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Abstract

Aim of the study: To study various factors linked to the prevention and control of HIV-AIDS in the high risk groups in India.

Objective of the study:

1) To study the socio-cultural and political obstacles in the prevention and control of HIV-AIDS in India.

2) To study the factors responsible for poor access of antiretroviral therapy (ART) in India.

Methodology: The relevant published literature was searched for studying various factors in the prevention and control of HIV-AIDS as
well as for the factors responsible for the poor access of ART in India.

Observations: There are various socio-cultural issues/obstacles in prevention of HIVV-AIDS in high risk group for e.g., gender inequality,
power inequalities and male dominance; condom use believed to be in conflict with the cultural importance for procreation; poverty,
illiteracy, increase in migrant population and unemployment; poor knowledge and awareness of reproductive and sexual health and sexu-
ality; emergence of new urban sub-culture and physical or mental abuse at a young age. Lack of awareness and access to health care;
misconceptions; stigma and discrimination, leading to secrecy of their high risk behavior and hence the further spread of the disease.
There are various political obstacles viz; HIVV-AIDS control program has a focus on short term goals rather than long term sustainable
achievements; minimal involvement of people living with HIV and AIDS in policy formulation and no political initiatives taken for
family centered approach; lack of rights approach and control program lacks planning with regard to the structural factors existing in the
country. There are various factors responsible for poor access of the population groups for ART viz; social factors like lack of awareness
about HIV and availability of ART; long waiting hours at the ART centers etc.

Economic factors responsible for poor access of the population groups for ART are the costs of travelling to the clinic; shortage of doc-
tors/paramedics for prescribing medicines, shortage of personnel/ trained counselors, shortage of testing facilities and inadequate labora-
tory support. Political factors leading to poor access of ART are lack of political initiative for expansion of services, submitting docu-
ments such as ration card/voter ID has been made mandatory for treatment, lack of consistency and coordination across services and the
control program not reaching to the marginalized groups.
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1. Introduction The high prevalent states are Andhra Pradesh, Karnataka,

Maharashtra, Manipur and Nagaland. Transgender, IV Drug users,

India has made tremendous progress in controlling HIV AIDS
epidemic but it is still one of the most significant challenges of the
new millennium. As a result of concentrated efforts and scaled up
prevention strategies, interventions and access to treatment under
NACP annual HIV incidence has declined by about 56% from
0.27 million in 2000 to 0.12 million in year 2011with overall re-
duction in adult HIV prevalence from 0.41% in 2001 to 0.27% in
2011. Number of deaths due to AIDS related causes has also re-
duced by 29% from 2007. Despite substantial improvement, India
is estimated to have third largest no. of people living with HIV
AIDS in world after South Africa and Nigeria mainly due to its
large population size rather than high prevalence (NACO Annual
report 2012-13).

HIV epidemic in India is heterogeneous and concentrated in some
states and in some high risk groups (HRGS). (Table 1)

Male having sex with male (MSM) and female sex workers (FSW)
are main high risk groups which directly transmit the infection to
the general population. Long distance truckers and single male
migrants constitute a group which transmit the infection from high
risk groups to the general population (Park 2013).

Table 1: Prevalence in the High Risk Groups in India

High risk groups Prevalence
Transgenders 8.82%
1V Drug user (IVDU) 7.14%
Male who have sex with Male(MSM) 4.43%
Female Sex Worker (FSW) 2.67%
Truck drivers 2.59%
Migrants 0.99%

Control of HIV epidemic requires concentrated focussed efforts
towards numerous socio-cultural and political issues which chal-
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lenge HIV prevention and control among these vulnerable/high
risk groups.

2. Challenges in HIV Prevention and control
in the high risk groups

There are several obstacles which need to be considered while
developing policy interventions aimed at reducing burden of HIV
in the high risk groups.

2.1 Socio-cultural factors posing as obstacles

Generally women and girls are discriminated in our country. They
are unaware of their rights and have little or no power in the fami-
ly matters. Indian society is highly patriarchal and hence most
permissive for men. This social power structure tolerates forms of
risky behavior like having multiple sex partners, marrying girls
early, alcoholism, drug addiction makes home women vulnerable
to HIV infection. Physical and sexual violence, rape, marital rape,
sex without consent have emerged as common as everyday mun-
dane. Women do not have more power and choices to condoms
use, sex refusal under any medical / physical condition. Sex work-
ers are commonly facing them. Sufferings of stigma as well as
discrimination are pushing them to marginalization turning them
to fear of disclosure and seeking less health services. Their social
vulnerability is further enhanced by the gender inequalities, social
values that restrict education regarding sexuality.

