RESEARCH DOSSER
HIV PREVENTION FORGIRLSAND YOUNG WOMEN

INDIA

ThisResearch Dossier supportsthe Report Card on HIV Prevention for Girlsand Young Women
in India produced by the United Nations Global Coalition on Women and AIDS(GCWA). It
documentsthe detailed research coordinated forthe GCWA by the International Planned
Parenthood Federation (IPPF), with the support of the United NationsPopulation Fund
(UNFPA), United NationsProgram on AIDS(UNAIDS) and Young Positives.

The Report Card providesan ‘at a glance’ summary of the current statusof HIV prevention
strategiesand servicesfor giflsand young women in India. It focuseson five cross-cutting
prevention components:

1. Legal provision

2. Policy context

3. Availability of services
4. Accessbility of services
5. Participation and rights

The Report Card also includesbackground information about the HIV epidemic and key
policy and programmatic recommendationsto improve and increase action on thisissue in
India.

ThisResearch Report isdivided into two sections:

PART 1: DESK RESEARCH: Thisdocumentsthe extensive desk research carried out for the
Report Card by IPPF staff and consultantsbased in the United Kingdom.

PART2: IN-COUNTRY RESEARCH: Thisdocument the participatory in-country research
carried out forthe Report Card by a local consultant in India. Thisinvolved:

o Two focusgroup discussions with a total of 19 girlsand young women aged
15-24 years. The participantsincluded girlsand young women who are: living
with HIV; in/out-of/school; involved in sex work; living in urban and suburban
areas; and working aspeer activists.

0o FHve one-to-one interviews with representativesof organisations providing
services, advocacy and/or funding for HIV prevention for girlsand young
women. The stakeholderswere: a country representative of an intermnational
NGO; a nurse at a national NGO focusing on sexual and reproductive health;
a counsellorat an NGO/govemment voluntary counselling and testing
centre; a programme officerof a United Nationsagency; and a Technical
Adviser of an internationaldonoragency.

0 Additional fact-finding to addressgapsin the desk research.
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PART 1:
DESK RESEFARCH



COUNTRY PROHLE

o

Size of population: 1,095,351,995 (July 2006 e<t.) (CIA (2006) The World Factbook —
India- (13 June, 2006)

http://www.odci.gov/cia/publicationsfactbook/geodin.html

(Date accessed 11/07/06))

(o]

Life expectancy at birth: total population: 64.71 yearsmale: 63.9 years

female: 65.57 years (2006 est.) (CIA (2006) The World Factbook —, India
http://www.odci.gov/cia/publications/factbook/geodin.html (Date
accessed 21/06/06))

% of population under 15 (0 — 14 years): 30.8% (male 173,478,760/female
163,852,827) (CIA (2006) The World Factbook —India,
http://www.odci.gov/cia/publicationgfactbook/geodin.html (Date
accessed 11/07/06))

Population below income poverty line of $1 per day: 34.7% (from 1990-2003) (UNDP
(2005) Human Development Reports2005: India,
http://hdr.undp.org/statisics/data/indicators.cfm?x=23&y=1&z=1
(Date accessed 11/07/06))

Female youth literacy (ages 15-24 years): 67.7 % asestimated by UNESCO in 2003
(UNDP (2005) Human Development Reports 2005: India,
http://hdrundp.org/statisiics/data/countries.cfm?c=IND (Date
accessed 11/07/06))

Health expenditure per capita: ((Intl $, 2002): 28 (2004 Report on the global AIDS
epidemic: India,

http://www.unaids.org/en/Regions Countries Countried India.asp,
(Date accessed 21/0606))

Contraceptive prevalence: 48% (from 1995-2003) (UNDP (2005) Human Development
Reports 2005: India,

http://hdr.undp.org/statistics data/indicators.cfm?x=56&y=1&z=1

(Date accessed 11/07/06))

o

Maternal mortality rate: 540 ratio per 100,000 live births (1985-2003) (UNDP (2005)
Human Development Reports 2005: India,

http://hdr.undp.org/statisics/data/countries.cfm?c=IND (Date
accessed 11/07/06))

Bthnic groups: Indo-Aryan 72%, Dravidian 25%, Mongoloid and other 3% (2000) (CIA
(2006) The World Factbook —India,

http://www.odci.gov/cia/publications/factbook/geodin.html, (Date
accessed 11/07/06))

Religions: Hindu 80.5%, Mudlim 13.4%, Christian 2.3%, Skh 1.9%, other 1.8%,
unspecified 0.1% (2001 census) (CIA (2006) The World Factbook —India,

http://www.odci.gov/cia/publicationsgfactbook/geodin.html, (Date
accessed 11/07/06))

Languages: English enjoysassociate statusbut isthe most important language for
national, political, and commercial communication; Hindi isthe national language
and primary tongue of 30%of the people; there are 14 other official languages:
Bengali, Telugu, Marathi, Tamil, Urdu, Gujarati, Malayalam, Kannada, Oriya, Punjabi,
Assamese, Kashmiri, Sndhi, and Sanskrit; Hindustaniisa popular variant of Hindi/Urdu
spoken widely throughout northern India but isnot an official language , (CIA (2006)
The World Factbook —India,
http://www.odci.gov/cia/publications/factbook/geodin.html, (Date
accessed 11/07/06))

