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FOREWORD

India adopted theDeclaration of Commitment on HIV/AlIDShe United Nations General Assembly Special
Session (UNGASS) on HIV/AIDS in June 2001. This Country Progress Report (CPR India 2010) for the period
cvH EC 7116 §} u & 7116 E (o S }p&E }uvSEC[* }uu]Su vs 8} §Z § o]

Iv ] [ & *%}ve 8§} §Z Z vP]vP v SUu@E& }( $Z iésframéwoile add approachegv SZ %o
of the National AIDS Control Programme. The third National AIDS Control Programme Strategy and
Implementation Plan (2007-2012) is based on and builds upon the lessons learnt and achievements made in
Phase | and Il. The CPR India 2010 presents an overview of the epidemic, the strategic national response and

its impact, and the challenges that lie ahead. India is a large diverse country and the epidemic is
concentrated in six states among high risk populations. Complex social issues and entrenched social
positions pose significant challenges for the policy makers, donors and the civil society engaged contributing

to the national response.

/v ] fesponse to AIDS has made substantial strides as is evident from the report. There has been a
significant scale up in coverage and infrastructure: i) targeted Interventions among high risk groups, ii) care,
and treatment and support services and iii) counselling and testing services. The accelerated roll-out of the
programme and regular use of data for monitoring and evaluation of programme implementation at state
and district level have been important focus areas.

Reflecting our faith in theZhree Onegprinciple, a number of processes were undertaken to get the views
and inputs of the wide range of stakeholders who are responsible for the HIV and AIDS response in the
country including national Civil Society Organisations working in a variety of thematic areas, the UN and
other multilateral organisations, bilateral organisations, donors, and international non-governmental
organizations working with the country to strengthen its response. | would like to acknowledge the
contributions made by civil society and development partners who participated in the consultation process
and provided feedback and technical inputs in shaping the report.

This report has been developed by the National AIDS Control OrganisBiienStrategic Information
Management Unit began work on the report in November 2009 and was swggpbytthe UNAIDS and

WHO country officed.appreciate the efforts of Dr. S. Venkatesh, Deputy Director General (M&E), Mr Ugra
Mohan Jha, M&E Officer and Dr Yujwal Raj, Technical Officer (Surveillance) from the Strategic Information
Management Unit Heads of divisions and other officers from NACO and State AIDS Control Societies have
provided technical material for the various sections of the report. Representatives of Civil Society
Organisations have provided valuable inputs for the National Composite Policy Index.

I acknowledge the contributions of all those who are supporting NACO in strengthening the National
Response in India. We are committed to developing and implementing effective evidence-based strategy
with active involvement of all the stakeholders to effectively respond to the challenges and achieving the
goals and objectives set for the programme.

(K. Chandramouli)

Secretary, Department of AIDS Conigol

Director GeneralNational AIDS Control Organisation
Ministry of Health and Family Welfagr&overnment of India
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II. STATUS AT A GLAR

The HIV epidemic in India, first recognised in 1986, is now just under 25 years old and is counted
among the most serious public health problems in the country. In 2008, an estimated 2.27 million

people between the ages of 16-6 C &=~ }( /v ] [* §i0l u]owdstvirfg With HoV $RLNIV).
India carries the largest burden of HIV behind South Africa and Nigeria.

India is deeply conscious of its international commitments on Dieelaration of Commitment on
HIV/AIDS 2004nd thePolitical Declaration on HIV/AIDS 2006accordance with them, the country has
striven to improve and expand its efforts to halt and reverse the HIV epidemic and to fulfil its obligations
on reporting the status of its response. This Country Progress Report India 2010 (CPR India 2010) has
been developed by the National AIDS Control Organisation (NACO) of India. Work on the report was led
by the Strategic Information Management Unit (SIMU) of NACO in close cooperation with the UNAIDS
office located in country and consultants provided through their aegis.

II. A. INVOLVEMENT OF STAKEHOLDERS IN THE REPORTING PROCESS

NACO undertook a number of processes to obtain views and inputs from a wide range of
stakeholders who are partners the HIV and AIDS response in the country. In addition to obtaining
inputs from key government officials responsible for implementing and monitoring various components
of NACP lll, get of stakeholders were consult@étluding national Civil Society Organisations (CSO)
working in a variety of thematic areas, the UN and other multilateral organisations, bilateral
organisations, donors, and international non-governmental organizations (NGO).

For feedback particularly on the National Composite Policy Index Part B (NCBBGB)pnsultations
were held in Bangalore and Bhopalthe later part of 2009 with 43 CSO. Just below 60 persons from
these organisations participated, bringing to bear their considerable grassroots experience to this
documentation. Representatives were identified from the participants to take part in further discussion
of the report especially those relating to the finalization of the National Composite Policy Index part B
(NCPI-B). These representatives and others from the north-eastern part of India; PLHIV; the UN; and
multilateral and bilateral organisations were invited to participate in a consultation in New Delhi in
March 2010. At the March consultation the NCPI-B was reviewed. Scores and views expressed in the two
prior CSO consultations were harmonised. Further, through a process of posting the draft NCPI-B on an
electronic platform provided by the HIV Solutions Exchange which has a wide and diverse membership,
the reach of consultation was greatly extended to potentially 4300 interlocutors.

The CPR India 201Bas also drawn from a mid-term review (MTR) of the National AIDS Control
Programme phase Il (NACP 1) undertaken by the Government of India with the support of its partners.
The MTR fortuitously took place in November-December 2009 and has reviewed the performance of the
programme in detail. The Aide Memoire provided by development partners to the government concisely
captures their key findings and recommendatiom$is report also draws upon the numerous activities
being undertaken by various individuals and institutions working on HIV and AIDS in India; key
interviews with NACO staff and those of its allied institutions such as the National Technical Support
Unit (NTSU)the knowledge of the consultants; and inputs from the UNAIDS India team. Inputs from
senior officers were especially useful in providing a view of the efforts that the programme in India is
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making to focus efforts both broadly on thematic imperatives as well as to respond to the local
granularity of the epidemic as it plays out in this populous country.

Finally, this report has been reviewed by the highest levels within the administration of the
Government of India and represents the response of the country to the HIV and AIDS epidemic.

II. B. THE FRAMEWORK OF THE RESPONSE

Thepolicy framework for the NAGR anchored in the National AIDS Prevention and Control Policy
(NAPCP) of 2002. India has a well articulated national strategy and approach which is described in the
NACP Ill. The current phase Il of Mational AIDS Control ProgramnidACP) began in 2007 with the
overall goal of halting and reversing the epidemic in India over a period of five years. Bearing in mind
that over 99.5 percent of the population in the country is fifeinfection, NACP IlI places the highest
priority on preventive efforts while seeking to integrate prevention with care, support and treatment.
The NACP Il recognises that the reach of services in a country the size of India and with the extreme
marginalization of the most affected communities is difficult to achieve. It hence utilizes public,
nongovernmental and private health institutions to carry out its functions of prevention and care,
support and treatment.

Given the size and total population of the country, an important focu®n decentralizing
responsibilityfor prevention, support and supervision to the state, district and the sub-district levels.
Administratively, NACO relies on State AIDS Control Society (SACS) set up in each state to perform its
mandate. The NACP Il seeks to differentiate the requirements of different geographical locations in
respect of risk and vulnerability to HIV. District AIDS Prevention and Control Units (DAPCU) are set up in
some of the most vulnerable districts to provide management oversight to HIV and AIDS activities in the
districts. The DAPCU will work seamlessly with the district administration and programmes provided
under the National Rural Health Mission (NRHM) with which the NACP will con@ergeergence of the
NACP Il with the NRHMs been aimed in six areas namely: Integrated Counselling and Testing Centres
(ICTC); Prevention of Parent to Child Transmission (PPTCT); Blood safety; services for Sexually
Transmitted Infections (STI); Condom programming; and Anti-retroviral Treatment (ART).

Owing to the intensive efforts to scale up HIV services across the country, there has had to be a
concomitantscaling up of the capacity available at various institutios large part of the efforts in
these two years has been to recruit, place, build skills and provide supportive supervision to new staff
within the system, both in the public and private sectors.

Thetotal outlay for NACP 11 (2007-2012)approximately USD 2574 million which includes support
(E}lu 82 t}Eo vIU h «[fer Intdsnditohal evelopment (DFID) and Government of India
contributions (Pooled fund), Global Fund against AIDS, TB and Malaria (GFATM), and contributions from
bilateral agencies and private initiatives such the Bill and Melinda Gates Foundation (BMGF). About 25%
of this allocation is from direct budgetary sources, 35% is from external sources through the budget, and
30% extra-budgetary. The outlay has a funding gap of 10% for which resource mobilization efforts are
underway.

Allocations under NACPiHIconsistent with programme focus. Expenditures have likewise also been
fairly consistent. In the past two years, the distribution of expenditure between the four major activities
of the programme was i) Prevention: 61.9 as against 67 percent allocated; ii) Care Support and
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treatment: 26.8 against 17 percent allocated; iii) Capacity Building: 10.8 against 8 percent allocated; and
iv) Strategic Management Information: 0.5 / against 3 percent allocated.

II. C. THE EPIDEMIC IN INDIA

The epidemic in India shows a declining trend overdllV prevalence among adult population in
2007 was 0.34 percent and in 2008 was 0.29 percdiitere is also a declining number of PLHIV in the
country, with an estimated 27 million PLHIV in 2008 vis-a-vis 2.31 million in 2007.

The primary drivers of the HIV epidemic in Indiee unprotected paid sex/commercial sex work,
unprotected anal sex between men and IDU. Given that condom use is not optimal or consistent; men
who buy sex are the single most powerful driving fortv /v ] [« ,/s %s|marg thé&n 90 percent
of women acquired HIV infection from their husbands or their intimate sexual partners, they are at
increased risk for HIV not due to their own sexual behaviour, but because they are partners of men who
are within a high risk group (HRG) i.e., clients of female sex workers (FSW), men who have sex with men
(MSM) or IDU. The wider implication of this situation is that in almost 6 percent of cases in 2008, the
route of transmission of infection was from mother to child.

II. C. 1HIV prevalence among various groups

There wasa gradual scale up of the HIV Sentinel Suf##¥S) by an increase in the number of sites
from 176 in 1998 to 1215 in HSS 2008/09 across the country. Technical changes were made to the
recruitment strategy and the sample collection method for testing at HRG sites. Operational changes
were also made by establishing an effective and structured training programme and institutionalizing a
strong monitoring and supervision system.

Six states vifh high HIV prevalencaccount forover two thirdsof the HIV burden of the country.
India has 195 priority districts that are identified according to HIV prevalence rates over the last three
years for focused programmatic interventions. Whde overall @cline in HIV prevalence among
antenatal care clinicANG attendees is noted especially in high prevalence stétesever, there is an
increase in some low and moderate prevalence states.

While there is a decline in the epidemic among FSW in south Indian states, rising trends are evident
in the North East where the epidemic is increasingly driven both by IDU and sexual transmission.
steady decline in HIV prevalence amongst FSW has been reselting it may be argued, from focused
government and stakeholder interventions. Hbxevalence among MSNs stable. A varied trend in
prevalence has emerged among IDbwever. The prevalence amongst FSW is highest in the state of
Maharashtra at approximately 18 percent. Pockets of high HIV prevalence among MSM are identified in
high prevalence states as well as in the low prevalence states of Delhi, Gujarat and West Bengal. The
highest HIV prevalence amongst IDU was reported in Amritsar, Punjab at approximately 30 percent.