There is a need for creating an environment in which they can
have an open and honest dialogue with the clients (Israel etal.
2008, Platt etal. 2013). The most important issue is that if we want
to improve the conditions of sex workers and want to empower
them to overcome the power inequalities with their clients then we
need to focus our attention towards decriminalization of sex work.
Decriminalization of sex work is a prerequisite to changing cultur-
al norms regarding the sex workers.

Some of these factors are relevant at the family level, others at the
community level and its local bodies and some others are
concerned at the State level. All these factors should be considered
in developing a policy for the stigma and discrimination-free
social environment for women, girls and the sex workers. There
are several behavioural issues at family level - disturbed emotional
development, childhood abuses, violence, prejudice, arrest and
harassment, use of alcohol and recreational drugs, injecting drugs
or selling sex for drugs, women rights of inheritance in property
etc. must be controlled. Physically and financially powerful men
force boys into homosexuality and push girl children in flesh
trade. Those who have been abused or battered at a young age are
psychologically fragile and adopt such risky behaviours in adult.
Similarly, the violence at their settings exacerbates their
vulnerability and risk. Refusing sex or advising the use of condom
by the wife leads to aggressive, forced and violent behaviour of
husband which further makes women vulnerable to genital injuries
and hence HIV. Prejudice, arrest and harassment stigmatize sex
workers and jeopardize the successful implementation of
prevention program. The police and the judiciary system still carry
their judgemental biases towards these groups. Strategy for
sensitisation of these groups should be envisaged in the policy of
the program. Alcohol and drugs behaviour or selling sex for drugs
in the settings or environments where the sex workers are, is
common as they are perceived to be aphrodisiacs. These increases
the probability of HIV transmission among them, evidence
suggests that sex work is associated with HIV sero-conversion
among women who inject drugs (Kral etal. 2001, Wood etal.
2007). A component on awareness targeting alcohol and drug use
should form the component of the policy for this high risk group.
Widows have to marry husband’s brother or any other relative
from husband’s family as a form of social protection. The risk
posed by this practice are those if the widow is HIV positive the
inheritor is at risk and equally the widow is at risk if the inheritor
is HIV positive.

The community and its local bodies can also help in preventing
and controlling the unsafe sex. These community organizations
may check violence, prejudice, arrest and harassment of these
workers and criminal activities towards the sex workers in their
areas of high risk of HIV transmission. They are stigmatized and
marginalized which jeopardize successful implementation of pre-
vention program. The police and the judiciary system still carry
their judgmental biases towards these groups. Increase in migrant
population in search of jobs compounded with long working
hours, isolation from family leads to increased sexual risk and
increases vulnerability to acquire infection and enhanced risk of
transmission to their spouses. Poverty, unemployment and poor
socioeconomic conditions force women use sex for economic
reason. There is misconception e.g. HIV is transmitted via vaginal
sex or sex workers but not by alternate oral and anal sexual prac-
tices. It leads to increase number of Transgender and men- sex-
men (MSM). The community and its local bodies can be very
helpful in checking, preventing or solving these issues. Similarly,
State and voluntary organizations may play a role in reducing
power inequalities and restricted use of alcohol and drugs through
enacting the laws (NACO Annual report 2012-13, Park 2013).

2.2 Political obstacles

Political obstacles are the political challenges which need to be
overcome to improve HIV prevention measures in India. National
AIDS Control Program has come a long way in addressing various
barriers. Yet, there are various political obstacles which need to be
addressed:

e Each state in India is bigger than many small countries, and
each has a different epidemic with distinct vulnerability. Effec-
tive response calls for decentralised decision making, diverse
resource persons and capacity building at both state and na-
tional level.

e HIV prevention has received huge external funds from interna-
tional agencies which have been utilised for achieving the
short term goals rather than long term sustainable achieve-
ments.

e There is a minimal involvement of people living with HIV and
AIDS in policy formulation. Various studies in India have re-
ported that immediate concerns of HRGs are harassment, dis-
crimination and violence coming from police, their partners
and the general public for whom there has been no advocacy
movements.

e There has been no political initiative for family centred ap-
proach, wherein the concept is to cater to not only the HIV
case but also his family members. Politically and legislatively
there is a lack of the rights approach which should recognise
the population’s rights including the sexuality and to have
children etc.

e Politicians also have their own biases pertaining to HIV and
various events have revealed the conservative and discrimina-
tory approach of the politicians especially towards the high
risk groups like sex workers, MSM etc.

e The NACP program mainly targets the individual behavioural
modifications but lacks planning with regard to the structural
factors which are actually responsible for the behaviour of in-
dividual’s viz. poverty, gender, age, policy and power
(Densham 2006, Jurgens 2007, Fox etal 2011, Hunsmann
2012).