Adult (15-49) HIV prevalence rate in 2005: 0.9% estimate 2003, (UNAIDS (2006)
Report on the Global AIDSEpidemic,
http://data.unaids.org/pub/GlobalReport/2006/2006_GR _ANN2_en.p
df (Date accessed 11/07/06))




o

Number of deaths due to AIDS (adults and children) in 2005: 270 000 — 680 000
(UNAIDS(2006) Report on the Global AIDSEpidemic,

http://data.unaids.org/pub/GlobalReport/2006/2006 GR ANN2 en.p

df (Date accessed 11/07/06))
Number of women (15-49) living with HIV in 2005: est 1 600 000 (UNAIDS (2006)
Report on the Global AIDSEpidemic,

http://data.unaids.org/pub/GlobalReport/2006/2006 GR ANN2 en.p

df (Date accessed 11/07/06))
Number of children (0-15) living with HIV (ages 0-14 years, 2005): 100 000* (UNAIDS
(2006) Report on the Global AIDSEpidemic,

http://data.unaids.org/pub/GlobalReport/2006/2006 GR ANN2 en.p

df (Date accessed 11/07/06))




PREVENTION COMPONENT1: LEGAL PROVISION
(national laws, regulations, etc)

Key questions

1. What isthe minimum legal age for marriage?

“The child marriage restraint act 1939 prohibitsmarriage below 18 for gilsand 21 for
boys. But some 80 % of Indianslive in vilageswhere family ,caste and community
pressuresare more effectual than any remote legidature.” ... “ isone amongst millions of
girlsworldwide who are married off before they attain the age of 18, the legal age of
marriage in many countries, including India. Despite the existence, snce 1929, of
legidation banning it, child marriage continuesto be a social reality in India today. A
disproportionate number of girlsin semi-urban and rural areasare married off in
childhood, ascompared to boys. The law hasa numberof lacunae and contradictions,
and lacksgender sengitivity in dealing with the age of marriage, of consent, and the
validity of marriage.”

(UNICEF Website (2006) - Early Marriage: A childhood interrupted
http://www.unicef.org/india/child_protection_1536.htm (Date Accessed
12/07/2006))

“Women in Rajasthan tend to marry at an early age. Forty-nine percent of women age
15-19 are already married, including 11 percent who are married but gauna hasyet to
be performed.(pg28)”

(NACO 2005, Social Assessment of HIV/AIDSAmong Tribal People in India A Report
Submitted to NACP-IIl Planning Team, New Delhi,
http://www.nacoonline.org/socialassessmentNACP.pdf (date accessed 19/12/06))

2. What is the minimum legal age for having an HIV test without parental and partner
consent?

Informed consent for HIV testing of minors

“The law givesparamount importance to the best interestsof the child. In the
context of HIV/AIDS the best interestsof the child are served by promoting access
to information and servicesincluding VCT. Whenever possble, minorsare
encouraged to involve theirparents/ guardiansin supervising their health care.
However, unwillingnessto inform parents/guardiansshould not interfere with the
minorsaccessto information and services.

Accessto VCTservicesshould be available to children and young people under
the age of 18 yearsbased on an assessment of theirevolving capacitiesand their
ability to comprehend the nature and implicationsof HIV/AIDSand an HIV test
result. It isthe role of the trained counselorto assessthese abilities.

However, the informed consent of parents/ guardiansisrequired priorto testing of
minorsfor HIV.”

(National AIDSControl Organisation : Ministry of Health and Family Welfare
Government of India (2004) - VOLUNTARY COUNSELING & TESTING : OPERATIONAL
GUIDELINES: 2004

http://www.nacoonline.org/guidelines/vct guidelinespdf (Date accessed
12/07/2006))

"The age of consent for HIV testing should be decreased to 16 years."




0 (WHO Technical Assistance to HIV/AIDSPrevention and Controlin India -
National Voluntary Counseling and Testing (VCT) Consultation, Patna, Bihar
9th & 10th December, 2004
http://www.whoindia.org/en/Section3/Section125/Section375/Section378.ht
m (Date Accessed 13/07/2006)

3. Whatisthe minimum legal age for accessing SRH services without parental and partner
consent?

“According to a literature review by Ramasubban (1995), asmany as25% of patients
attending government STl clinicsin India are youngerthan 18 yearsold.”

Editorial Indian Pediatrics 2004 - Adolescent Sexual and Reproductive Health
http://www.indianpediatrics.net/jan2004/jan-7-13.htm (Date Accessed 04/01/07)

4. What isthe minimum legal age for accessing abortions without parental and partner
consent?

“Groundson which abortion is permitted:

To save the life of the woman Yes
To preserve physical health Yes
To preserve mental health Yes
Rape orincest Yes
Foetal impairment Yes
Economic orsocial reasons Yes
Available on request No

Additional requirements:

Contraceptive failure on the part of the wife or husband constitutes valid grounds
for legal abortion. Unless a medical emergency exists, a legal abortion mus be
performed during the first 20 weeks of gestation by a regisered physcian in a hospital
edablished or maintained by the Govermnment or in a facility approved by specific
legidation. A second opinion is required in cases where the duration of the
pregnhancy is between 12 and 20 weeks, except in urgent cases. In general, the
consent of the pregnant woman isrequired before the performance of an abortion,
while written consent of her guardian must be obtained fora minor (defined asunder
age 18) ora mentally retarded woman.”