II. C. 2. Behavioural tracking of the population

Until date, three rounds oBehavioural Surveillance SurvéBS$S) have been conducted; two at the
national level in 2001 and 2006 and one at state level (both rural and urban areas) in 2009 in the
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following five high prevalence states: Andhra Pradesh, Karnataka, Manipur, Tamil Nadu, Maharashtra
and in Uttar Pradesh among the general population, youth, HRG and male migrants. The objectives for
the 2009 round was to measure changes in key knowledge and behavioural indicators among general
population, HRG and bridge population on HIV/AIDS and related areas since 2006. In addition, two
rounds of Integrated Behavioural and Biological Assessment (i88&)conducted in 29 districts in six

high prevalence states in round on and in all districts of Karnataka in round two.

There wasonsiderable variation on the level of HIV knowledgeveen the high prevalence states
which have been the focus of the programme, and the lower prevalence states. This was seen among all
sampled groups although it was lower in the case of knowledge regarding possible infection from a
mother to her child.

About 2.5 percent of adult males in the BSS 2006 reported visiting a commercial sex worker in the
previous year. Male migrants form the largest clientele varying widely between states such as Uttar
Pradesh in the north and Andhra Pradesh in the south. A major success was the very high rate of
condom use with last client reported by FSW in high prevalence states such as Andhra Pradesh. This is
mirrored by rates of condom use reported by other groups such as migrants, thus providing for a lower
risk of transmission. However, rates were lower in the northern state of Uttar Pradesh, suggesting that
attention may now need to be paid to these areas. Perception of risk was likewise much higher among
HRG as compared to migrants. HIV testing rates were high among FSW and low among migrants.

II. D. PREVENTION

II. D. 1. Prevention efforts among high risk groups

There isimproved access by HR@ servicesthrough an increase in number, geographical
distribution and coverage of Tl. There has also been a greater focus on the complement of services now
available to HRG through these interventions, especially around counselling and testing services, STI
care and behaviour change communication (BCC). There is evidence of early impact in respect of
condom use by FSW and MSM and adoption of safer injecting and condom use behaviour by IDU. In
some high prevalence states, this can be correlated to the decline in HIV prevalence among FSW and
MSM. Link workershave been appointed to address the prevention and care needs of HRG in rural
communities. Quality assurance is carried out through use of standardized guidelines and an annual
evaluation of Tl through independent observers.

II.D. 2. The bridge populations

Two main bridge groups are the attention of the NACRmigrants and truckersThe programme
has sharpened its focus on short stay single male migrants on the basis of evidence from critical studies
undertaken and experience from Tl programming. Two million of the 8.9 short stay migrants are
identified as being at significant risk. These are amongst the over 200 million migrants in India, taken as
a whole. A similar sharpening of focus has been applied to truckers who are the other large bridge group
in India. The 2 million long distance truckers of the total 5 million are targeted through Tl programmes
instituted by the Transport Corporation of India Foundation, a private sector partner of the government.
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Both programmes have achieved about 30 percent coverage of these groups and require further
strengthening.

Il. D. 3. Prevention interventions for the general population

Several activities have been instituted within the programme to reduce the risk of infections among
the general population. Many of these activities are carried out in collaboration with the NRHM (i.e.,
general health services) and other Ministries of the Government of India.

The government provides for theafety of all bloodused for transfusion purposes in India through
the establishment of good quality testing facilities, use of blood products and increased amount of
voluntary blood donation. Voluntary blood donation now provides about three fourths of all blood
available in the country and is supplemented through camps held at colleges and youth clubs in all
states.

India has adopted aew approach to counselling and testing establishing an integrated facility
that undertakes these services for all sections of the population that access it. Termed ICTC, 5069 have
been put in place with assistance from the GFATM. Almost 600 have been placed in primary health
centres in the rural areas of the country. Over 9 million HIV tests were carried out in 2009 with
approximately 300,000 being among persons from the HRG. The quality of these ICTC is maintained
through the operational guidelines used across the centres and an external quality assurance system for
testing quality.

ThePPTCT programnpovidesnevirapineto mothers and babies at each of the 5135 ICTEadg
infant diagnosis is an important component of the programme. However, the low proportion of
institutional deliveries among the 27 million deliveries that take place in the country each year is a
challenge as is the follow up of babies until the age of 18 months. 20rggrcent (5.5 million) of the 27
million pregnant women are tested under the programme in 2@0® only a third of the estimated HIV
positive mothers could be detected.

NACO works closely with the general health servicggdwide treatment for STIThe programme
has a target of 15 million episodes of STI to be treated annually by 2012, taken at 50 percent of national
estimated episodes. Enhanced syndromic case management is taken as the cornerstone of this service
which is delivered through 694 designated clinics located within district and teaching hospitals. Quality
is supported through regional centres.

Condom is the most effective prophylaxis for preventing HIV transmisBioring 200910, the
condom social marketing prograne has been successfully scaled up to 294 districts; 4.64 lakh condom
outlets serviced by the programme distributed 23.4 crore pieces of condoms till January 2010.

The NACP Il has strategic focus on behaviour change primarily target HRG and bridge

populations, youth and women and other communication strategy. It is designed to increase demand for

health services as well as to create an enabling environment. NACP Ill has developed the first of its kind
Operational Guidelines for this area. Various mass media campaigns are directed to specific sections of

the response, such as the campaign on condom promotion; campaign for voluntary blood donation and

the Red Ribbon ExpressZZ «X dzZ ZZ ]e }v }( 8Z A}Eo [+ 0 EP *5 «} ] 0 u} ]c
HIV and AIDS. A special train with educational, counselling and testing facilities onboard, flagged off on
World AIDS Day 2007, travelled over one year in 2008, stopping at 180 stations, and reached 6.2 million
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people with HIV messaging and provided counselling to over 1.16 million persons on HIV and AIDS. A
e }v E}luv }( SZ ZZ [+ i}y @Gvas@itiatéd jr 2009. ]

Youth were also reached through interventions in collaborations with the Ministry of Human
Resource Development (MHRD) and various development partners. In school, children receive the
Adolescence Education Programme (AEP) and over 1.14 million high schools have been covered and
288,000 teachers trained in counselling for HIV and AIDS. A Life Skills Education Programme is a key
intervention with out of school and college youth.

NACP also has crucraulti-sectoral collaborations through mainstreamiagross a wide range of
Ministries such as Women and Child Development, Labour and Employment, Social &ustice
Empowerment, Railways, Defence, Surface Transport, and Human Resource Development; and private
sector bodies. TheNational Council on AIDENCA) chaired by the Prime Minister and with
representation from 31 central ministries, state governments, private sector, media and academia
provides the political impetus and guidance to this aspect of the progranStage Councils on AIDS
have been constituted in 25 states and a third of states also haegialative Forum

II. E CARE, SUPPORT AND TREATMENT

The implementation of the ART programnfeas been very successful in the programme. Some
targets set for the programme under the NACP Il are likely to be exceeded, for example, the number of
ART centres (which may well reach 300 by 2010) and adults alive and on ART. A significant number of
NGO provide care, support and treatment (CST) services and other support to people living with HIV and
AIDS.

In response to limited or poor access to ART centres [ RIBART CentrésAC) are established and
fully functional. In addition to addressing accessibility constraints, the LAC are expected to decongest
ART centres and provide decentralized replenishment of treatment supplies to stable patients on
prescription.

The ART centres are linked@mmunity Care Centré€CC) which are set up with the mandate of
providing a comprehensive package of CST services. These were set up in the NGO sector with the main
objective of providing psycho-social support, ensuring drug adherence and providing home-based care.
At present, 266 CCC are fully functiorf@umulative lost to follow ugLFU) was reduced to nearly 7
percent due an effective system of follow up and provision of home based counselling for LFU by district
level PLHA networks, CCC and counsellors of ICTC. Other initiatives include SMART cards and monitoring
and supervision by Regional Coordinators.

There are 198 CDrhachines serviog 226 ART centres and another 13 CD4 machines under
installation. In 2008-2009, approximately 658,143 CD4 tests were performed. A national CD4 External
Quality Assessment Scheme (EQAS) for Indian testing laboratories developed in 2005 is operational with
support from the Clinton Foundation. Now, an Indian database India.qasi-lympiesiteng developed
and will be piloted for data entry, online submission analysis and report preparation.

The supply chain management of Anti-retroviral (ARV) driggmanaged through a dedicated
Logistic Coordinator appointed at NACO. As a result of a well monitored system, there has been regular
and uninterrupted supply of ARV drugs without any stock-out situation

Based on the recommendations of the Technical Resource Group (TRG) on ART on the provision of
second line treatment in the national programmeecond line ARWas started on a pilot basis at two



Page7

centres in January 2008. On completion of this pilot project it was then launched across 10 Centres of
Excellence (CoE) in January 2009. As of January 2010, there are 970 patients on second line ART across
the country.

There is provision of prophylaxis and treatment of opportunistic infections (Ol) at tertiary and
district hospitals A system forline lising has been established between NACP BMTCP, ensuring fast
tracking of patients cinfected with HIV and TBzuidelinesare in place for thantensified HIV/TB
packagein 9 gates whichincludes routine offer of HIV counselling and testing for all TB patients and
linking all the identified HIV/TB patients @5Tincluding treatment for TB, other @ind ART.

The country has adopted the terminologhildren affected by AIDEABA jointly developed by
NACO, UNICEF and other development partners. NACO estimates that 57,000 children are infected at
birth in India each year, but is yet to finalise estimates of Children living with HIV/AIDS. A total of 63,889
children living with HI are registered, out of which, 183 are receiving ART as on January 2010. Ten
orphanages have been developed in collaboration with Ministry of Women and Child Development and
Ministry of Social Justice and Empowerment.

II. . ENABLING ENVIRONMENT AND IMPACT ALLEVIATION

India has taken several steps to ensure that the environment within which HRG groups and PLHIV
must live and survive is conducive to their easy access to prevention and CST services but equally to
livelihood and dignity. NACO has undertaken trainin§tigma and Discriminatio(S&D) of its staff at
national and state levels as well as of personnel who will directly interact with persons accessing
services under the NACP.

Another key action has been the effort madeestablish TI programmes through Community Based
Organisations (CBO)n order to ensure peer support and learning, networks of these institutions
supported in particular through Bill and Melinda Gates Foundation work in country. State Training and
Resource Centres (STRC) have also been established in institutions known to be well versed with their
issues to ensure adequate relevant attention to their needs.

An important feature of the programme is its attention to teepport of PLHIV networksupporting
the national network; strengthening 22 state level networks; and helping establish 221 district level
networks of PLHIV. The GIPA Policy has been developed through a consultative process and is likely to
be finalized soon. There are 208 Drop In Centres (DIC) run by PLHIV networks, operational across the
country.

Hindu faith leaders came together 3 &§ZArt Bf LJAJvP[ /vE Ev §]}v o vSE to sign a |
declaration against AIDS; they committed themselves to working with the Department of AIDS Control
to spread HIV awareness among youth and to end stigma and discrimination against people affected by
HIV. Since then a number of leaders have incorporated HIV messaging into their religious distourses
large gatherings.