There are various political allies that support HIV preventive

measures. Alliance India supports the actual delivery of services

through community based HIV programs (Alliance India). It
mainly supports the program through capacity building, technical
support, knowledge sharing and advocacy. There are many non-
governmental organisations (NGOs) and community based
organisations (CBOs) in India working in the field of HIV and

AIDS--.CHETNA Koshish, Pehchaan and Avahan, Community

action on harm reduction for people who use drugs, Community

Health Action Network (CHAN), The NAZ Foundation (India)

Trust, AIDS Awareness Group (AAG), Gujarat AIDS Awareness
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and Prevention Unit and the South Indian AIDS Action Program
(SIAAP)

These NGO and CBO work in the targeted interventions with the
key populations, direct care of the people living with HIV, general
awareness campaigns and care for the children orphaned by AIDS.
Some of these organisations have also piloted certain approaches
to tackle the stigma and discrimination.

3. Factors responsible for poor access of ART
in India

India had an estimated 2.4 million PLHIV in 2009, less than half
of those requiring ART were receiving treatment (UNAIDS,
2014). HIV testing and ART is available in all the districts of the
country, free of cost. There are various factors responsible for poor
access of the population groups for ART (Pop council 2012, Patel
etal. 2014)

3.1 Social factors

e Lack of awareness about HIV and availability of ART.

e HIV positive women are thrown out of their home or widows
are forced to run their households with no family support. Ac-
cessing ART becomes secondary for them.

e Stigma and discrimination force high risk groups to hide their
status. Their utilisation of treatment is also affected by the dis-
criminatory experience of the peers at the health facility.

e Long waiting hours at the ART centres which hamper their
routine work as well as leads to loss of wages for the day.

e Due to faith in the traditional healers many HIV positive
cases either do not start ART or they stop ART after initiation
on the advice of the traditional healers

e Inadequate community sensitization and limited involvement
of the community in the program planning process

3.2 Economic factors

e Most common factor affecting the access of ART is the costs
of travelling to the clinic. The people living with HIV have to
travel long distance to reach the ART centres. They have to
take a day off which leads to loss of wages.

e Drugs for treatment are very costly, unaffordable and not eas-
ily available at all the level of health care facility.

e Shortage of doctors/paramedics for prescribing medicines

e Shortage of personnel/ trained counselors to explain treatment
options during primary counseling for HIV testing

e Time loss of patients in seeking medical care leading to in-
come loss (travel, waiting time)

e Shortage of testing facilities for Cd4 count and HIV viral
loads

e Inadequate laboratory support and differential methods of
screening in different centre's

3.3 Political factors

e Certain states (Tamil Nadu) are functioning much better than
others (U.P.) as the public health infrastructure is not well de-
veloped in all the states. There appears to be lack of initiative
for expansion of services.

e Requirement of submitting documents such as ration
card/voter 1D is mandatory for registration at the ART centers.
These are difficult to procure for the temporary residents who
are hence not able to access the ART facilities.

e Lack of consistency and coordination across services/ exis-
tence of other competing interests.

e Program not reaching to ground level (rural population, mar-
ginalized groups) where there is actual need.

o Differential support for testing and access to treatment.

e Testing and treatment services not available in the same cen-
tre.
e Corruption leading to partial/shortage of drug supply.

4. To overcome the problem of inadequate ac-
cess to HIV treatment some recommenda-
tions are

e Information education and communication (IEC) regarding
availability of free treatment. Informing the clients at the post-
test counselling that no delays should be there for initiation of
ART. They should also be informed about the documents
needed for registration at the ART centre.

e Training of staff with the aim of having supportive behaviour
for ensuring the treatment access.

e Empowerment of women and marginalized population by
providing social and economic support, addressing social in-
justice and inequality

e Creating supportive non-discriminatory environment towards
PLHIV

e Awareness and knowledge dissemination that AIDS is curable
and ways to access treatment

e Decentralization of HIVV AIDS control program to field level
with adequate financial and administrative delegation of re-
sponsibilities.

e Capacity building , Service improvement in delivering diag-
nostic and treatment under one roof

e Uninterrupted drug supply and motivation to maintain adher-
ence

¢ Incentives for affordable drug research

e Community sensitisation and involvement of those who need
in planning process

e Monitoring and analysing treatment effectiveness in morbidity
and mortality of PLHIV.

e Legal perspectives if treatment is denied

5. Considering the concept of task shifting as a
solution

According to WHO:

e The world is experiencing a chronic shortage of well-trained
health workers.

e A total of 57countries, mostly in sub-Saharan Africa but also
including Bangladesh, India and Indonesia, face crippling
health workforce shortages.

e WHO estimates that more than 4 million health workers are
needed to fill the gap

e The global deficit of doctors, nurses and midwives is at least
2.4 million (Patel etal. 2012).