Population Divison of the United Nations Secretariat - Abortion Policies: A Global
Review(2002) http://www.un.org/esa/population/publicationsabortion/profiles.htm
(Date Accessed 22/04/06)

o “5.8.3 HIV-positive women should have complete choice in making decisons
regarding pregnancy and childbirth. There should be no forcible abortion oreven
sterilisation on the ground of HIV statusof women. Proper counselling should be
given to the pregnant women forenabling herto take an appropriate decision
eitherto go ahead with orterminate the pregnancy. The prophylaxisfor prevention
of motherto child transmisson will be introduced to coverall infected mothersasa
part of the National programme. Thisfacility willbe entirely voluntary on the basisof
informed consent.”

National AIDSPrevention and Control Policy,
http://www.nacoonline.org/prog_policy.htm (date accessed 19/12/06)

5. IsHIV testing mandatory for any specific groups (e.g. preghant women, military, migrant
workers, and sex workers)?




“Although voluntary testing isofficially supported in India, some stateshave tried to
implement policiesthat would force people to be tested for HIV against their will. In
Goa, the state government recently planned to make HIV testscompulsory before
marriage, and in Punjab it hasbeen proposed that all people wishing to obtain or

retain a driverslicense should be tested forHIV..........

Unfortunately, casesof people being tested without theirconsent or knowledge are
common in Indian hospitals. In one 2002 study, it wassuggested that over 95% of
patientslisted for surgical proceduresare tested against their will, often resulting in
theirsurgery being cancelled. 38 Hospital staff and health professionals, much like
the rest of the Indian population, are often unaware of the factsabout HIV. This
leadsto unnecessary fearsand, in some cases, causesthem to stigmatise HIV
postive people and discriminate against them, including testing them without
consent”

Avert website, http://www.avert.org/aidsindia.htm (Date accessed 19/12/06)

“There isan active debate in the country on the issue asto whetherthere should be
mandatory testing of people suspected of carrying HIV infection. Considerable
thought hasbeen given to thisissue. Testing for HIV ismore than a mere biological
test forit involvesethical, human and legal dimensions. The government feelsthat
there isno public health rationale formandatory testing of a person for HIV/AIDS. On
the otherhand, such an approach could be counterproductive asit may scare a
large number of suspected casesfrom getting detected and counselled to take
appropriate measure to improve hisquality of life and prevent spread of infection to
otherpersonsin the community. HIV testing carried out on a voluntary basiswith
appropriate pre-test and post test counselling isconsidered to be a better strategy
and isin line with the national policy on HIV testing and also the WHO guidelines’

(National AIDSControl Organisation - Guidelineson HIV Testing
http://www.nacoonline.org/guidelines/ guideline_10.pdf (Date Accessed
11/07/2006))

6. Isthere any legislation that specifically addresses gender-based violence?

“The Government of India passed a Billon 8th March, 2002 on Domestic Violence.
The Govemment of India Bill defines“Domestic Violence” asfollows: -

forthe purpose of thisAct, any conduct of the respondent stall constitute domestic
violence if he,

a) habitually assault or makesthe life of the aggrieved person miserable by
cruelty of conduct even if such a conduct doesnot amount to physicalill-
treatment,

b) facesthe aggrieved person to bad an immoral life or
c) otherwise injuriesor harmsthe aggrieved person.

Nothing contained in clause (c) of the sub-section (1) shallamount to domestic
violence if the pursuit of course of conduct by the respondent wasreasonable of his
own protection or forthe protection of hisoranothersproperty.

The United Nation framework formodel legidation on domestic violence states. “All
actsof gender-based physical and Psychological abuse by a family member
against women in the family, ranging from simple assault to aggravated physical
battery, kidnapping, threats, intimidation, coercion, stalking, humiliating verbal use,
forcible on unlawful entry, arson, destruction of property, sexual violence, marital
rape, dowry orrelated violence, female genital mutilation, violence, related to
exploitation through prostitution, violence against household workersand attempts
to commit such actsshall be termed "Domestic Violence.”

Though the Gouvt. of India Billhasbeen criticized by different organization in India.




They say that Govt. of India bill failsto define domestic violence and washesitself off
the responsibility of defining it and leavesit to judgesto decide. Thisleavestoo
much to the mercy of the judge and too little to the rightsof the person aggrieved.
The definition doesnot use the language of rightsand usesinstead the outdated
concept of conduct, making "The life of an aggrieved person miserable.” It does
not even define cruelty. There isin the Govt. of India Bill, a persistent denial to
recognize that domestic violence existsand the need to articulate itsvariousforms.
Thisdefinition willdefeat the very purpose of the law and will renderitsmeaning less
forwomen, if not make their position worse.”

(Delhi Commission forWomen Website - Domestic Violence

http://dcw.delhigovt.nic.in/Domestic %20Violance.htm (Date Accessed
12/07/2006))

In 2001 India announced the National Policy forthe Empowerment of Women that
includes‘Himination of discrimination and all formsof violence against women and the
girl child’

Sensitive Legidative Legidation and Policiesin India
http://www.unescap.org/esid/ GAD/Events EGMICT2001/edappagath.pdf (date
accessed on 03/0407)

7. 1sthere an AIDSLaw —or equivalent —that legislates on issues such as confidentiality for
testing, diagnosis, treatment, care and support?

