countrieslack the advanced equipment and infrastructure (such
as CT scanning) needed to treat these complex infections.

Check your progressl|
Note: @) Writeyour answersin the space provided.
b) Check your answer with the model answersat the end of thisunit.

1) What doyou understand by Opportunistic Infections(OlIs) inHIV/AIDS?
What arethe most commonly occurring Olsin India?

5.3 COMPREHENSIVE TREATMENTAND CARE

Inthissectionwewill discussed onvariouscritica issuesthat needsto be considered
while providing comprehensivetreatment and careto HIV patients. Wewill talked
about comprehensivetreatment and carewhich consistsof anumber of different
elements, including voluntary counselling and testing (V CT), food and nutrition,
support for the prevention of onward transmission of HIV, follow-up counselling,
protection from stigmaand discrimination, spiritual support, the provision of
antirgtrovirds(ARVs), treetment of STIs, management of nutritiond effects, prevention
and treatment of opportunisticinfections(Ols), traditiona treatment, palliative care,
preparing for death, family and orphan support.

Thereforein thissection wewill specially focused on therole of Socia Workers
while providing comprehensivetreatment and care, considering thefact that people
suffering fromHIV/AIDS have differing needs according to their stage of infection

Critical issuesfor treatment programmes

Thefollowing issues need to be considered before, during and after providing
trestment and carenot only tothe PLHAsbut to their family membersaswell:

« Counsdling, testing, and treatment awar eness

HIV counsdling and testing isparti cularly important asastarting point for accessto
other HIV/AIDS-related services. If a person does not know they are infected,
they cannot get any treatment or care. In most cases, people are diagnosed HIV
positive only when they are already serioudly ill. At this point, there are fewer
opportunitiesfor cost-effectiveinterventions. Thereforethe Socia Worker should,
inadditionto providing enough HIV counsd ling and testing facilitiesto meet demand,
itisimportant to encourage peopleto usethese services. Raising awareness of the



benefitsof trestment providespeoplewith anincentiveto learn their HIV status, and
so should help toincrease demand. However, in many soci etiesfear of stigmaand
discrimination remainsaseriousbarrier totesting. The Socid Worker should work
diligently to help overcomethisproblem, by moving towards offering every patient
anHIV test asaroutine part of health care, regardless of symptoms.

Before starting ARV's, aPLHA must be counselled and the treatment should be
dtarted only after obtaining vol untary informed consent from theclient. All thefactors
must be considered to determinewhether ARV scan be sustained lifelong, and al'so
to ensurethat thereisavailability of dternatedrug regimensin theevent of treatment
falure

« Helping peopleto meet programmerequir ements

Asasocia worker we should understand that in order to help patients, who are
most likely to benefit from antiretrovira treatment, it may be necessary, for example,
to arrangetransportation in order to hel p people meet theserequirements. Also, the
trestment strategy may require peopleto find the support they need to copewith the
demandsof treatment, whether it befrom friends, family or support groups. Those
who have a cohol dependence, substance abuse, or depression, need to be hel ped
to overcometheir problemsbeforethey start trestment. One of the main obstacles
inaccessing health carein genera isthe cost involved. The sameinsurmountable
barrier existsfor PLHAswho try to accessARV s. Thelndian pharmaceuticd industry
took thelead inlowering pricesof ARV sresultinginaworld widedeclinein prices.
Despite this, the cost of ARV's coupled with the cost of monitoring tests is
approximately Rs. 4,000 per month for thefirst line of treetment per month, making
thetreatment inaccessiblefor most PLHAsin India

« Nutrition

Evenintheabsenceof treatment, someonewho hasHIV islikely to remain hedthy
for longer if they have an ampleand nutritiousdiet. Theneed for good nutrition aso
appliestothosewho arereceiving treatment, especialy because some of thedrugs
should betaken on afull scomach, and moreover, littleisknown about the effects of
antiretrovira on manourished people. Furthermore, if someonelacksan adequate
food supply, they arelesslikely to be ableto adhereto adaily treatment regimen.
Hunger isamuch moreimmediate problem than thethreat of AIDS, and desperate
peoplemay evenresort to saling their drugsto feed themsel vesand their families.
For dl of thesereasons, we should consider nutritiond support to beakey component
of AIDStreatment programmes.