There have beeseveral state level initiativesStates such as Orissa have issued Below Poverty Line
(BPL) cards to PLHIV as a mechanism to ensure access to free/subsidized food and housing facilities. In
Tamil Nadu and Andhra Pradesh, 10 legal aid centres each have been established. The SACS in West
Bengal and Andhra Pradesh include PLHIV in the Executive Committee of the quasi-government society.
Nagaland approved a new State AIDS Policy on 29 April 2009 delingafing 3 & P}A Evu v§[e
commitment to scale up prevention, harm-reduction, treatment and care programmes through ensuring
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quality health care delivery system. In Andhra Pradesla siecial all-party meeting organised on 21

February 2009 by the Legislators Forum on AIDS, legislators signed a joint declaration of intent to
integrate HIV issues into their official electoral campaigning as theyedepr% (}@E SZ <5 § [« v A
election.

II. G. BEST PRACTICES AND CHALLENGES

This CPR India 2010 has captured several Best Practice models developed through the efforts of the
Government of India, State Legislatures, NACO, development partners and local NGO/CBO partners in
the narrative and text boxes throughotZ & % }ESX /v % ES] po EU /v ] [+ A%
Z] }v A% E U > P]eo $}E-+[ &Y€Adingeddwn of A dEcrinindtos/ prdvision in the
Indian Penal Code stand out as landmark achievement.

India has tackled many challenges facing the programme and currently faces the following
challenges:

1. Enhance scale up based on revised estimates. Need for flexible planning to account for new
typologies of HRG new, young, and engaged in multiple partner sex.

2. Improving basic services for the general population that includes better information, identification
of key target populations and capacity development of general health services staff.

3. Demand generation for condoms and identification of adequate delivery mechanisms to ensure
supply.

4. The ability of CST programmes to reach those most in need to be improved, especially HRG. Focus
is needed on the quality of delivery of service.

5. Increased granularityquality and regularity of data to help ensure better planning of services.

Il. H. SUPPORT FROM DEVELOPMENT PARTNERS

Severaldonors, bilateral organizations and private foundatiosgspport NACHII or specific
interventions in India. The principal support comes from the World Bank, DFIDWIE ] vS[e
Emergency Plan for AIDS Relief (PEPFAR) of the US Government, the UN and private foundations such as
BMGF and the Clinton Foundation. A major recent funding organisation is the GFATM. Smaller bilateral
agencies support NACP through UNAIDS, international and national NGO and private sector players.

According to the very broad classification based on the round-specific funding, GFATM (all rounds
put together) has slightly higher focus on prevention (57 percent), with the rest (43 percent) comprising
care and support activities. This distinction, however, is not strictly correct as many capacity building
activities such as training programmases happen under other NACQR objectives such as Prevention
and Care. The pooled fund largely focuses on prevention activities (81 percent), with some proportion of
it allocated for capacity pJo JvP ¢« A 00X W W& Z[* ]o 8§ E 0 *U%o%o}ES.]e %o (&
Half of its funds are spent on prevention activities with another fourth for capacity building. The UNDP
funds prevention (59 percent) and capacity building (41 percent) services.
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II.1. THE M&E ENVIRONMENT

&}oo0}A]vPh@& Orig§principle, aSIMU is established at NAC@ith the main focus on
generating quality information on the programme and the epidemic and on strengthening the national
M&E framework. NACP collects routine information on programme components from all states and
union territories including Blood Banks, ICTC, STI clinics, ART centres and from NGO impl€hagickting
CCC. This information is collected monthly through the comprehensive software of Computerized
Management Information System (CMIS) which is installed in all SACS.

Significant investment has been madeltoild the capacity of managers and technical stftthe
state level. A total of 495 M&E officers at national level, 2535 M&E officers at state level and 12,393 civil
society representatives have undergone M&E training during 2008 and 2009. From 2008 onward, a
series of E P]}v o S&E Jv]vP (JE& A v ]JvP v 8]}v o v 383 }((] &E<[ IV}Ao
and bio-statistical methods using SPSS was conducted.

Three interesting initiatives have been the n8irategic Information Management System (SIMS),
the Smart Card Proje@nd thedata triangulation exerciseSIMS is a web-based application with a
central server and sophisticated tools aiding in data analysis and integration from different data
sources/platforms. It is proposed tincreasethe efficiency of computerized M&E system by having
adequate data quality through centralized validated daitee Smart Cardsiaportable medical record
that would facilitate easy storagend analysis othe medicaldata of patients on ARTTheproject titled
"Epidemiological Profiing of HIV/AIDS Situation at District and-dtfict Level using Data
Triangulation"in 182 districtshasthe objective ofconsolidatng the epidemiologicabrofiles (epidemic
scenario and programme response)digtrict and sib-district level with respect tad1V/AIDS

India has established national Evaluation and Research Agemdaonsultation with its partners
which will set priorities for programme evaluation and research related to HIV in the country and
establishes systems that will ensure good quality research and proper data dissemination and use by the
national programme. The Network for Indian Institutions for HIV/AIDS Research (NIW#5R)
established and a NACO Ethics Committee constituted to consider and provide ethical clearance for
those research proposals and projects that involve participation and experimentation on human
participants. Data generated from NACO funded HIV and AIDS research is placed on the NACO website
and is free for all institutions/organizations/stakeholders to access.
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II.J. OVERVIEW TABLE OF UNGASS INDICATORS

Current Status

No. Indicator UNGASS 2008
2008 2009
1. | Domestic and international USD 171 million during 2006| USD146 million | USD 140
AIDS spending by categories | 2007 (April 2006 to March (rounded off) million
and financing 2007) (April 20080 (rounded off)
Source: NACO March 20®) (April 20® to
Source: NACO | January2010)
Source: NACO
2. | National Composite Policy Annex Annex Annex
Index
3. | Percentage of donated blood | 100% (January 2006 to 100% 100%
units sceened for HIV in a November 2007) Source: NACO | Source: NACO
quality assured manner Source: NACGMIS CMIS CMIS
4. | Percentage of adults and 19.6% of adulteind 35.1% of | 32.26 of adults | 45.3% of
children with advanced HIV children with advanced HIV | (15+) adults (L5+)
infection receiving infection are receiving ART bl gorce: NACO | Source: NAGO
antiretroviral therapy December 2007 CMIS & CMIS&
Source: NACGMIS Provisional Provisional
Estimates from | Estimates from
EPPSpectrum EPPSpectrum
5. | Percentage of HIV infected In 2006, 7.5% of HIV infected 16.42% 17.39%
pregnant women who received pregnant women received
antiretroviral to reduce the risk| Nevirapine Prophylaxis to _ )
of mother to child transmission| reduce the risk of Source: NAGO | Source: NACO
transmission to chilénd it Ll s
increased to 8.3% in 2007
Source: NACGMIS
6. Percentage of estimated HIV | Of the 85,000 patients with | 4.3% Data not
positive incident TB cases that| co-infection, 23% (14,20 Source: RNTCP available
received treatment for TB and | 2006 and 19,400 up to programme
HIV October 2007) are estimated monitoring data
to be under treatment and NACGCTD
study in 13 states
7. | Percentage of women and mel 3% women and 3.3% men hg 3.2% males and 3.2% females ha(

aged 1549 years who received
an HIV test in the lasi2
months and who know their
results

an HIV test and know their
results

Source: NFHS 3

40.3 lakh were tested in 2006
and 54.7 lakh were tested in

this year till October 2007

an HIV test in last ongear and
know their results

*Source: BSS Manipur, 2009

Andhra Pradesh 3.3%; Karnataka

0.8%; Tamil Nadu 1%; Uttar
Pradesh 1.2%
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8. | Percentage of most at risk Fenale sex workers (FSW) : | FSW31.8%
populations who received an | 34.2% MSM:17.0%
HIV test in the last 12 months | pen who have sex with men| 1DU:20.7%
and who know their results (MSM) : 3 to 67% across *Source: BSS Manipur, 2009
survey locations FSW
Injecting Drug Users (IDU): 3 Andhra Prades = 74.1%
to 70% across survey Karn.ataka =54.7%
locations Tamil Nadu = 73.7%
Uttar Pradesh: 10.7%
Source: BSS 2006 MSM:
Tamil Nadu = 46.3%
IDU:
Uttar Pradesh 2.9%
Source BSS 2009
9. | Percentage of most at risk 56% of the FSW, 197% of FSW: 3.1%
populations reached with HIV | the MSM(across survey MSM:18.1%
prevention programmes locations) and 1683% of the | IDU:14.8%
IDU (across survey locations] *Source: BSS Manipur, 2009
received interpersonal ESW
communication on HMIDS | Andhra Pradesh = 80.7%
in the last one year Karrataka = 49.4%
Source: BSS 2006 Tamil Nadu = 89.5%
Uttar Pradesh: 10.2%
MSM:
Andhra Pradesh = 1.8%
Karnataka = 5.6%
Tamil Nadu = 63.4%
IDU:
Uttar Pradesh 5%
Source BSS 2009
10. | Current school attendance Data not available Data not available
among orphans and non
orphans aged 144
11. | Percentage of schools that 114,345 schools (79%) have | 30.9% (47,000 schools out of
provided life skills based HIV | been covered out of 14409 | 1,52,051) were covered during
education in the past academi( government secondary 200809 under Adolescence
year schools in the country Education Programme.
(Programmestarted in 2006
07)
Source: MCOCMIS
12. | Percentage of orphaned and | Notapplicable: Only for high | Data not available

vulnerable children aged 17

whose households received

free basic external support in
caring for the child

prevalence country. Please
see text for national policy on
children affected by AIDS
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13.

Percentage of young women
and men aged 124 who both
correctly identify ways of
preventing the sexual
transmission of HIV ad who
reject major misconceptions
about the HIV transmission

Comprehensive correct
knowledge about HIV
transmission and prevention:
28%

Source: BSS 2006

39.8%*

Source: BSS Tamil Nadu, 2009
Andhra Pradesh: 18.6%
Karnataka: 9.8%

14.

Percentage of most at sk
populations who both
correctly identify ways of
preventing the sexual
transmission of HIV and who
reject major misconceptions
about the HIV transmission

FSW: 38%

MSM: 1675%
IDU: 1477%
Source: BSS 2006

- FSWwho answered all five
qguestions correctly
Manipur. 23.9%

Andhra Pradesh 47.4%
Karnataka : 39.7%

Uttar Pradesh: 20.1%

- MSMwho answered all five
guestions correctly
Manipur MSM: 30.3%
Andhra Pradesh56.7%
Karnataka 20.7%

Uttar Pradesh: 17.4%

- IDUwho answered all five
guedions correctly.

Manipur IDU: B.9%

Uttar Pradesh 17.8%
Source: BSS, 2009

15.

Percentage of young women
and men aged 124 who have
had sexual intercourse before
the age of 15

Youth BSS shows that 3% of
the young men and women
aged 1524 years had fat
sexual intercourse before the
age of 15 years

Source: BSS 2006

0.04%
*Source: BSS Tamil Nadu, 2009

16. | Percentage of women and mei Overall: 6% Andhra Pradesb.2%, Karnataka
aged 1549 who have had Men: 9% 0.3%, Tami NadQ.5%,Manipur
sexual intercourse with more 1.1%
than one partner in the last 12 Women: 3% Source: BSS 2009
months Source: BSS 2006 '

17. | Percentage of women and mei 58% Andhra Pradesh 77%, Karnataka

aged 1549 who have more
than one partner in the past 12
month reporting the use of a
condom during their last
sexual intercouse

Source: BSS 2006

87%, Tami Nadu 78%anipur
73% Maharashtra 80% and Uttar
Pradesh 67%

*Source: BSS 2009

18.