“CONHDENTIALITY: Sreet confidentially about a person®@HIV statuswhether HIV positive
ornegative willbe ensured. No information willbe released without hisor her written
consent oronly on subpoena by the Law Court. Breach of confidentially by the staff will
be taken asa disciplinary matterand willbe dealt with underthe disciplinary
procedure.”

(NACO 2005, Social Assessment of HIV/AIDSAmong Tribal People in India A Report
Submitted to NACP-IIl Planning Team, New Delhi,
http://www.nacoonline.org/socialassessmentNACP.pdf (Date accessed 19/12/06)

8. Isthere any legislation that protects people living with HIV/AIDS, particularly girlsand
young women, from stigma and discrimination at home and in the workplace?

India®AIDSBIll To Samp Out Discrimination

“Prevention of discrimination towards HIV-positive people isthe focusof India®HIV/AIDS
Bill 2005 which awaitsa go-ahead from the Health Ministry. The billaddressesproblems
like discrimination in employment and prevention of hate, victimisation and
discriminatory propaganda. The legidation will allow HIV-positive people and AIDS
patientsthe right not to be given medical treatment orbe made the subject of research
without their consent. Consent would also become mandatory forany HIV-related test
ortreatment. Consent from a representative isneeded for minorsand forthose lacking
the physical ormental capacity to give consent. Exemptionshave been made in case
of court orders.

The bill, which hasbeen prepared by the Lawyers Collective HIV/AIDSUnit and was
submitted to NACO two monthsago, wasdrafted afterthree yearsof consultationsand
research in co-ordination with NACO and Sate AIDSControl Societies. The legidation
outlawsdiscrimination by the state orany person. It also statesthat the HIV-positive and
AIDSpatientscannot be denied orthrown out of jobsexcept when certified to be unfit
by a doctororwhen theiremployment posesa riskto co-workers. Denial or
discontinuation or unfairtreatment in healthcare, education orwith regard to accessto
goods, accommodation, benefits, public entertainment placesand burial groundshave
been made punishable offences.”




(Indian ExpressNews Report - TOUHQ RASHID, Sunday, December 25, 2005.

http://topicsdevelopmentgateway.org/hiv/rc/ltemDetail.d0o~1054507?ite mId=1054
507 (date Accessed 12/07/2006)

“SOCIALSERVICEPROVISION: No one willbe denied of service such aseducation,
accommodation, housing, travel, hospital servicesand social service benefitsto which
he/she isentitlessolely because of higher HIV status. The Sate government will review
the existing policiesand practicesin the Government department in orderto ensure that
the

employeesare adequately protected against HIV infection. The Sate Government is
committed to the active involvement of people living with HIV/AIDSin theirown care
and in the implementation of the programme.(pg122)”

(NACO 2005, Social Assessment of HIV/AIDSAmong Tribal People in India A Report
Submitted to NACP-IlIl Planning Team, New Delhi,
http://www.nacoonline.org/socialassessmentNACP.pdf (Date accessed 19/12/06)

9. Are sex workerslegally permitted to organise themselves, for example in unions or
support groups?

Unionsin Sonagachi Negotiate Safe Sex

“In the land of comradesif you put two of them together, they form a union. Thishas
happened in Sonagachi, one of the largest red light areasof Kolkata, West Bengal.
While fighting for their professional rights, the commercial sex workersunion here
hastransformed itself into a unique, self-driven community project. It addressesthe
problemsof sexworkers health through peereducation and carriesout HIV/AIDS
awarenesscampaignsamong itsmembers. They have been taught to negotiate the use
of condomswith the clients. The use of the rubber sheath isnow 80%and the exposure
to HIV infection under control. The Sonagachiproject covers 60,000 membersand has
attracted international funding.”

(United NationsDevelopment Programme 2005 - HIV/AIDSin News: Jounalistsas
Catalysts- Page 62 http://www.undp.org.in/hdrc/HIVAIDS PH%20Report.pdf (Date
Accessed 12/07/2006)

Vocal protests

“Thisisnot the first attempt to solve the problemsof sex workersin India. In the last few
yearssex workersin many partsof India have successfully campaigned to highlight their

plight.

In March 2001, Calcutta sex workers@nion, the Durbar Mahila Sammanoy Samity,
organised a meeting of severalthousand sex workersfrom India and other countries of
South Asia to discussthe increasing problem of trafficking of vulnerable women.

The meeting agreed to set up a network to prevent women being targeted by
trafficking gangs.

In may 2001, Indian sex workerstook out a huge May Day procession protesting against
the Indian CensusCommission decison to include them in the same category as
beggars, vagabondsand street children in the national census.

The protest wasorganised by a non-govemmental organisation, Bharatiya Patita Uddhar
Sabha.”