« Treatment for other infections

By thetimesomeonereachesthestageof HIV infection a whichtrestment isrequired,
they are often suffering from opportunistic infections such as Tuberculosisand
Candidias s Treatment centresmust beableto provide medi cationfor theseinfections
aswdll astheunderlying HIV infection. Socia workersmust also educate patients
regarding the possible harmful interactions between antiretroviral and other
pharmaceutica drugsaswell asdternativethergpies.

« Reliablesupply chains

Antiretroviral drugs can stop working if they are not taken every singleday. It is
thereforeessentia to maintain an uninterrupted supply of medication, fromthefactories
wherethe drugs are made all the way down to therural villages wherethey are
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needed. Thisdifficulty existsin Indiabecauseof the chronically wesk and unrdiable
digribution sysemsfor dl kindsof medicines. Transport and communication networks
too are often very poor. Socia Workersneedsto developinitiativesto remedy this
Stuation or network with thoseinternationa agencieswhich havetakeninitiativesin
thisregard, whichincludethe AIDS Medicinesand Diagnostics Service(AMDS),
whose partnersinclude UN agencies, USAID, the Clinton Foundation and various
other non-governmental organizations. AM DS collectsand distributesinformation
about drug pricing and supply chains, aswell as providing technical assistanceto
supply chain managers.

o Trained Saff

Shortage of trained staff isoneof the most serious problemsfacing antiretroviral
treastment programmes. Onereason for the paucity of health workersin poor countries
istheinternational poaching of doctors and nurses by the cash rich Europe and
North America. Skilled professiondsarelured abroad by better working conditions
and much better pay. Thismigration satisfiesthe needs of therich countries, but
drainsresourcesfrom nationsthat can ill afford to lose theworkerson whom they
had spent so much money for training. In response, asasocia worker we should be
working hard to expand recruitment and training schemesand try toinfluence policy
makers.

« Treatment Adherence

Ensuring thorough follow-up careisnot only important onanindividua level (asthe
drugsareonly effectiveif taken everyday for life), but isalso important onapublic
hedthleved, sinceit reducestransmission of drugresistant HIV. Thereforeamgjor
challengefor socia worker isensuring adherence, asunfortunately not all PLHAS
can benefit from ARV strestment. A significant number cannot tolerate ARV sbecause
of toxicity and/or dueto drug resistance. OnceARV sare commenced, they haveto
be continuedfor life.

« Universal Access

Itisrelatively easy to providetreatment wherethereisgood infrastructureinthe
form of voluntary testing centresin antenata clinicsaswell astheavailability of
medicines. It ismuch harder to moveinto rural areas and reach peoplewho have
little or no contact with health servicesor community organizationsor NGOs, or to
reach margindized groups such asrefugees, prisonersand injecting drugusers. Socid
Workersneedtolook for innovativewaysto reach themost underserved popul ation
groupsasthey strivefor universa access. Oneexampleistheuseof mobileoutreach
servicesto takedrugsfrom treatment centresto outlying communitieson aregular
basis.

« Traditional Healersand M edicine

Socia Workers need to understand that, traditiona treatmentsfor HIV/AIDS can
be attractive asthey are accessible, culturally appropriate and acceptable. They
may a so beaffordablein resource poor countrieslikelndia. However, thereislittle
evidencethat such therapiesare safe or effectivein treating HIV infection. Whilst
some of thetraditional treatments may be helpful, others may do more harm than
good. Traditional medicine should not replace more proven modern treatmentsif
they areavailable. However, intheabsence of suchtreatments, traditional medicine
can be promoted asafeasibleoptionif it relieves pain and makesthe patient feel
better. So dso, traditiond hed ersespecidly faith-hed ers, exorcists, magic-men may



beintegrated asfirst line contact pointswho may encourageinterfacewith thehedth
Services.,
End of LifeCare

PalliativeCare

End of lifecareisanimportant part of pdliativecare. Inmany resource poor countries,
theexigting hedthinfrastructureisinadequateto providecarein ahospita for people
who areapproaching theend of their life. Often, theonly option availablefor care of
peoplewith AIDSiscareat home, and even when hospitd careisavailablethismay
not bewhat people want. Whether inahospital, hospice or home, palliative care
amsto providecomfort and support for peoplewho aretermindly ill and, ultimately
alow themto diewith dignity. Thiscaninvolve controlling pain, tregting symptoms
such asdiarrhoeaand vomiting, relieving psychological or spiritua anguish, and dso
supporting familiesand caregivers.