Percentage of female and malg
sex workers reporting the use
of a condom with their most
recent client

FSW withthe paying client:
88% used condoms

Source: BSS 2006

Condom use during last sex with
occasional client: ManipuB3.0%
Andhra Pradest99.6%
Karnataka98.7%

Tamil Nadu92.6%

Uttar Pradesh: 84.5%




* Source: BSS 2009

19.

Percentage of men reporting
the useof a condom the last
time they had anal sex with a
male partner

13-87% across survey
locations

Source: BSS 2006

Condom during the last anal sex
with regular male partner:
Manipur:57.6%*

Tamil Nadu48.9%
*Source: BSS 2009

20. | Percentage of injecting dig 44-100% across survey Manipur: 15.9%
users reporting the use of a locations Uttar Pradesh: 94%
condom the last time they had | gqurce: BSS 2006 _
sexual intercourse Andhra Pradesh: 95%
Karnataka: 92%
Tamil Nadu: 79%
Maharashtra: 77%
*Source: BSS 2009
21. | Percentage of injecting drug 29-88% across survey Manipur: 86.5%*
users reporting the use of locations (BSS 2006) Uttar Pradesh: 73.1%
sterile injecting equipment the . _
last time they injected Source: BSS 2009
22. | Percentage of young women | HIV prevalence among ANC | 0.4%
and men aged 124 whoare clinic attendees aged 184 Source: Provisional estimate of
HIV infected years is 0.57% 20082009 HSS
Source: HIV Sentinel (ANC clinic attendees)
Surveillance 2006
23. | Percentage of most at risk FSW show a percent positiviif FSW: 4.9%
populations who are HV of 4.9 percent, IDU highest | psm: 7.3%
infected prevalence at 6.92% and 4 50
MSM at 6.41% Lkt
St VE T Source: Provisional estimate of
Surveillance 2006 20082009 HSS
24. | Percentage of adults and WHO Cohort Study at 11 89.3%
childrenwith HIV known to be | centres show that 80.1% SourceCohort Study of PLHA fron
on treatment 12 months after | patients were alive after 12 | p| yasoftware
initiation of antiretroviral months on ART
therapy Source: WHO Cohort Studies
CMIS
25. | Percentage of infants born to | Not reported Data not available

HIV infected mothers who are
infected

Pagé.?)

* BSS 2009 was conducted in six states of India - Andhra Pradesh, Karnataka, Maharashtra, Tamil Nadu,
Uttar Pradesh and Manipur - and is not a nationally representative sample. The results from these
surveys cannot be combined to provide a value for the country. Hence, individual state figures are
provided.
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I1l. OVERVIEW OF TABS EPIDEMIC

This chapter is broadly divided to two sections. Part A provides a detailed overview of the HIV-AIDS
epidemic at national level; the transmission routes and geographic diversity; and an analysis of HIV
prevalence amongst HRG and the general population. Part B highlights existing knowledge on HIV-AIDS,
STD treatment, condom use and sexual behaviour to reflect behaviour patterns.

The 200839 national HIV Sentinel Surveillance (HSS) and 2009/ B®8ducted in six states is the
basis for analysis. Whilst there is reference to HSS and BSS in section eight of this report; there is need
for referring briefly to the methodology of the surveys.

HIV Sentinel Surveillance and Behavioural Surveillance Survigia conducts HSS annually to
monitor outcomes and impacts of national efforts and monitor trends in HIV prevalence amongst
various population groups. It involves conducting cross-sectional sero-surveillance surveys of selected
populations drawn from relevant facilities and TI. It is aimed at providing data on dynamics of the HIV
and AIDS epidemic at national and state levels. Among the principal objectives of HSS in India are
generating data for use in estimations and projections, and determining the type of input required for
strengthening prevention and control activities for different population groups and geographical
regions.

In India, surveillance activities have witnessed phased scale up in the network of sentinel sites over
the years. For the HSS 2008/2009, the emphasis was on expanding surveillance among most at risk
populations although focus remaing ANC and Sexually Transmitted Infections.HSS

In 2006-2007, HSS was conducted at 1134 sentinel sites. The number of general population sites was
646 sites whilst the number of sites for HRGFSW MSM and IDUv and bridge populationsv
migrants and truckersv was 488. In comparison, in 2008-2009 HSS was conducted at 1215 sites of
which 660 sites were for the general population and 555 for HRG.

It is important to note here that the latest round of HIV Sentinel Surveillance was conducted over two
years (2008 and 2009). The HSS data for this round is still provisional.
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[ll. A. THE HIV AND AIDS EPIDEMIC IN INDIA

lll. A. 1. Pattern of the HIV Epidemic at National Level

This section provides an overview of the HIV epidemic in India through a discussion of the adult HIV
prevalence rates in the country; the estimated number of total adults and women living with HIV; and
the major routes of transmission.

I1l. A. 1.A. ADULT PREVALENCE

HIV estimates derived using globally comparable methods, find the NACP progressing steadily
towards the objective of halting and reversing the HIV epidemic in India over the period 2007-2012.

Various rounds of HIV prevalence estimates find a steady decline in the adult HIV epidemic in India
The Provisional estimate of 2008 shows an adult HIV prevelance of 0.29% in India.

While the reduction of the overall adult prevalence in India is largely attributable to the impact of
the programme scale up and increased coverage of services under NACRSpecially in the high
prevalence states where a steady decline is observeidhprovements in surveillance coverage, quality
of data, and methods used for estimation were key to a more valid estimation process.

II. A. 1.B. ESTIMATEPLHIMNINDIA

There is a steady decline in the number of people living with HIV in the country, from 2.73 million in
2002 to 2.27 million in 2008 (provisional). Women account for 39 percent of PLHA while children
account for 3.8%. 60% of the PLHA burden is in the six high prevalence states.

Figure 3.1: Trends of Estimated Adult HIV Prevalence and Estimated Number of PLHA, 2002-08
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. A. 1.Cc. ROUTE©OFHIVTRANSMISSION

Analysis of information from around 300,000 persons tested HIV positive at various counselling and
testing centres confirm the main mode of HIV transmission in the country as unprotected heterosexual
intercourse. In 20090, this transmission mode accounted for 87 percent of all reported HIV cases
(figure 3.2). Irb.4 percent of cases, the route of transmission was from mother to child. Whilst 1.5
percent of all HIV cases reported homosexual sex;d@ldunted for 1.6 percent of infections. Thus, the
primary drivers of the HIV epidemic in India are unprotected paid sex/commercial sex work,
unprotected anal sex between men, and IDU.

Figure 3.2: Routes of HIV transmission, India, 2009-10

Source: CMIS, NACO, 2209-

It is estimated that there are 1.26 million FSW; 351,000 higher risk MSM; and 186,000 IDU in India.
Sex work continues to act as the most important source of HIV infections in India though due to the
large number of clients that gets infected from sex workers. According to BSS 2006, 2.4 percent adult
males had sex with &SWduring the last twelve months prior to the survey. Men who bex s
constitute one of the largest infected population groups in the country. Given that condom use is not
optimal or consistent in many places; men who buy sexlients of sex workers are the single most
%}A E(po EJAJvP (JE v [V ib pheted also%hit long-edistance truckers and single
male migrants form a significant clientele of sex workers.

Intimate partner sexual relationshipsThe HIV epidemic in India is entering a phase where new
infections are increasingly occurring within intimate partner sexual relationst#gs detailed in
preceding sections, women account for a considerable proportion of the total HIV infected population
and more than 90 percent of these women acquired HIV infection from their husbands or their intimate
sexual partners. They are at increased risk for HIV not due to their own sexual behaviour; but because
they are partners of men who are clientsk8WMSM orIDU.
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lll. A. 2 State-wise estimated adult HIV prevalence

HIV in India is heterogeneous: both in terms of what factors drive of the HIV epidemic and the
geographic variance. A brief discussion on each of these sub-components is below.

Six states with high HIV prevalence account for an approximate 66 percent of the HIV ioutfien
countryv although sustained initiatives of Government and stakeholders under NACP Il has resulted in
reduced adult prevalence estimates in these states. Contrarily, a comparison of 2007 and 2008 HSS data
finds a reverse trend emerging in some of the low prevalence categorised states.

Figure 33: Map with district categories to highlight the geographical diversity of HIV 2007

HSS 2007 points towards a diverse geographic spread of HIV across states and across districts as well
(figure 3.3, 3.4). India has 195 priority districts identified according to the prevailing HIV prevalence
rates for focused programmatic interventions. Of these, 156 districts are cat@iistricts that have
over or equal to 1 percent prevalence amongst ANC attendees. Another 39 diatactategory B[
districts with less than 1 percent HIV prevalence amongst ANC attendees but more or equal to 5 percent
prevalence amongst HRG.

The preliminary results of the 2008-09 HSS revealed different trends among the various districts,
pointing to a continuously changing distribution of the HIV epidemic in India. While an overall decline in
HIV prevalence among ANC attendees is noted especially in high prevalence states; an increased trend is
observed in some low and moderate prevalence states such as Gujarat, Rajasthan, Orissa, Uttar Pradesh,
Bihar and West Bengal. Of the 108 districts that have shown 1 percent or more HIV prevalence among
ANC attendees, a third of them (34 districts) are in low prevalence states and 87 districts have shown 5
percent or more HIV prevalence among HRG.

Among sex workers, there is a decline in south Indian states indicating a possible impact of
interventions, while rising trends are evident in the North East suggesting a dual nature of the epidemic



now driven both by IDU and sexual transmission. Fifty five districts have shown greater than 5 percent
HIV prevalence among FSW in 2008-2009.

Figure 3.4: Distribution of PLHIV by states 2007

B Maharashtra

m Andhra Pradesf
m Karnataka

H West Bengal

m Tamil Nadu

m Gujarat

= Uttar Pradesh

m Rest of states

Source: HIV sentinel surveillance and HIV estimation in India, 2007

The latest round of surveillance provides evidence that while there is an overall decline in adult HIV
prevalence v particularly in the high prevalence states there is an increase in many of the low
prevalence states especially among the HR®e low prevalence states in India account for

%% E}ALE]Uu S 0C }v SZ]IE }( SZ IpPvRHEC[e ,/s PE Vv ~(]PpPE iX

Figure 3.5: State wise estimated adult HIV prevalence, 2006 & 2007
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Source: HIV sentinel surveillance and HIV estimatibrdia, 2007
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lll. A. 3HIV Epidemic among High Risk Groups

As evident from the comparison of HSS 2008, 2007 and 2006\d#tare is a steady decline in HIV
prevalence amongst FSW resulting from government and stakeholder interventions. Amongst FSW this
is a notable decline by 4.34 percentage points from 2006 to 2007 and by 0.12 percentage points from
2007 to 2008. HIV prevalence amongst MSM is stable in the last two rauds percent with variation
in different states. Among IDU, however, a varied trend in prevalence has emerged. Whilst from 2006 to
2007 HIV prevalence amongst this sub population declined by 3.37 percent; it has increased by 2.68
percent from 2007 to 2008 (figure 3.6)

Figure 3.6 Trend Analysis of HIV prevalence 2003-2008
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Source: NACO, 200¢

A more detailed analysis of state wise HIV prevalence amongst HRG is presented in the sub-sections
below.