BBC New Report - Indian sex workersfight for rights (2003)
http://news.bbc.co.uk/2/hi/south_asia/2629115.stm (Date Accessed 12/07/2006)




10. Are harm reduction methodsforinjecting drug users (such asneedle exchange) legal?

"The most important strategy to combat the problem of intravenousdrug use and its
seriousconsequencesin transmission of HIV/AIDSwould be the ‘Harm Minimisation’
approach which isnow being accepted world wide asan effective preventive
mechanism. Harm minimization aimsto reduce the adverse socialand economic
consequencesand health hazardsby minimizing orreducing the intake of drugsleading
to gradual elimination of theiruse. Harm minimization in the context of Intra Venous (IV)
drug use would require not only appropriate health education, improvement in
treatment servicesbut in most practical terms, providing of bleach powder, syringesand
needlesforthe safety of the individual. An appropriate Needle Exchange Programme
with propersupervison by trained doctorg/ counsellors, etc. will be required. Government
willencourage NGOsworking in the drug de-addiction programmesto take up harm
minimization asa part of the HIV/AIDScontrol strategy in areas, which have a large
numberof drug addicts. Greater convergence willbe brought about between the
NGOsbased programmesfordrug de-addiction and the hospital-based de-addiction
programmesrun by the Government"

(National AIDSControl Organisation - National AIDSprevention and Control Policy -
HIV and Injecting Drug Use - http://www.nacoonline.org/prog_policy.htm (Date
Accessed 12/07/2006))

Discussion questions:

Which areas of SRH and HIV/AIDS responses are legislated for?

What are the biggest strengths, weaknesses and gaps in legislation in relation to HIV
prevention for girls and young women?

Is action taken if laws are broken (e.g. if a girl is married below the legal age)?

Is there any specific legislation for marginalised and vulnerable groups1? If yes, is
the legislation supportive or punitive? And what difference does it make to people’s
behaviours and risk of HIV infection?

To what extent are ‘qualitative’ issues — such as confidentiality around HIV testing —
covered by legislation?

How much do girls and young women know about relevant legislation and how it
relates to them? Are there any initiatives to raise awareness about certain laws?

Overall, how is relevant legislation applied in practice? What are the ‘real life’
experiences of girls and young women? What difference does it make to their
vulnerability to HIV infection?




How do the effects of legislation vary among different types of girls and young
women, such as those infout of school, married/unmarried, in rural/urban areas, living
with HIV/not aware of their HIV status?

PREVENTION COMPONENT2: POLICY PROVISION
(national policies, protocols, guidelines, etc)

Key questions:

11. Doesthe current National AIDSPlan address the full continuum of HIV/AIDS strategies,
including prevention, care, support and treatment?

Objectivesand goals

“The general objective of the policy isto prevent the epidemic from spreading further
and to reduce the impact of the epidemic not only upon the infected personsbut upon
the health and socio-economic statusof the general population at all levels. The policy
envisageseffective containment of the infection levelsof HIV/AIDSin the general
population in orderto achieve zero-level of new infectionsby 2007. The specific
objectivesof the policy are:

(i) to reiterate strongly the Government’sfirm commitment to prevent the spread of HIV
infection and reduce personal and social impact.

(i) to generate a feeling of ownership among all the participantsboth at the
Government and non-Government levels, like the Central Ministriesand agenciesof the
Government of India, Sate Governments, city corporations, industrial undertakingsin
public and private sectors, panchayat institutionsand local bodiesto make it a truly
national effort

(iii) To create an enabling socio-economic envionment for prevention of HIV/AIDS to
provide care and support to people living with HIV/AIDSand to ensure
protection/promotion of theirhuman rightsincluding right to accesshealth care system,
right to education, employment and privacy.to mobilise support of a large number of
NGOg Community Based Organisations (CBOs) foran enlarged community initiative for
prevention and alleviation of the HIV/AIDSproblem.

(iv) To decentralise HIV/AIDScontrol programme to the field level with adequate
financial and administrative delegation of responsibilities.

(v) To strengthen programme management capabiltiesat the Sate Governments,
municipal corporations, panchayat ingitutionsand leading NGOsparticipating in the
programme.

(vi) To bring in horizontal integration at the implementation level with other national
programmeslike Reproductive and Child Health, TB Control, Integrated Child
Development Scheme and with the primary health care system.

(vii) to prevent women, children and othersocially weak groupsfrom becoming
vulnerable to HIV infection by improving health education, legal statusand economic
prospects

(viii) To provide adequate and equitable provision of health care to the HIV-infected
people and to draw attention to the compelling public health rationale forovercoming
stigmatisation, discrimination and seclusion in society

(ix) To constantly interact with international and bilateral agenciesforsupport and




cooperation in the field of research in vaccines, drugs, emerging systemsof health care
and otherfinancial and managerial inputs.

(X)To ensure availability of adequate and safe blood and blood productsforthe general
population through promotion of voluntary blood donation in the country.

(xi) To promote betterunderstanding of HIV infection among people, especially
students, youth and other sexually active sectionsto generate greaterawarenessabout
the nature of itstransmisson and to adopt safe behavioural practicesfor prevention.”

(National AIDSControl Organisation - National AIDSprevention and Control Policy
http://www.nacoonline.org/prog_policy.htm (Date Accessed 12/07/2006))

(I Continuum of Care

“HIV/AIDSisa disease with long incubation period. People suffering from thiscondition
requiresa long, continuoustreatment. Hospital care in such condition isnot feasble. So,
home based care of care isabsolutely necessary forcare of such cases. The home
based care hassome specific objectives:

1. Formation of indispensable teams, which will train the family memberswho will provide
social support and teach prevention. They will develop referral network linking health
serviceswith NGOs.

2. Clinical Management: A properdiagnosisand treatment.
Follow up

Nursing Care

Medical Care

Infection Control practices

Educating family members

Counseling hasto be done on HIV testing to reduce stressand anxiety and plan forthe
future. The home care willinclude training of the family members, provide moral support
and also linkage to the social welfare.