Preparingfor Death

Itisoften believed that it isnot appropriateto talk about thefact that somebody is
going to die, and that mentioning death will in someway hastenit. However, for
those who wish to discuss death, an open discussion, ided ly from early diagnosis,
can help dying peopleto feel that their concernsare heard, that their wishesare
followed, and that they are not alone. M ost peopl e yearned to be assured that they
will beremembered. Encouraging friendsand family to share storiesor memoriesof
the person’slifemakesthe person fedl loved and cared for. People nearing desath,
arefrequently afraid of dyingingreat pain. Social workersor carersshould beable
to reassure patients that pain relief will be carried out up to the point of death.
Another great worry iswhat will happen to patient’s dependants after they die.
Where ever possible, the social worker should make plans for dependants and
partners. Althoughit can bedistressing to discuss such issues, formul ating plansmay
help reduce anxiety. Negotiating awill can a so prevent family conflict and ensure
that partnersand children arenot | eft destitute. Thisisparticularly important in India,
where ' property grabbing’ isawidespread phenomena.

Practica issuesto bediscussed beforedeath include:
. custody of children

. family support
. draftingupawill
«  funerd costs

. futureschool fees

Emotiona issuesto be discussed before death could include:

. resolvingold quarrels, especialy with closerelatives capable of providing
socia support

. assuringthe patient and family membersthat they areloved

. sharingand shaping hopesfor thefuture especialy for children who are | eft
behind

. bidding goodbyeto caregiversand providers

Family and or phan support

Looking after someonewith HIV can be very daunting and distressing task for
family members, partnersand friends. And the need to offer counselling to partners
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and familiesfollowing the death of afamily member or friend isoften overlooked,
particularly inresource poor countries. Counselling can hel p aperson to discuss
their lossand to mourn gppropriately. Theprocessof grieving may last many months,
and possibly even years. Further still, family members may have unresolved fears
about HIV infection for themsalves, socid workers can hel ped to cometo decisons
about HIV testing. However, for some peopleasingle counselling session may be
sufficient to clarify their thoughtsand relievethem off their feelingsand reassure
them that they are coping as best asthey can under the given circumstances. Other
people may need severa sessions. Some people may even never compl etely come
totermswithaloss, particularly that of achild. Theimpact of thelossof lifediffers
acrossfamiliesand communities. An even moredistressing fact iswhat happeningto
achild'slife, sheor helosesaparent. Morethan 15 million children under 18 have
lost oneor both parentsto AIDS. Caring for these children affected by HIV/AIDS
requires concerted action at all levels. In the countries hardest hit by HIV/AIDS,
carefor orphansliesoftenwith their extended familiesor communities.

Check your progressi|
Note: @) Writeyour answersin the space provided.
b) Check your answer with the model answersat the end of thisunit.

1) Listdownsomeof thecritical issuesthat need to be considered by aSocia
Worker whileproviding trestment and careto HIV/AIDS patients.

5.4 |ISSUESCONCERNINGAIDSVACCINE

Public hedlth officid shave placed enormous hopeonthepotentia of anHIV vaccine
to bring thegloba HIV/AIDS epidemic under control. For decades, vaccineshave
proven to beamong the most powerful and cost-effective disease prevention tools
available. Vaccinesif discovered, will aso have potentia advantages over existing
HIV prevention interventions; they can reach popul ationsthat otherwise havelimited
accessto health care and especidly prevention services, and they need not depend
on consistent and sustained behavior change by millionsof individuas.

AnHIV vaccine capable of controlling the pandemic would need to satisfy severa
criteria. It would need to be effective against multiple strains (or clades) of HIV,
especially those predominant in devel oping countries. It would have to be made
access bleto at-risk popul ationsthroughout theworld, including popul ationswith
minimal ability to purchasethevaccine. Andit would haveto be deliverablein
devel oping countrieswith rudimentary health careinfrastructures. Each of these
prioritiespresents special challengesto scientistsand policymakers. Yet numerous
scientific, ethical, public policy issuesand chalengesremain beforeavaccine can
reach al thosewho need protectionfrom HIV. In thenext section of theunit wewill
discussthevariousissuesconcerning thevaccine, ranging fromethicd to bility
and try tolocate social workersroleinthewhole process.