. A. 3 A. FEMALESEXWORKERS

The HSS 2008/09 found 3 distridtsut of 129 districts with FSW sitas with HIV prevalence amongst
FSW at levels higher than 30 percent and 5 districts with a FSW prevalence of over 15 percent.

In 47 districts HIV prevalence amongst FSW is at levels higher than 5 percent, and 15 of these are in
from 5 low prevalence states. The mean HIV prevalence amongst FSW is highest in the state of
Maharashtra at 17.91 percent (figure 3.7). This is followed closely by the states of Manipur, Andhra
Pradesh, Nagaland and Mizoram where the mean HIV prevalence amongst FSW is at estimated levels of
13.07 percent, 9.74 percent, 8.91 percent, and 7.20 percent respectively.
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Figure 3.7: HIV prevalence among FSW in select states 2007-2008

percent

Source: HIV sentinel surveillance and HIV estimation in India, 2007-2008
1. A. 3 B. MEN WHO HAVEEX WITHMEN

In India, pockets of high HIV prevalence among MSM are identified in high prevalence states as well as in
Delhi, Gujarat and West Bengal. 28 districts have 5 percent or more HIV prevalence among MSM
according to the BSS 2009.

The states that have the highest mean HIV prevalence amongst MSM in 2008 are: Karnataka, Andhra
Pradesh, Manipur, Maharashtra, Delhi, Gujarat, Goa, Orissa, Tamil Nadu and West Bengal (figure 3.8).
Whilst overall, HIV trends amongst this population group is stabledia; there is an increasing trend
among south Indian states and Delhi.

Figure 3.8: Trends of HIV prevalence among MSM in select states 2003-2008
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Il. A. 3 C. INJECTINDRUGUSERS

In 2008 India had 7 districts of a total of 49 districts with IDU sitesere HIV prevalence among
IDU was over 15 percent. The highest HIV prevalence amongst this population group was reported in
Amritsar at 30.40 percent, followed by two sites at Churachandpond Chennai at 28 percent and 27.2
percent. In Delhi North and Aizwal the prevalence estimate is 20 percent and 16.6 percent respectively.

Overall, the nationwide trend among IDU is varying (figure 3.9) Injecting drug use is the principal
driver of the HIV epidemic in north-eastern states of India. Approximately 25% of the IDU reside in the
North-eastern states. Trends among IDU are on a decline in two of these North-Eastern \states
Manipur, Nagalandt and in Chennai (Tamil Nadu) indicating a possible impact of interventions. At the
same time, there is a rise of HIV infection among IDU in other states such as Meghalaya, Mizoram in the
North-East and in West Bengal, Mumbai (Maharashtra), Kerala, Delhi, Punjab and ChandigariOwhere 2
districts have shown 5 percent or more HIV prevalence among IDU in 2008-2009.

Figure 3.9: Trends of HIV prevalence among IDU in select states 2003-2008
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lll. B. BEHAVIOURAL PATTERNS AMONG ADULT POPULATION AND HRG

An understanding of behavioural patterns and trends is imperative for firstly, providing direction to
programme efforts for HIV-AIDS response and secondly, to highlight the degree and impact of current
interventions. Behavioural surveillance has aided national and sub-national level programmers for
planning, implementing, monitoring and evaluating interventions and is constantly referred to. The first

! According to 2008 HSS, the district of Churachandptionly has a high HIV prevalence estimated at over 15%
amongst IDU, but also amongst FSW.
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Behavioural Surveillance Survey was commissioned in 20@hder NACP I and repeated in 2006
after a five year gap.

In 2009, BSS were conducted in 6 stafEsese are Andhra Pradesh, Karnataka, Maharashtra,
Manipur, Tamil Naduand Uttar Pradesh.The results of the surveys are intended to give an
understanding of the key behavioural patterns and inform program development for the expansion of
interventions leading to reduction in the transmission of HIV. These BSS were implementedidlyring
November2009.

The BSS was conducted amongst the geneoplujation, youth, HRGand male migrantsThis
section will discuss initial results from these six surveys which were implemented independent of each
other, using the same methodology as provided by NACO and implemented by different agencies at
state level.

lll. B. 1. KNOWLEDGE OF HIV

Overall, this round of BSS revealed an increase in awareness levels on HIV and STI among the
general population and the HRG. The 2006 survey revealed, however, diversity in levels patterns of
behaviours between the high prevalence states which were the main focus of the programme during
previous years, and the low prevalence states where prevention coverage remained relatively at lower
levels.The 2001 and 2006 BSS surveys already revealed that general awareness of Hovaltleeel
was on the rise, increasing by 13 percentage points to an average of 80.4 percent in 2006.

Figure 3.10: Knowledge of HIV - General population 2006, 2009
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On knowledge of HIV among the general population (BSS 2009), the levels of awareness of HIV are
high across all states excepting Uttar Pradesk remains at a relatively lower level (79 percent). This
pattern is constant for all groups surveyed, for example, youth, FSW, MSM, IDU and migrants. However,
the survey revealed relatively lower levels of awareness across the groups regarding sexually
transmitted infections (STIsy specifically in Uttar Pradesh and Maharashtraand among migrants in
Karnataka (figure 3.10). While awareness of STI among general population in 2006 was at 37.7 percent,

the new round of BSS revealed levels ranging between 66 percent in Andhra Pradesh and 29 percent in
Uttar Pradesh.

On the transmission routes, while there are general high levels of awareness regarding HIV
transmission through sexual contact among all surveyed categories, there are relatively lower levels of
knowledge of possible transmission from an infected mother to her child. Among the general
population, the proportion of the population aware of this mode of transmission ranged between 62
percent in Maharashtra and 84.6 percent in Tamil Nadu.

lll. B. 2. INVOLVEMENT WITH COMMERCIAL SEX PARTNERS

As per national BSS in 20@64 percent of adult males had visited commercial sex worker in the
year prior to the survey. Men who buy sex, i.e., clients of sex workers are the single most powerful
EJAJvP (JE& Jv /v ] [* ,/s %] u]l] Vv (}&EuU §Z }uvSEC[* 0 EP 3 Jv(

Figure 3.11: Involvement with commercial sex partners 2009
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TheBSS-2009 indicates also high levels of involvement with female commercial sex workers among
the general population, with proportions ranging from 2.2 percent in Tamil Nadu to 15 percent in
Karnataka (figure 3.11). The BSS among male migrants find that these constitute the largest clientele of
sex workers. While the percentage of migrants visiting sex workers remains much higher than that
observed among the general population, there is a great discrepancy between the levels observed in
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different states. While 16 percent of migrants in Uttar Pradesh declare having visited a sex worker in the
last twelve months, this proportion levels at 36.3 percent and 38.2 percent respectively in Tamil Nadu

and Maharashtra, and reaches 83 percent and 88 percent respectively in Karnataka and Andhra Pradesh.

I1l. B. 3. CONDOM USE

One of the major successes of the programme is reflected through the high level of condom use
reported by sex workers, especially in the high prevalence state. Levels of reported condom use with last
paying client reached 100 percent in Andhra Pradesh, and exceeded 99 percent in Karnataka and
Maharashtra (figure 3.12). The surveys revealed relatively lower levels for that same indicator at around
78 percent in Uttar Pradesh and 80 percent in Manipur. However, consistency of condom use with non
regular paying clients remains at lower levels ranging between 68 percent in Uttar Pradesh and 83
percent in Andhra Pradesh.

Figure 3.12ndom use with client FSW2009
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Source: BSS 2009.

There is also great consistency of this data with the levels of condom use reported by other
categories of the population such as migrants. Among migrants who reported visiting a sex worker
during the last 12 months preceding the survey, high percentages declared use of condoms. This
number ranged between 91 percent in Maharashtra and 96 percent in Andhra Pradesh. Lower levels
were reported from Uttar Pradesh not exceeding 70 percent.

While the relatively high proportions of the general population and specifically migrants visiting sex
workers points towards their increased vulneraisC (}E& ,/s v ]Jv E - EJl (JE
proliferation, the reported high levels of condom use by sex attenuate these worries. It is however
required to sustain the programme and intensify efforts of improve quality of services and condom
distribution and ensure higher consistency of condom use among this category of the population and
their clients. Also, these data calls for greater attention to low prevalence states with strategic
investments to reduce risk behaviours.
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lll. B. 4. PERCEPTION OF RISK AND HNGTESTI

In general, data shows that there is a relatively higher level of perception of risk for HIV by the HRG
(FSW, MSM and IDU) as compared with the perception held by the bridge population which include
migrants. In a state such as Andhra Pradesh, this difference is very apparent as only 5 percent of the

migrants perceive that they are at risk for HIV, while almost 60 percent of the FSWs have that
perception.

Figure 3.13: Perception of risk of HIV infection 2009
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In the states of Andhra Pradesh, Maharashtra and Tamil Nadu, it is the MSMs who have the higher

perceptions of risk with 67 percent, 75.5 percent and 62.6 percent respectively reporting thus (figure
3.13)

As for Uttar Pradesh, the levels of perception of risk remains very low, which would explain partly
the relatively lower levels of condom use with non regular or papeagners across the population
groups. It is also possible that the perception of risk by the population depends on the spread of HIV in
that specific state or group. In each state, IDU have relatively lower perception of risk as compared with
the other HRG.

It is expected that the perception of risk would determine the testing behaviour among these
categories of the population. The surveys revealed that regardless of the differentials in perception of
risk it is observed that high proportions of sex workers have tested for HIV across all states, ranging
between 76 percent in Karnataka and 98 percent in Tamil Nadu (figure 3.14).



Figure 3.14: Ever tested for HIV 2009
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However, it is observed that very small percentage of the surveyed migrants had ever tested for HIV
especially in Karnataka, Uttar Pradesh, Maharashtra, and Tamil Nadu, where the percentage varies
between 1 percent and 4 percent, while 33 percenthef surveyed migrants in Andhra Pradesh
declared having had a test for HIV in the past.
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IV. THE NATIONAL REBFSE TO THE AIDSOHMIC

IV.A.POLICY AND FRAMEWORK

With the epidemic first reported 25 years back in 1986, response to HIV in India continues to be a
priority and focused action area particularly as in 2007 an estimated 2.31 million peoplel ag®
years were living with HIV (PLHIV). This makes the country thiafter South Africa and Nigeria in
the international ranking for numbers of PLHIV in a country. As a signatory t®dbkaration of
Commitment on HIV/AIDS 2004nd the Political Declaration on HIV/AIDS 200édia remains
committed to AIDS prevention and roll-back and reaching Universal Access taftpetscountry has
striven to improve and expand its efforts to halt and reverse the HIV epidemic and to fulfil its obligations
on reporting its status. India has methodically developed and moulded its HIV-AIDS programme
}E JvP 8} §Z %] u] [ piEKithy referéfecsSdf & @merging evidence basand in
collaboration with its partners.

For highlighting current national response to HIV-AIDS, this section is focused on the policy framework
adopted by the countryv which is basis for national strategy and initiatives for HIV-AIDS prevention;
care, support and treatment; and to creation an enabling environment for impact alleviation.