The home based care hasto be monitored and the monitoring hasto be done by some
community based NGOs. The patient with AIDSneed psychological support, needshelp
by trained family members. The care providerswillbe membersof the family and NGO
volunteers. Ordinary symptomslike cough, diarrhoea willbe treated by the family
members. They will know the medicinesto stop the loose motions, dehydration and
adjust the nutrition requirementsof the patients. They and NGO volunteerswill be looking
afterthe patient at home and they willbe trained asto when to referthe patientsto
dispensary forcommunity care. The dispensary staff doctorand primary health care
doctorswillknow when to referthe patient to the referral hospitalsabout counseling,
diagnossmedical treatment and nursing care. At home, family memberswill be trained
how to deal with excreta, the swelling and the blood split, if there is, how to clean them
and to provide moderate universal care will be taught to them in training. If thisisdone,
the home care ispossble.”

(National AIDSControl Organisation, Ministry of Health and Family Welfare
Goverment of India, http://www.nacoonline.org/prog_sche_carePLWHA.htm ( Date
accessed 19/19/06)

12. Doesthe National AIDSPlan specifically address the HIV prevention and SRH needs of
girlsand young women?

“Age group 15-59 years




The challenge isthe massive increase in the number of people in thisage group. They
will:

need wider spectrum of services:
matemal and child health services
contraceptive care
gynaecological problems
RM/SID management
expect better quality of services
expect fulflment of their felt needsfor
MCH/family planning care.
Opportunity isthat if their felt needsare met
through effective implementation of RCH
programme, it ispossble to accelerate

demographic transition and achieve rapid population stabilisation (pg172)”

(National Health Policy (2002) , Tenth Fve Year Plan 2002- 2007, CHAPTER 2.10
FAMILY WELFARE,
http://planningcommission.nic.in/plans/ planrel/fiveyr/10th/volume?2/v2 ch2 10.p

df (Date accessed 19/12/06))

“(vi) To bring in horizontal integration at the implementation level with other national
programmeslike Reproductive and Child Health, TB Control, Integrated Child
Development Scheme and with the primary health care system.

(vii) to prevent women, children and other socially weak groupsfrom becoming
vulnerable to HIV infection by improving health education, legal statusand economic
prospects

(xi) To promote betterunderstanding of HIV infection among people, especially
students, youth and other sexually active sectionsto generate greaterawarenessabout
the nature of itstransmisson and to adopt safe behavioural practicesfor prevention.”

(National AIDSControl Organisation - National AIDSprevention and Control Policy
http://www.nacoonline.org/prog_policy.htm (Date Accessed 12/07/2006))

13. Doesthe National AIDSPlan specifically address the HIV prevention and SRH needs of
marginalised and vulnerable groups, including people who are living with HIV/ AIDS?

“3.(vii) to prevent women, children and other socially weak groupsfrom becoming
vulnerable to HIV infection by improving health education, legal statusand economic
prospects” ..

“4.1.(if) controlling SIDsamong vulnerable sectionstogether with promotion of condom
use asa preventive measure” ..

“6. Government recognisesthat without the protection of human rightsof people, who
are vulnerable and afflicted with HIV/AIDS the response to HIV/AIDSepidemic will
remain incomplete.” ..

“7.5 Associally marginalized sectionslike commercial sex workers, injecting drug users,
street children, men having sex with men, etc. are not normally accessble through the
traditional Government machinery, involvement of non-Governmental organizations
and CBOsshould be secured to effectively reach these populationsthrough a holistic
approach of targeted intervention programmes. These programmesshould aim at




14.

15.

16.

prevention and control of sexually transmitted diseases, deliverrelevant IEC messages
which are in the local idiom and are interactive in nature, promote condom use for
effective prevention of the spread of HIV/AIDSand create an enabling environment
that reducesvulnerability of these groups. NGOsand charitable organizationsshould
also be actively involved in organizing low cost care and support syssemsand outreach
forpeople living with HIV/AIDS”

(National AIDSControl Organisation - National AIDSprevention and Control Policy
http://www.nacoonline.org/prog_policy.htm (Date Accessed 12/07/2006))

Doesthe National AIDSPlan emphasise confidentiality within HIV/ AIDS services?

“5.6.iv.In case a person likesto get the HIV statusverified through testing, allnecessary
facilitiesshould be given to that person and resultsshould be kept strictly confidential.” ..

“5.8.2 The HIV-positive person should be guaranteed equal rightsto education and
employment asothermembersof the society. HIV statusof a person should be kept
confidential and should not in any way affect the rightsof the person to employment, his
orherpostion at the workplace, marital relationship and otherfundamental rights.”

“6 (i) Government will strengthen anti-discrimination and other protective lawsthat
protect vulnerable groups, people living with HIV/AIDSand people with disabilities from
discrimination in both the public and private sectors, ensure privacy, confidentiality and
ethicsin research involving human subjects, emphasize education and conciliation and
provide forspeedy and effective administrative and civilremedies.”

(National AIDSControl Organisation - National AIDSprevention and Control Policy
http://www.nacoonline.org/prog_policy.htm (Date Accessed 12/07/2006))

Doesthe national policy on VCTaddress the needs of girlsand young women?