WHO, in collaboration with the Office of the United States Global
AIDS Coordinator (OGAC) launched the WHO/OGAC Task
Shifting Project for training the non —physicians especially nurses
to take over the responsibility of initiation and maintenance of
ART. Assefa etal. 2012, Bedelu etal 2007 and Sherr etal 2010
conducted retrospective cohorts to examine the outcome of task
shifting (Bedelu etal. 2007, Sherr etal. 2010, Assefa etal. 2012). A
systematic review of task shifting in care of patients with HIV
infection showed that it is an effective strategy for addressing
shortages of Human Resource Health in HIV treatment and care
(Callaghan etal. 2010).

There are 3 randomised control trials by Jafar etal. 2009, Selke
etal. 2010, Sanne etal. 2010 who have also reported that task shift-
ing showed no differences in virological or mortality outcomes
between groups, non-inferior treatment failure and retention out-
comes.
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Fairall etal conducted a Randomised clinical trial which further
enhanced our knowledge regarding the value of task shifting
(Fairall etal. 2012). It has reliably provided evidence that there is

e No difference in mortality between the patients initiated and
followed up by nurses compared to those seen by the doctors.

e The nurse initiated and maintained ART improves retention
and minimizes the number of patients lost to care compared to
those seen by doctors.

e Outcome in terms of the difference in the means of CD4
counts followed up by nurses and doctors as 22.3 cells/mm3
(95%CI 3.6-40.9), p=0.02, favouring the nurses care.

e No difference between two cohorts for viral suppression.

e For initiation of ART, cohort 1 reports the adjusted hazard
ratio for time to initiation as 1.14, p=0.23.

e In cohortl there was better detection/diagnosing of TB by
nurses compared to doctors, whereas in Cohort 2 the rates
were same for doctors or nurse.

5.1 The public health and policy implications of task
shifting in HIV program in India

Task shifting is preferred to overcome the shortage of manpower
in many countries but the legislation in many countries including
India permits only doctors to prescribe ART, hence there is a need
for policy change and legal protection for the nurses to take up the
new roles. Secondly the task shifting may reduce costs in certain
circumstances but the successful implementation would require
additional resources. Thirdly it is important to identify the tasks
which can be safely shifted without compromising on the quality
of care.

Various studies have provided evidence that task shifting will be
beneficial to the patients as they will be able to avail the services
in close proximity with better service quality. The Patient
satisfaction would improve because of decreased waiting time,
decrease spending on transportation and no loss of wages.

Doctors would be able to use their expertise for complicated cases.
There would be good clinical outcomes in terms of survival rates.
The co-morbidities (T.B.) would be detected early as the
frequency of contact with the health functionary and accessibility
of care would be prompt. There would be positive impact on
health workers and increased job satisfaction.

6. The various issues to consider while imple-
menting task shifting are (WHO 2007,
USAIDS 2010)

Task shifting from the doctors to nurses should happen hand in
hand with the policy or legislative reforms as the nurses should be
protected legally for their new or additional tasks. There is a need
of the strategic plan to ensure adequate resources as well as
commitment from all the stakeholders for sustainability of the
plan. Continuing education and training programs would then be
necessary for health workers to recognise their own responsibility

The negative impacts if at all will be more on the manpower side

viz;

e The staff burnout ,lack of motivation if there are no financial
or nonfinancial incentives, low performance if de-motivated
workers are inducted in the programs

e Finally there can be financial implications on the system
(WHO 2007).

6.1 Factors affecting task shifting implementation pro-
cess are (Ihuoma etal. 2010)

e Resistance to Organizational Change

e Training of Staff Implementing Task Shifting

e Roles and Competency Requirements

Inadequate funds, equipment, supplies & infrastructure

Resources required for Implementation of Task Shifting (Ihuoma

etal. 2010, Smith 2010)

e Support in terms of supplies i.e. the ART drugs have to be
ensured because if the drugs would not be provided then the
objective of providing treatment to HIV AIDS patients would
not be served.

e Supervision and coordination by the superiors (as in DOTS
program for TB) within the existing health services is needed
so that the quality of care does not suffer.

e Resources for training of workers as this is crucial, and the
length and content of trainings depend on prior knowledge,
tasks, and roles to be fulfilled by these workers in future.
These training components would require resources in terms
of manpower of trainers, budgetary allocation for trainings etc.

e Adequate remuneration or additional money would be re-
quired for the additional tasks performed by the workers as an
incentive and to carry on the work with motivation.

e Budgetary allocation for monitoring and evaluation of the
tasks performed would also be required for bringing about any
further changes.

7. Summary

HIV-AIDS is one of the most significant challenges of the new
millennium. The Control of HIV epidemic requires concentrated
focused efforts towards numerous socio cultural, political, eco-
nomic issues which challenge HIV prevention and control among
the vulnerable/high risk groups. To overcome the poor access of
ART in India, task shifting from the doctors to nurses can be tried
which should happen hand in hand with the policy or legislative
reforms.
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