The Status of Resear ch

Vaccinesagainst HIV arebeing devel oped, and remainin variousstages of clinical
trids, yet nonehave proven effectivetill date. Itisimportant to conduct research to
find an effective vaccine because:

. Theavailability of asafe, highly effectiveand blepreventiveHIV vac-
cinewould beava uable complement to other preventiveinterventions, signifi-
cantly contributing to theinterruption of thechain of transmission of HIV.

« Wl concelved HIV immunization strategies coul d reach popul ationswhere
other interventionsare not sufficiently enough.

« Researchonpreventive HIV vaccinesisproviding new information onthe pos-
sibleuseof vaccines astherapeuticinterventions, to beused in associationwith
anti-retrovird therapies(ARTS), which couldlead to itslowering inthe cost of
thetreatmentsandto anincreaseinther long term efficacy.

The candidate vaccines need to be tested on healthy human volunteersthrough
sequentia phases. Phasel and |l trials provide dataon the saf ety of the candidate
vaccinesand on their ability toinduceimmune responses specificto HIV. These
trid saredoneamong small numbersof volunteers (50— 200 per trid). Depending
of theresultsobtained, candidate vaccine can proceed to large scalephaselll tridls,
to obtaintheir efficacy ininducing protection against HIV infection or AIDS. For
scientific reasons, Phaselll tridsaredonein popul ationswith high incidence of HIV
infection, involving thousandsof volunteers.

Since 1987, morethan 30 HIV candidate vaccineshave beentested in gpproximately
60 Phasel/ll trials, involving morethan 10,000 healthy volunteers. Most of these
trial shave been conducted in the United States and Europe; several havea so been
conducted in devel oping countriessuch asBrazil, China, Cuba, Haiti, India, Kenya,
Peru, Thailand, Trinidad and Uganda. Theresultshave confirmed the safety of the
vaccines, and have provided important scientific information to devel op newer
generations of candidate vaccineswith better ability toinduceanti —HIV specific
immuneresponses. Nearly al vaccinesare based on being abletoinduce astrong
enough CTL (Cytotoxic T-Lymphocytes) responseto afford protection. The best
vaccinewould bethe onewhich can stimul ate both antibodiesand CTL response.
Someof themare:

. AIDSVAX, agp 120 based vaccine that has reached to Phase I11 clinical
trids.

«  CTL inducing vaccineswhich can primethe CTLsto target arange of viral
proteinsand not just those on the outer surface of thevirus. Unlikeneutrdizing
antibodies, it will not stop an infection, but by killinginfected cells, the CTLs
can hold down viral load inthe body.

. Arecombinant adeno-associated virus (rAAV) actsasvector (harmlessvirus)
carrying three genes of theHIV subtype C, the strain that iscommonin India
and SouthAfrica. Thesevira vectorsare capableof infecting cellsnaturally,
and evoking animmuneresponse.

. Modified VaccinaAnkara(MVA) actsasvector, and it carriessix HIV genes
that have been optimized to match those strainscirculatingin India.

. Subunit vaccine: avaccinethat containsonly part of thevirusor other micro-
organism. HIV subunit vaccines produced by genetic engineering arereferred
to asrecombinant subunit HIV vaccines.
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TheWHO-UNAIDSHIV Vaccinelnitiativeiscoll aborating with nationd authorities,
laboratoriesand scientistsworking with HIV vaccine devel opment and eval uation
acrossthedifferent continents.

I ncentivesfor Private Sector | nvolvement

Despitetheurgent public health need, HIV vaccineresearchisat best aquestionable
financial investment; private sector pharmaceutical and biotech companies, which
play acritica rolein vaccine design and manufacture, have not raced to develop a
vacainefor HIV. Thescientific challengesare daunting, and the devel opment timeline
islong, expensive, and unsure. In addition, the vast mgjority of peoplewho need an
HIV vaccinelivein devel oping countries, wherethere are few resourcesto pay for
hedlth care or vaccines. Thisconcern about thelack of apaying market in developing
countries discourages private companiesthat fund HIV vaccine research from
investingin research on products particularly suitablefor |ower-income countries.

Thelack of private sector enthusiasm for HIV vaccineresearchistroubling for
public health advocates because much of the expertiseto devel op and manufacture
vaccinesrestsin private sector companies. A range of incentives can be proposed
by socid workersto encourage private sector investment in HIV and other priority
Vaccines.