V. A. 1. The strategy

The policy framework for the NACP is anchored in the National AIDS Prevention and Control Policy
(NAPCP) of 2002. NACP Il seeks to assemble the efforts of all stakeloluldnc and privatev in
addressing the epidemic which is a significant shift from the first and second phase of the programme
NACP Il is marked with sustained, coordinated support by partpers Ehree Ones principle,for
effective and efficient programme implementation.

NACP Il has defined strategic for implementing the national programme from 2007 to 2012 with
an implementation approach guided by policy frameworksiven that over 99.5 percent of the
population in is freeof infection, NACP 1ll places the highest priority for preventing HIV proliferation
from HRGS and bridge populations considered as highly vulnerable for HV and amongst whom the
epidemic currently remains concentrated to the general category. For achieving this, a plan of action
is developed through experience with NACP | & Il implementation: drawing particularly from their
strengths. The plan of action rests on four fundamental principles which are listed:below

i. Prevent infectionby saturatirg coverage of HRG through Tl and scaled up interventions in the
general population.

ii. Provide greater care, support and treatment to larger numbers of PLHIV.

iii. Strengthen the infrastructure, systems and human resources in prevention, care, support and
treatment programme at district, state and national levels.

iv. Strengthen the nationwide strategic information management system.

For achieving the above mandate, mainstreaming HIV and Health and partnering with private health
institutions was considered imperative for expanding the reach of services otherwise considered
insufficient. Additionally, NGO and CBO wete-opted for preventing HIV transmission amehiiRGs
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and bridge populations which were the migrants and truckers through counselling and testing for care
and support provision.

Since 2007 NACP Il has achieved considerable reach, coverage and oMipeitsof the effort of
planning and initiation during the previous years has borne result in 2008 and 2009 as noted during the
MTR 2009.

V. A. 2. Decentralizing Responsibility for Support and Supervision

Given the size and total population of the country, an important focus of NACP IIl is decentralization
of prevention and other serviceg particularly regarding support for their implementation to state,
district and the sub-district levels.

At the national level, NACQ §Z ]veS]SusS]}v & *%}ve] o (}& §Z JUVSEC]-
epidemic, and is the equivalent of the National AIDS Commissions of other countisesponsible
for implementing the policy framework through strategies set out in the NACP Ill. NACO is assisted by
the National Technical Support Unit (NTSU) in realising this through supports for implementing Tl and by
the Technical Resource Groups (TRG) that advice on specific intervention areas such as blood safety,
laboratory services, ART etc.

Administratively, NACO relies on State AIDS Control Societies set up in each state (SACS). These
structures are also the sub-recipient for several GFATM rounds. NACP lll has established Technical
Support Units (TSU) to assist SACS to monitor, supervise and mentor Tl. SACS are supported through TSU
in most states which are primarily responsible for support on the critical TI component of the
programme. The TSU also support the newly created cadre of Programme Officers, each supervising the
work of 10 Tl at local level.

The NACP Il has categorised the districts based on HIV prevalence and vulnerability as follows:

Category AMore than 1 percent prevalence among ANC in district in any of the sites in the last 3
years.

Category Bless than 1 percent ANC prevalence in all the sites during last 3 years with more than 5
percent prevalence in any HRG site (attendees of sexually transmitted diseases (STD)
clinicssFSW/MSM/IDU).

Category Cless than 1 percent ANC prevalence in all sites during last 3 years with less than 5
percent in all HRG sites, with known hot spots (Migrants, truckers, large aggregation of factory
workers, tourist etc).

Category D:Less than 1 percent ANC prevalence in all sites during last 3 years with less than 5
percent in all HRG sites with no known hot spotsrORr poor HIV data.

A District AIDS Prevention & Control Unit (DAP@Wet up in all A & B districts to provide
management oversight to HIV and AIDS activities in the districts. The DAPCU works seamlessly with the
district administration and programmes provided under the National Rural Health Mission (NRHM) with
which the NACP will eventually be merged.
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V. A. 3. Convergence with NRHM

Convergence of NACP Il with NRH#Ma key strategy for ensuring decentralization of the
programme as district and sub-district level public health systems is managed within a framework for
the health and family welfare sector developed in 2005. This framework set in place by the NRHM
proposes to address gaps effective health care service provision in the least developed areas of the
country; create a common architecture for all health care programmes at the district level; strengthen
local public health provision with infrastructure and manpower; and facilitate the participation of the
not-for-profit and for-profit sectors more fully in achieving desirable health outcomes. The NRHM thus
aimsat providing an overarching superstructure for existing programmes of Health and Family Welfare
including Reproductive and Child Health-Il, Malaria, Blindness, Filaria, Kala Azar, T.B., Leprosy and
Integrated Disease Surveillance. There are six areas which are the focus of convergence efforts namely,
ICTC; PPTCT,; Blood safety; STI/RTI; Condom programming; and ART. The administration of the public
health system takes place through District Health Societies which cargdrie staff functions at the
district level. NACO and NRHM are working together in planning, developing operational guidelines and
co-ordinating the district level through the DAPCU.

V. A. 4. Capacity Development

Recognizing the criticality of well-trained human resources at all levels of programme
implementation, NACP-IIl had developed plans for building capacity of the programme managers and
health personnel at the various levels, in leadership and strategies management, and technical and
communication skills an also community level workers. The plan targets all levels of care and health care
organizations, CBOs and NGOs, as well as grasden@s functionaries and workers of various
government departments. A total number of 972,844 health personnel including doctors, counselors
and community level workers have been trained in NACP-III so far.

STRC are designed to provide training and develop the capacity of Tl projects staff to ensure the
quality of interventions. Fourteen STRC have been established and seven more are being formed. They
work closely with states and TSU to develop the capacity of partner organisations. STRC also work with
NQD and CBO to develop learning or best practice sites in each state. NACO has conducted the
evaluation of STRC with external experts. Out of 13 evaluated, the duration of nine STRC was extended
because of satisfactory performance. Based on evaluation report recommendations, the TOR and
deliverables have been revised to focus on developing local resources and learning sites at State level.

Seven Regional STI Training, Reference and Research centres have also been strengthened for
providing necessary laboratory support and generating scientific evidence towards ensuring good
guality services.

In order to facilitate the provision of tertiary level treatment, training and mentoring and operations
research, Centre of Excellence (CoE) are set up. At present, 10 CoE and 7 Regional Paediatric ART
Centres are functioning and work is ongoing for strengthening them.



IV. A. 5. Financial Allocations and Expenditure

The total outlay for NACP Il is INR 115,850 million which includes support from the World Bank,
DFID and Government of India contributions (Pool fund), GFATM, and contributions from bilateral
agencies and private initiatives such as Bill and Melinda Gates Foundation (tablEh4.iain sources
of funds for NACP Il are below:
fDirect Budgetary Supportv including funds allocated under NRH¥for meeting expenditures
for Establishment, Blood Safety, Condom Promotion and STD.

fExternal Aid Component (EA®)at includes GFATM grants (Rounds 2, 3, 4 ,6, 7), poaheks
(comprising funds from the World Bank, DFID and Government of India), USAID, Bilateral and
UNDP.

fExtra Budgetary Resourcehat includes monies from various Development Partners and GFATM
grants to NGO (Population Foundation of India, India AIDS Alliance, Tata Institute of Social Science
and Indian Nursing Council).

Table 4.1 Resource Envelope for NACP Il
Source Investment Plan Percent

USD million | INR million %
Direct Budgetary Support 636 28,610 25
External AID Component 892 40,160 35
Funding Gap 255 11,460 10
Extra Budgetary Resources 792 35,620 30
Total 2,574 115850 100

Source: Indrani Gupta, Mayur Trivedi. Analysis of Resource Envelope for NACP Ill. Institute of Economic Growth. |
2010.

The budget is aligned with project goals and priority activities (figure 4.1).

Figure 4.1: Resource envelope of NACP Il by objectives
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Source: Indrani Gupta, Mayur Trivedi. Analysis of Resource Envelope for NACP llI, Institute of Economic Growth. Delhi, 2010
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In the past two years, the distribution of expenditure has in fact, been distributed between the 4 major
activities of the programme which is: i) Prevention: 61.9 percent; ii) Care Support and treatment: 26.8
percent; iii) Capacity Building: 10.8 percent; and iv) Strategic Management Information: 0.5 percent.

Special efforts are taken for building in system$oth at NACO and SACS levdiowards effective
management and mobilisation of funds and resourdéenitoring resource utilisation at SACS and even
at NGO and peripheral units is through a dedicated computerized financial management system.

The central achievements in the financial systems are:
fImprovement in staffing, capacity building.

fTimely issuance of sanctions and its upload on websites for use by states for their respective
Annual Action Plans.

fInstant releases through E-transfer.

fMonitoring of financial databy concurrent entries through the computerized financial
management system.

fMulti-donor facilities established in the computerized financial management system.

There also are audit systems in place for monitoring the performance of SACS and recipients of the
resources. There is also detailed account of status of allocations and expenditure in the past years (table
4.2)

Table 4.2 Status of allocatiorand expendituresin the past 4 years
Revised Estimate Expenditure hcurred
Year (in INR millions)  (inUSD (in INR millions) (in USD* Percent
millions) millions) spending
20052006 5335.0 115.9 5326.9 115.8 99.9%
20062007 7056.7 153.3 6826.3 148.3 96.7%
2007-2008 9433.4 205 9175.6 199.4 97.3%
20082009 112336 244.1 10370.0 225.4 92.3%
20092010 9801.5 213.1 9616.5 209.1 98.1%

Source: Annual Report 20@809, NACO(* At the conversion rate of INR 46 to USD )

V. B. PREVENTION

A central strategy under NACP usng Tk to focus efforts for containing the epidemic. These
servicesv and which as internationally acknowledged as the best way for increased accessibility of HRG
to HIV prevention services i provided through NGO and CBO. Under NACP lll to the aim is saturating
coverage of HRG through thé T



V. B. 1. High Risk Groups

IV.B.1. A SCALE UP dHRGCOVERAGE TO THELL BASKET &ERVICES

Number of TI:NACO has significantscaled up of the number of M from 789 in NACP Il to over
1290 by 2009v covering over 1.1 million HRG and representing approximately 60 percent of the
mapped estimate (figure 4.2)

Figure 4.2Scale up of targeted interventions 1995-2009
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Source: Scaling Up Targeted Interventions NACP lll, India, Presentation by NACO, March 16, 2010

Geographical distribution of TIThereis significant scale up in the number of Tl under the national
programmes; particularly at the district coverage as evident from maps of 2000, 2005 and 2009 (figure
4.3). In 2009, approximately 95 percent of the districts wesehed via prevention interventions.

Figure 4.3: Targeted Interventions by district 200, 2005 & 2009
2000 2005 2009
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Source: Scaling Up Targeted Interventions NACP llI, India, Presentation by NACO, March 16, 2010

Coverage of TIThe extensive scale up of the Tl programme has resulted in indreaserage of
HRG. Ambitious targets are also set for each of the HRG sub-populations (table 4.3).