“VCTservicesmust become available and accessble to vulnerable groupsincluding
young people, women, mobile and migrant populationsand people with high-risk
behaviour.” “The VCTC counselor must: ... Be sensitive to the needsof the clients
especially and people from marginalised groups.”

(National AIDSControl Organisation - Guidelineson HIV Testing
http://www.nacoonline.org/guidelines/guideline_10.pdf (Date Accessed
14/07/2006))

"The age of consent for HIV testing should be decreased to 16 years."

(WHO Technical Assistance to HIV/AIDSPrevention and Controlin India - National
Voluntary Counseling and Testing (VCT) Consultation, Patna, Bihar 9th & 10th
December, 2004
http://www.whoindia.org/en/Section3/Section125/Section375/ Section378.htm
(Date Accessed 13/07/2006)

Doesthe national protocol for antenatal care include an optional HIV test?

“Allpregnant women attending clinicswere encouraged to undergo an HIV/AIDS
group education session through a structured talk. The talk emphasised the key HIV
messageswhich normally are highlighted in a pre-test counselling. Thisdidactic session
wasfollowed with a video film session. At the end of the session the women were
offered HIV test option. Written informed consent wasobtained from willing women.
Those women, who refused to undertake HIV test were counselled on one-to-one basis
to allay their anxietiesand/or any fearsthey may have forundertaking the test.
However, adequate effotswere made to ensure that the effort wasnot perceived asa
coercive effort. The blood samplesfor HIV testing were collected from women who




gave written informed consent. Those women who took the HIV test were offered to
choose a day forreceiving their HIV test results. The post-test counselling wasoffered on
one-to-one bass. Due emphasison safer sexual behavioursand harm reduction was
placed during counselling asa component of primary prevention of HIV infection. The
women were informed about free HIV testing facility in the hospital where her husband
could also undertake the free test. The issue of partner notification, confid entiality, AZT
prophylaxisand intervention to reduce MTCTwere discussed in detail with women
testing HIV-seropositive. HIV-infected women were given at least few daystime to
decide whether she waswilling to participate in the feasbility ssudy. Women who
provided consent forenrolment were included in the study. The following issueswere
emphasised: “

(National AIDSControl Organisation, Feasbility Sudy of Administering Short-Term Azt
Intervention Among HIV-Infected Mothers To Prevent Mother-To-Child Transmission
Of Hiv In India, Ministry of Health and Family Welfare Government of India,
http://www.nacoonline.org/prog_sche_carePLWHA.htm Date accessed 19/19/06)

17. Doesthe national protocol for antenatal care include a commitment that any girl or
young woman testing HIV positive should automatically offered PMTCT services?

The national programme on Prevention of Parent-To-Child Transmission (PPTCT)

“Transmission of HIV from parent-to-child can occurduring pregnancy, at the time of
delivery orthrough breast-feeding. There isa 25-30% chance that the child of an HIV
positive mother will also be infected with HIV. In India. Parent-to-child transmissionof HIV
(perinatal transmission), accountsformore than 2 percent of the country’sHIV/AIDS
cases.

HIV transmission from parent-to-child can be prevented with a combination of low-cost,
short-term preventive drug treatment, safe delivery practices, counseling and support,
and safe infant-feeding methods.

NACO isscaling up the Prevention of Parent-to-Child Transmission (PPTCT) Programme to
coverallmedical collegesand districtsin high HIV prevalence states. Currently 256
PPTCTcentersare providing servicesthrough trained counselors.

Hementsof the national PPTCTprogram:

* Primary prevention of HIV infection, especially among women, through education of
adolescent gilsand women, voluntary counseling and testing, and education on infant
feeding.

* Prevention of unintended pregnanciesthrough reproductive health services, which
include family planning, extended to allwomen, including women infected with HIV.

» Anti-retroviral (ART) prophylaxis, saferdelivery practicesand support forwomen whose
HIV infection isidentified only when they are already pregnant

e Care and support servicesto HIV-infected women who are enrolled with the
programme and to theirchildren and families.”

(National AIDSControl Organisation - Guidelineson HIV Testing
http://www.nacoonline.org/guidelines quideline_10.pdf (Date Accessed 2006))

18. Isthere a national policy the protectsthe rightsand needs- including HIV prevention,
SRH services, employment opportunitiesand education - of young women or girls at risk or
affected by early marriage?

“6. Government willadopt the following measuresto implement an effective rights
based response.

(i) Government will review and reform criminallawsand correctional system to ensure
that they are consistent with international human rightsobligationsand are not misused
in the context of HIV/AIDSortargeted against vulnerable groups.




(i) Government will strengthen anti-discrimination and other protective lawsthat protect
vulnerable groups, people living with HIV/AIDSand people with disabilitiesfrom
discrimination in both the public and private sectors, ensure privacy, confidentiality and
ethicsin research involving human subjects, emphasize education and conciliation and
provide for speedy and effective administrative and civilremedies.(ii)Government will
ensure widespread availability of qualitative prevention measuresand services,
adequate HIV prevention and care information and services.

(iv) Government willensure support service that willeducate people affected by
HIV/AIDSabout theirrights, provide legal servicesto enforce these rightsand develop
expertise on HIV related legal issues.

(v) Government will promote wide distribution of creative, education, training and
media programmesexplicitly designed to change attitudesof community towards
discrimination and stigmatization associated with HIV/AIDS.