Issuesfor Trial Participants

Itislikely that multiplelarge-scaletria sof several HIV vaccineswill benecessary
beforeahighly effective product isidentified. Thesetridswill involvethousands of
volunteersaround theworld over severd years. Clinical tridsof HIV vaccinesraise
important concernsabout participant protectionsand research ethics.

Some HIV vaccine candidates may engender an antibody responsein vaccines,
causingtria volunteerstotest “positive’ on standard HIV antibody testseven though
they arenot truly infected with HIV. IntheIndia, apositive HIV test result could
lead to severediscriminationinheathinsuranceand to socia stigma Thesmplefact
of participatinginan HIV vaccinetrial may cause someoneto belabeled a* high-
risk” individual, agay person, or adrug user. It isincumbent upon researchersto
ensurethey have adequate protection in placetowarntrial participants about these
risks and assist them if they should encounter problems. Confirmatory testing
technol ogy that can distingui sh between vaccine-induced infection and actud infection
should beaccessibleto dl thoseenrolledinvaccinetrias.

EnsuringAccesstoan HIV Vaccine

Developing an AIDS vaccine does not guaranteeits use. For example, the highly
effectivevaccinefor hepatitis B hasbeen availableintheindustrialized nationsfor
over 17 years, yet thisvaccine hasonly recently become accessiblein much of the
devel oping world. Health advocates and public health officials agree that it is
unacceptable for an HIV vaccineto follow the standard decade or longer delay
between licensnginrich countriesand avail ability in devel oping countries. Ensuring
simultaneous accessto an HIV vaccinein rich and poor countriesaikeinvolves
many challenges. Since, HIV vaccinesemploy advanced technol ogy, and may be
expensive compared with current vaccines, amajor issueistheseverely limited
hedlth careresourcesin poorer countriesfor purchaseof HIV vaccines. In addition,
margind hedth careinfrastructuresin many developing countrieswill render it difficult
to distribute avaccine. And vaccination programswill haveto be adapted to reach
therisk groupsthat need an HIV vaccine most urgently. Current immunization



programsin devel oping countriesfocuson reaching children, butitissexudly active
adolescentsand adultsthat will most immediately need avaccinefor HIV. A part of
thechdlengewill beto involvemany countriesrel uctant to acknowledge that young
peoplearesexualy active. Still more challengingisto reach the highly mobileor
displaced popul ationswith avaccine.

Thereareseverd proposd sfor accd erating accessto HIV vaccinesinthedeve oping
world. International organizations including the World Bank are considering
establishing purchasefundsto buy HIV and other vaccines. Thesefunds could be
financed with donationsfrom industrialized governmentsand major foundations.
Governments could also encourage tiered-pricing structures, in which vaccine
purchasersinindustrialized countries pay asignificantly higher pricefor thevaccine
than poor countriesand aid organizations. |AV | hasdevel oped innovetiveintel lectua
property agreementswith itsresearch partnersthat will facilitate more rapid access
to HIV vaccinesin devel oping countries. Elected officias, other policymakers, and
public health leadersin these countrieswill also need to make acquisition and
distribution of HIV vaccinesapriority.

Check your progressii|
Note: @) Writeyour answersin the space provided.
b) Check your answer with the model answersat the end of thisunit.

1) Whyisitimportant to conduct researchtofind an effectivevaccinefor HIV/
AIDS?

5.5 LETUSSUM UP

Themost effectivetreatment programmes arethosethat aretruly community-led.
Governments, hedth providersand non-governmenta organizationsshould striveto
mobilize al sectorsof society to achievethefastest possiblerate of expansionin
termsof HIV dlied sarvices. Thismeansharnessing the united strengths of community
organizations, faith-based groups, employers, familiesand peopleliving with HIV
themsdves.