Table 4.3Distribution of TIs by Typology and Coverage

There is progress made in Tl scale up for increased HGR coverage (figures 4.4, 4.5, 4.6). 53.1 percent
of the estimated FSW population was covered up to 2009. The percentage coverage of MSM population
was the highest at 78 percent. The second highest proportion of coverage was for IDU with
approximately 74 percent of the estimated population (186,000) covered.

Figure 4.4: Coverage of FSW in NACP Il 2007-2009
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Figure 4.5: Coverage of MSM in NACP 111 2007-2009

0.4
0.35 < <> ¢
0.3
0.25 1
f 2 /l/
15 —
9.1
005 | m
0 T T 1
S
%Qo‘b %Q& N
A & &
> > >
—o—NACP Ill Targe

Source NACO Annual Report 2009-2010
Figure 4.6: Coverage of IDU in NACP Il 2007-2009
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Complement of services:There is an increased focus for ensuring availability of the full
complementary services available under the Tl programme for HRGs. Resultantly, more HRGs are
referred to STI clinics located within the TI or with which arrangements are set up. Reference to ICTC v
and when necessary to ARTis increased for their greater access to CST.

Thus therds an increasing number of persons tested (7.6 million in 2007 to 13 million in 2009) with
a concomitant increase in the referral of persons belonging to the HRG from 20,000 to 300,000 (CMIS
data). Critical gains were made in certain states through this approach. For example, Andhra Pradesh
was able to provide counselling and testing services to 65,000 HRG populations in 2008.

The number of BCC sessions conducted with HRG increased from 3.5 million in 2007 to 6.3 million in
2008 and approximately 7 million in 2009 (Figure 4.Buring2009-10, the condom social marketing
programme has been successfully scaled up to 29ialss 4.64 lakh condom outlets serviced by the
programme distributed 23.4 crore pieces of condoms till January Z@igj0re 4.9.
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Figure 4.7: Number of one to one BCC sessions 2006-2009

8

0 I T I T I T I ]
2006 2009

2007 2008

~

=)

o

S
millions

w

IN)

[N

SourceNACO Annual Report 262910

Figure 4.8: Condom Distribution (social marketing and commercial) 2006-2009

SourceNACO Annual Report 2009-2010

Early Evidence of Impact of TThere is an early impact of the Tl programme as the Integrated
Biological and Behavioural Surveillance (IBBS) 2009 finds 91 percent of FSW reporting condom use with
their most recent clients. This indicator shows a significant increase in 2009 against the reported 50
percent indicated in BSS 2006. Similarly 86 percent of the MSM reported using a condom with their
most recent client in 2009 as against 20 percent in 2006.

The percentage of IDU who adopted behaviours for reducing HIV transmission (as measured by
those who avoid both sharing injecting equipment during the last month and report using a condom
with their most recent partner) was 30 percent in 2006. This has increased to a significant 62 percent
who avoided sharing injecting equipment and 88 percent who reported using a condom with their last
sexual partner.

Evaluation of Tl quality and functioningNACO has institutionalised a system of annual evaluation
of Tl. Three rounds of annual evaluations covering programmatic, management and financial aspects
were conducted in 2007, 2008 & 2Q0che standard evaluation tool and a manual developed in January
2009 was utilised for ensuring uniformity of evaluations across the country. The results of the
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evaluations are available on the NACO website to ensure transpatelmcgddition, annual HIV Sentinel
Surveillance Survey (HSS) and monitoring data is analysed to plan and implement TI.

Institutionalization of Guidelines for prevention serviceJACO has developed and disseminated
several key Guidelines for the institutionalization of high quality prevention services for each of the HRG
populations. These are reviewed in detail with representatives of various paid@er and CBO and
revised when necessary.

Operational guidelines for Tl with HRG and Bridge populations are published and widely
disseminated. These guidelines provide detailed guidance on the minimum standards of service delivery
for NGO/CBO. NACO has built an independent annual evaluation of Tl to assess the progress, identify
gaps for strengthening, and provide support for addressing weak areas of the NGO/CBO.

IV.B.1.B REACHINRURALFSWTHROUGHINKWORKERS

dz >]vl t}EIl B[ « Z u ]- » 11l dasedEniervéntion to address the HIV
prevention and care needs of the rural community with special focus on HRG and other vulnerable
groups. This community based intervention addresses HIV prevention and care needs of the rural
community with speciafocus on High Risk population and other vulnerable groups. The scheme is
operational in 100 selected villages in each of the 126 identified districts in 18 states through 9 lead
agencies.

V. B. 2. Bridge populations

An important focus of the NACP Ill has been preventing HIV transmission from HRG to the general
population via groups via the migrants and truckers: also categorised as the bridge population. Focused
interventions thus are aimed for migrants and truckers. Following revision of estimates, it is determined
that over 4 million migrants and 2 million truckers require interventions.

IV.B.2. A MIGRANTSERVICES

Sharpening of strategy for high risk migrantsThere are over 200 million migrants in India.
Based on evidence generated through pilot programmes with migrant groups, NACP Il makes a strategic
focus on short stay migrants who number approximately 9 million. Review of the programme from 2008
to 2009 indicated that the approach of contacting these populations at their place of origin (home) or
destination (work) had relatively low reach and impact. Thus the approach was revised to focus on
contacting migrants in sex work hot spots through high-intensity BCC and mid-media education
Furthermore, maximize condom supply through increbsetlet coverage and retail visibility in districts
that have high in-migration and high HIV prevalence amsbAHC clinic attendees.

Coverage:Z Al+]}v }( 8Z "u]PE v&_ (Jvls]}v Z » & +poOS lv PE
sharpness of term and lead to the government re-focusing and or scaling up migrant Tl interventions
accordingly The strategy for migrant TIs was also accordingly revised. This though resulted in some
delays in contracting NGO to deliver these services and affected the extent of coverage. Currently, the
coverage of migrants in NACHd4B4 percent (figure 4.9)

Z Link: http://www.nacoonline.org/Divisions/INGO__ Targeted_Interventions2/Evaluation_Reports 8)08-
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Figure 4.9: Coverage of Migrants in NACP Il1 2007-2009
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IV.B.2.B SERVICES FORUCKERS

Focus on long distance truckers: As highlighted previoushuckers are identified as a critical
bridge population. About half of an estimated 5 million truck drivers ply on long distance routes across
the country® The living and working conditions, sexually active age group and separation from regular
partners for extended periods of time are factors that increase their vulnerability to contracting and
transmitting HIV.

Partnering with the private sectorManagement of the Tl for truckeis outsourced to a private
foundation v the Transport Corporation of India Foundationwhich is also the designated TRG for this
subsector. Micro-level planning and feasibility assessment studies have informed the selection of 131
sites as per the monthly volume of truckers in these sites. Condom social marketing and mass media
activities are the critical components of the interventions.

Figure 410: Coverage of Truckers in NACP 11l 2007-2009
—#5 NACP Il Targe
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8 Strategy and Implementation Plan, NACP-Phase 11,2007, Pg 33
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The coverage of bridge population in NACP Il is low (34 percent for Migrants and 30 percent for
truckers) given that Tl for truckers is terminated after a recent mapping report found the number of
truckers reduced from 3.5 million (NACP Il estimates) to 2 million long distance truckers (figure 4.10).

I\VV. B. 3. The general population

Several efforts are underway for preventing HIV proliferafirmm HRGs and bridge populations to
those in the general category. For this, interventions are initiated for breaking the chain of HIV
transmission through infected blood; ensuring that those at bigtisk are aware of their HIV status;
from mother to child during delivery; treatment for STI and RTI; provision of condoms and education for
youth and the general public.

IV.B.3. A PROMOTION OACCESS T®\FEBLOOD

The objective of the Blood Safety programme is ensuring provision of safe, quality \okeoeh in
geographically remote areas of the countwin the shortest possible time through a well-coordinated
National Blood Transfusion Service. The specific objective is ensuring reduction in HIV transmission
through blood transfusion assoc to less than 0.5 percent. For this a multi approach strategy is
implemented that centres on strengthening laboratory capacity with initial focus on serological testing)
Implementation of this systems strengthening approach will benefit capacity for laboratory diagnosis
more broadly, and contribute to improved health outcomes across a variety of infectious and non-
communicable diseases. Key activities under this approach included the definition of the national
laboratory structure, development of guidelines and standard operating procedures and assessments,
and training in essential elements of quality management. A Blood Transfusion Services Bill is proposed
to be tabled during 2009-2010.

Good quality testing facilities: NACP Ill has addressed the critical issue of quality control of HIV
testing with a concerted and multi-faceted strategy based on evidence generated through the quality
management support structure. The management support structure is a four-tiered laboratory
comprising apex, national reference, state reference and ICTC laboratories. Activities included: i) the
establishment of a laboratory services division at NACO, ii) national quality management assessments at
multiple tiers in the laboratory system, iii) the convening of an expert Technical Resource Group at the
national level, iv) significant efforts in training and capacity building, v) institution of a national External
Quality Assessment scheme, vi) development and support of a laboratory consortium with the capacity
for validation and performance monitoring of key diagnostics and vii) expansion of services for CD4
testing, viral load and early infant diagnosis.

New facilities for blood products:In addition to modernizing district level blood banks, large
investments are made for establishing Centres of Excellence in transfusion medicine and a national
Plasma Fractionation Centre. The latter will reduce the national reliance on expensive imported blood
component products, and bring the quality monitoring of these medicines more immediately under
national control.

Increasing voluntary blood donationThe voluntary blood donation strategy has demonstrated
good results as voluntary donations show a steady increase (54 percent in 2006-07, 59 percent in 2007-
08 and 73.4 percent as of September 09). States where over 75% blood units are collected ilyoluntar
are: West Bengal, Maharashtra, Tamil Nadu, Gujarat, Tripura, Mizoram, Chandigarh and Himachal
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Pradesh. Other states are working to augment their blood stores through involvement of various
stakeholders such as NYKS, National Service Scheme, National Cadet Corps and NGO.

IV.B.3.B INTEGRATEGOUNSELLING ANIESTINGENTRES

The Voluntary Testing and Counselling Centres (VCTC) and PPTCT sereiceodalied into ICTC
in India. Funded through GFATM grants; ICTC is the entry point for ensuring continued care provision
through following services:

fCounselling all clients visiting the ICTC (general /walk in/high risk/antenatal women) on HIV
fHIV testing of the general clients/HRG/walk in clients

fHIV testing of pregnant women (PPTCT programme)

fScreening clients for TB and referring them to RNTCP services (HIV/TB Collaborative Activities)

fPost test counselling and linkage with other HIV care & support services

Figure 4.11Integrated Counseling and Testing Centre

ICTC provides the first interface of the general population for HIV services for allowing HIV infected
people to become aware of their status and that they may: adobealthy lifestyles, prevent further
HIV transmission, and access life saving care and treatment services. Provider Initiated Testing and
Counselling were recently introduced for clients referred to by medical providers such as people with
TB, STI, pregnant women in all high prevalence districts (figure 4.11)

Increasing availability both rural and urbanthe number of ICTC services across India is expanded
from 2815 in 20096 to 5135 in 2009-10 (figure 4.12).
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Figure 4.12Scaledp of Counselling and Testing services in India 2005-080@910

Source: Annudkeport 20@-10, NACO

The number of people tested at these centres also has increased from 4 million in 2006 to 7.3
million in 2007 (figure 4.13). By 2008, 10.1 million were tested which was further scaled up by 3 million
to reach a total of 13.4 million in 2009. This significant increase was possible due to the concerted
efforts of NACP Il to address certain barriers such as timing of ICTC, staff attitudes towards HRG,
inconvenient location of testing facilities.