Theissueof AlIDSasisthecasewith other ilinesses, isvery much developmenta
one. Thereisan urgent need to devel op anintegrated understanding of medicd and
developmentd issues. Theneed toforgemulti sectoral and integrated initiativesfor
AIDSisof muchimportanceasfor other ilinesses. Thevirtua non-existence of the
Generd Hedlth Serviceshascrucid implicationsfor care. Theinfectionsthat affect
the AIDS patientsand require care and treatment for prolonging aproductivelife
areillnessesthat affect al. Adequate accessto an effective GHSwith aworking
referrd system would ensure sufficient and affordabl e trestment to mitigate suffering.
Theintangibleinputs of responsiveness, empathy, technical effectivenessof care
and confidentiality especidlyinthecaseof AIDS, arecritical eementsthat need to
befed into thetraining of medical personndl.
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For many years, the ass stance provided to peopleliving with HIV in poor countries
haslargely consisted of home-based palliative care and hel ping peopleto prepare
for death, and some support organizations till regard thisasthe only help they can
give. Thereistherefore areal need to change attitudes—to | et people know that,
with sufficient effort, treatment can be provided to save lives even in the least
devel oped placeson earth.

Despiteall the challengesinherent in HIV vaccine development and delivery, a
preventive vaccinefor AIDS remainsthe best hopeto end the global epidemic.
Researchers, public health leaders, governments, private organizations and
companies, and affected communities must work together closdly to accelerate
research and delivery of HIV vaccinesthat can stem the tide of new infections
throughout theworld.

5.6 KEY WORDS

ARVs. They aredrugs, whichinhibit thereplication of HIV, thereby decreasingthe
vird load andincreasing thenumber of CD4 cells. Thishd psin prolongingthelifeof
aPLHA. Oncecommenced, thetreatment hasto be continued for life.

CD4tedt: HIV attacksatypeof immunesystem cell calledthe T-helper cell. This
cdl carriesonitssurfaceaprotein caled CD4, which HIV usesto attachitsdlf to the
cdl beforeganingentry. It measuresthenumber of T-helper cdlls(inacubic millimeter
of blood). Someone uninfected with HIV normally has between 500 and 1200
celmma3. Inapersoninfected with HIV the CD4 count declinesover anumber of
years.

Opportunistic | nfection: Peoplewith advanced HIV infection arevulnerabletoa
host of infectionsand mdignancies. Thesearecdled' opportunisticinfections because
they take advantage of the opportunity offered by aweakened immune system.

Palliative Care: Paliative careisthetype of carethat controlsthe symptoms,
reduce pain, and improvesthequdity of lifeof patientsand their familiesfacing life-
threateningillness. Particul ar attention isgiven to the prevention, assessment, and
treatment of pain and other symptoms, and to the provision of psychological,
emotiona and spiritua support.

Vaccine: Vaccinesstimulaethebody’ simmune system to provideagaingt infection
or disease.
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5.8 ANSWERSTO CHECK YOUR PROGRESS

Check Your Progressl|

Peoplewith advanced HIV infection arevulnerabletoinfectionsand maignan-
ciesthat arecdled‘ opportunisticinfections’ because they take advantage of
the opportunity offered by aweakened immune system.

The most occurring Ols in India are Tuberculosis, Candidiasis,
Cryptosporidiasis, Herpes Zoster, Toxoplasmos's, Bacterid pneumonia, Cryp-
tococca meningitis, PCPand Kapas’ssarcoma; dl of which aretreatableand
curable,

Check Your Progressl|

Counsdling, testing, and treatment awareness

Helping peopleto meet programme requirements
Addressing Nutritiond requirement

Treatment for other infections

Ensuring reliablesupply chainsfor medicineand trained staff
Trestment retention

Moving towardsuniversa access

Promoting traditional healersand medicine asafeasi ble option wheretreat-
mentisinaccessble

Pdliative careincluding preparing for deeth and discussing practicd issueslike
Custody of children; Family support ; Making awill; Funeral costs; Future
school feesetc.

Discussing Emotiona issuesbeforedegth likeResolveold quarrdls; tdll patient
and family membersthat they areloved; Share hopesfor thefuture especialy
for children who areleft behind; Say goodbyeto carersand providers

Providing family and orphan support

Check Your Progressi|1

Theavailability of asafe, highly effective and accessible preventiveHIV vac-
cinewould beava uable complement to other preventiveinterventions, Signifi-
cantly contributing to theinterruption of thechain of transmission of HIV.

WEel| conceived HIV immuni zation strategies coul d reach popul ationswhere
other interventionsare not sufficiently enough.

Research on preventive HIV vaccinesisproviding new information on the pos-
sbleuseof vaccinesasthergpeuticinterventions, to beused in association with
anti retroviral therapies, which could lead to itslowering in the cost of the
treatmentsand to anincreaseintheir long term efficacy.
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