Counselling and testing services are expanded to 578 Primary Health care Centres through
integration with NRHM in rural areas of the high prevalence districts.

Operational Guidelines and training modulesmportant operational guidelines and training
materials for ICTC, HIV-TB, and Whole Blood Testing is developed and disseminated. The guidelines lay
down the minimum requirements for an ICTC in terms of area, infrastructure, equipment and staff. In
2009-2010, around 8 million general clients will be tested of which 300,000-320,000 (around 4%) are
expected to be HIV positive.

Ensuring quality of serviceQuality assurance is a key element in the delivery of HIV counselling and
testing services. To ensure quality of HIV testing an EQAS is implemented in most states. All ICTC are
expected to participte in this Under this, coded samples are sent from State Reference Laboratories
(SRL) to the ICTC twice a year for testing. In addition ICTC are directed to send 20 percent of all positive
samples and 5 percent of all negative samples collected in the first week of every quarter for cross
checking to the SRL once every quarter.
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Figure 4.13: Number of persons tested for HIV in India 2001- 2009
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IV.B.3.C PREVENTION d?PARENT TQHILDTRANSMISSION

In India, the annual number of pregnancies is 27 million, of which 25 million proceed to delivery and
birth. Forty percent of deliveries are institutional. Out of the institutional deliveries, rural areas account
for 31 percent whereas urban areas account for the remaining 69 percent.

Services under the programméJnder the PPTCT programme v initiated in 200tounselling and
testing services are provided to pregnant women. This includes administration of prophylactic
Nevirapineto HIV positive pregnant women and their babies for preventing perinatal transmission of
HIV. Further, all babies are to be followed up for a period of 18 morth&®dilitate Early Infant
DiagnosisPPTCT services are provided at all 5135 ICTC to pregnant women who access hospital/health
facilities where these centres are located.

Figure4.14: Pregnant Women Receiving Counseling on HIV Prevention and Care at Integrated
Counseling & Testing centre



There is a rapid scale up in the number of preghant mothers tested and counselled under PPTCT
centres in India till 2009 (figure 4.14). Whilst in 2007 approximately 3 million women were counselled
and tested; it increased to 4 million in 2008 and 5.5 million approximately in 2009 . This falls slightly
short of the national target of 2009 that is set at 6.3 million.

Figure 4.15: Uptake of Pregnant Women under National PPTCT Programme 2005-2009
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Follow up of mother-baby pairsThe exhibit above highlights the coverage of HIV positive pregnant
women with prophylactimeviparine From 2005-06 to 2009-10 there is a noted increase in the number
of pregnant women detected with HIV at PPTCT centres. Whereas in 2005-06 11,817 pregnant mothers
were detected with HIV, the number increased to 16,860 in 2006-07 and 20,250 in 2007-08 at PPTCT
centres. By 2008-09 21,349 pregnant women were tested at PPTCT centres in comparison with the
19,357 in 2009. There is progression over the years also in the number of mother-baby pairs receiving
treatment although there is a gap when compared with the total number of mothers tested highlighting
possible missed cases to follow up.

Figure 4.16: Detection of HIV positive pregnant women and coverage of MB pairs with single dose
Nevirapine 2005-2009
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Despite the scale up in programme, only 20% of the estimated annual pregnancies of 27 million
were counselled and tested for HIV in 2009. Further, only 30% of the annual load of 65,000 HIV positive
pregnant women was detected in the same year. NACO thus aims at new initiatives for early detection
among pregnant women and eliminate mother to child transmisskor achieving this, community
based HIV screening will be conducted by Auxiliary Nurse Midwife to identify HIV positive cases among
pregnant women who do not come to health facilities for antenatal checkups. Additionally, ICTC services
are being expanded to twenty four hour Primary Health Cenftas E $Z Z( ]o]SC Jv®rP&E §
improving access to populations living in haoereach areas. Collaboration with NRHM would be
essential for this andccredited Social Health Activist (ASHA) will be involved in demand generation for
PPTCT services through Incentive-based schemes.

IV.B.3.D. MANAGEMENOFSTI/RTI

This is an area where NACO collaborates closely with the NRHM. It is estimated that 5 percent of
adult population in India has STD symptoms and NACP Il plans to cover 50 percent of those with
symptomsv about 15 million episodes annually by 2012. The national level convergence with NRHM
has been strengthened over the past 2 years and resultantly, during the financial years @®02008-

09 and 200910; approximately 2.6 million, 6.7 million and 6.8 million people with STII infection were
managed across the country respectively (figure 4.16)

Figure 4.17: Year wise Target vs Achievement of STI cases from 2007-08 t@@009-
12
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Syndromic case managementhe cornerstone of STI/RTI management under NACP rhasced
syndromic case management with minimal laboratory tests. Over 5,744 Preferred Private Praanelers
identified for service delivery and training on enhanced syndromic case management to provide STI/RTI
services to HRG population under TI. Provision of the standardized package of STI/RTI services to HRG is
an important component of the Tl projects. Essential STI/RTI drugs are made available with these
providers. Service delivery has been initiated in the stafdserala, Chandigarh, Gujarat, West Bengal,

Uttar Pradesh, Rajasthan, Chhattisgarh, Maharashtra, Haryana, Goa, and Delhi.

Capacity enhancementNACO supports 916 designated STI/RTI clinics located at district and
teaching hospitals. Another 7 Regional STI Training, Reference and Research centres have been
strengthened for providing necessary laboratory support and generating scientific evidence for good
quality service provision.

u}
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IV.B.3. E CONDOMPROMOTION

The NACP Il has a defined strategic framework with audience specific strategies and milestones for
condom promotion With an overall objective of increasing condom distribution from 1.6 billion pieces
in 2006-07 to 3.5 billion pieces by 2010; the strategy focuses on three channels of condom wupply
free, social marketing and commercial scaleto work in a complementary manner for providing
products to different target groups. The current supply levels of condoms are 2.2 billion pieces. In 2008-
09, although three quarters of the condoms were distributed free or through social marketiagd
availability of condoms remains dependent on these two meth@dsondoms sale has increased. On
comparison with 2006-07 and 2008-09 data, an 11 point percent increase is evident (figure 4.17

Condom Social Marketing Programm@&he ondom social marketing programme was successfully
implemented in 194 districts in 15 states during phdg2008-2009). In addition, new initiatives such as
Condom Vending Machines programme and Female condom (FC) programme were initiated at the time
to enhance the accessibility of condoms and empower female population to protect themselves by using
female condomDuring2009-10, the condom social marketing programme has been successfully scaled
up to 294 districts; 4.64 lakh condom outlets serviced by tligmmme distributed 23.4 crore pieces of
condoms till January 201@s the pogramme focusd at ensuring easyondom accessibility even in
remote geographical areas; it was ensured given tfat percent nontraditional outlets were
established in relativglinaccessible regiongig. 4.18)

Figure 4.18: Targets and Achievements for Condom sales and Outlets coverage in Social Marketing
Programme Phase-Il, 2009

Source: NACO Annual Report 2009- 2010

Condom Vending Machine ProgrammEpr ensuringa twenty four hour access to condoms,
NACO initiated the Condom Vending Machine Programme Phase Il that is now implemented in four big
metros anda few large towns of Uttar Pradesh. Under Phis€009-2010), nearly 9,000 condom
vending machines were strategically placed near high risk activity areas so that condoms can be
procured without human interaction. Around 600,000 condom pieces have been reportedly sold from
8,770 condom vending machines placed across Delhi, Mumbai, Chennai, Kolkata, Kanpur, Lucknow and
some more towns of Uttar Pradesh.

Scale Up of Female Condom Programrik FPPTg social marketing organisation receives funding
from NACO for implementing the female condom programme in four states: Andhra Pradesh, Tamil
Nadu, West Bengal and MaharashtrBhrough the programme around 200,000 FSWs are reached
thereby ensuring 100 percent TI NGO coverage. The programme focuses on capacity building, training
and BCC activities for increasing use of female condoms. In addition to this, with funding from, UNFPA
PSI is also implementing female condom scale up programme in Rajasthan, Bihar, Jharkhand and Orissa.
Till January 2010 approximately 600,000 female condoms were reported sold.
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Structures for delivery: Country wide sales infrastructurés through 6 Social Marketing
Organisations (SMO) that run the programmes with 1100 SMO salesmen, 870 stockists and 1200 stockist
salesmen. This infrastructure has resulted in the market for paid condom market (Commercial and Social
market) increasing by 65 percent volume over the period 2007-2009. Quality testing of cdnidoms
conducted through the Condom Social Marketing program established in 303 districts in 25 states
(covering all high prevalence/high fertility districts).

IV.B.3. E STRATEGIBOCUS OBBEHAVIOURHANGE

The NACP Il has a well defined Communication Strategic Framework for Information, Education and
Communication (IEC) with a set of priority objectives. The strategy focuses on i) motivating behaviour
change in a cross section of identified populations at risk, including HRG and Bridge populations, ii)
raising awareness leveh risk and the need for behaviour change and use of condoms among youth
and women in general population iii) generating demand for health services; and iv) creating an enabling
environment for prevention as well as institutional and community care support.

During 2007-2009 there was a shift in IEC from awareness generation to a creation of a more
comprehensive understanding of strategic communication with its three complementary and mutually
reinforcing approaches of BCC, social mobilization and advocacy. There has also been a clear plan to link
demand creation with services. The success of IEC can be seen from the large service delivery numbers
in all progranme components (e.g. ICTC, PPTCT, ART). NACO has developed the first of its kind IEC
Operational Guidelines aimedt providing a roadmap for facilitating standardized communication
response across the country. There is strong collaboration with partners to undertake joint
communication initiatives. With UNICEF, Centre for Advocacy and Research, BMGF and BBC-World
Service Trust the process of planning, implementation and monitoring of media interventions is
streamlined as is addressing the capacity issues within SACS.

IV.B.3. 6 MASSVIEDIACAMPAIGN

Multiple large scale communication campaigns were launched during the reporting period such as
Red Ribbon Expre¢RRE)Zindagi Zindabadt & ~>]( ] véiick>Rhdve reached millions of people
and created demand for services. Condom promotion campaigns sulthBsla/Samjha Wohi Sikander
helped in establishing a social norm for condom use. These national campaigns are supplemented by
advertisements in the provincial newspapers (in regional languages) and ground level activities such as
rallies, poster and essay competitions, partnerships with the youth grodpbr( Yuva Kendyaand
other community based groups. Supportive activities are coordinated through the SACS.

Communication activities for normalising condom us®&lACO has implemented a phased multi-
media campaign on condom promotion. Initially, the campaign focused on normalising condom use
through radio and TV channels. Through these initiatives around 150 million people were reached. A
campaign was subsequently launche using creative spot messagegor downloading aondom ring-
tone for mobile phone users. Reflecting the success of this particular campaign was the volume of
people with requests to download the condom ring-tone. Nearly 500,000 requests for downloading the
ring-tone were from within India; whilst 160,000 requests from abroad were received at the website for
the ring-tone fwww.condomcondom.orj The website was visited by approximately 4million people
over three months.

4 Quality testing of condoms is stip