(vi) Government in collaboration with and through the community will promote a
supportive and enabling environment forwomen, children and othervulnerable groups
by addressing underlying prejudicesand inequalitiesthrough community dialogue,
specially designed social and health servicesand support to community groups.”

(National AIDSControl Organisation - National AIDSprevention and Control Policy
http://www.nacoonline.org/prog_policy.htm (Date Accessed 12/07/2006))

19. IsHIV prevention within the official national curriculum for both girlsand boys?

“5.2.3In educational ingitutions AIDSeducation should be imparted through curricular
and extracurricularapproach. The programme of AIDSeducation in schoolsand the
‘Universities Talk AIDS (UTA) programme should have universal applicability throughout
the country in orderto mobilise large sectionsof the student community to bring in
awarenessamong themselvesand aspeereducatorsto the rest of the community. Non-
student youth should also be addressed through the large network of youth
organizations, sportsclubs, National Service Scheme (NSS) and Nehru Yuvak Kendras
spread acrossthe country. AIDSprevention education should also be integrated into the
programmesof workerseducation and schemesof socialdevelopment.”

(National AIDSControl Organisation - National AIDSprevention and Control Policy
http://www.nacoonline.org/prog_policy.htm (Date Accessed 12/07/2006))

20. Iskey national data about HIV/AIDS, such as HIV prevalence, routinely disaggregated
by age and gender?

Yes.
Number of people living with HIV 5 700 000 [3 400 000 — 9 400 000]
Adults aged 15 to 49 HIV prevalence rate 0.9[0.5-1.51%
Adults aged 15 and up living with HIV 5 600 000 [3 400 000 — 9 300 000]
Women aged 15 and up living with HIV 1 600 000 [820 000 — 2 800 000]
Deaths due to AIDS —[270 000 — 680 000]

(UNAIDSCountry Stuation Analyss, India
http://www.unaids.org/en/Regions Countries/ Countriegindia.asp (date
accessed on 29/03/07))

(National AIDSControl Organisation - National Monthly updateson AIDS
(31st July, 2005) - Surveillance for AIDSCasesin India (Period of report -
since inception i.e. 1986 to 31stJuly, 2005)
http://www.nacoonline.org/facts reportjuly.htm (Date Accessed
12/07/2006)

(National AIDSControl Organisation - Observed HIV Prevalence levels
Sate wise: 1998 — 2004 http://www.nacoonline.org/facts statewise.htm




(Date Accessed 12/07/2006)

Discussion questions:

(o]

To what extent are relevant bodies — such as the Ministry of Education, NGO
networks, religious organisations, etc — engaged in policy-making around HIV
prevention for girls and young women?

To what extent do those bodies work in partnership or in isolation? What areas of HIV
prevention responses (e.g. behaviour change, counselling, treatment, home-based
care) have national protocols or guidelines?

To what extent do those protocols address the needs of girls and young women,
including those that are marginalised and vulnerable?

What does school-based sex education cover? Does it help to build young people’s
confidence and skills, as well as knowledge?

To what extent do policies help to reduce stigma and discrimination? For example, do
they encourage people to stop using derogatory language or ‘blaming’ specific
groups for HIV/AIDS?

To what extent are different areas of policy provision — such as for HIV/AIDS and
antenatal care — integrated or isolated?

What policy measures exist in relation to consent, approval and confidentiality? For
example, can girls and young women access services such as VCT without having to
notify their parents and/or partner? And are they informed of their right to
confidentiality?

Overall, how are relevant policies applied in practice? What are the ‘real life’
experiences of girls and young women? How much do they know about them and
how they relate to them? What difference do these policies make to their vulnerability
to HIV infection?

How do the effects of policies vary among different types of girls and young women,
such as those in/out of school, married/unmarried, in rural/urban areas, living with
HIV/not aware of their HIV status?




PREVENTION COMPONENT 3: AVAILABILITY OF SERVICES!
(number of programmes, scale, range, etc)

21. Isthere a national database or directory of SRH and HIV/AIDS services for young
people?

National AIDSControl Organisation Website - Directory of Services

http://www.nacoonline.org/directory.htm (Date Accessed 13/07/2006)

22. How many SRH clinics or outlets are there in the country?

Andhra Pradesh - 61

Arunachal Pradesh - 7

Assam - 15

Andaman and Nicobarisands- 4
Bihar - 25

Jharkhand - 6

Chandigarh - 3

Dadra and NagarHaveli- 1

Delhi- 12

Goa -4
Ahmedabad - 4
Gujrat - 29
Haryana - 16
Himachal - 20

Jammu & Kashmir-11
Karnataka - 34
Kerala - 20
Lakshadweep -1
Madhya Pradesh - 45
Chattisgarh - 9
Maharashtra - 34
Mumbai- 14
Manipur- 10
Meghalaya - 6
Mizoram - 8
Nagaland - 8
Orissa - 34
Pondicherry - 4
Punjab - 11
Rajasthan - 33
Skkim - 3

Tripura - 3
Tamilnadu - 57
Chennai- 13
Uttar pradesh - 68
Uttaranchal - 9
West Bengal —30
Total = 682

National AIDS Control Organisation Website - Directory of Services - Sate wise




List of STI Clinics http://www.nacoonline.org/directory.htm (Date Accessed
13/07/2006)

23. Athow many service pointsis VCTavailable, including for young women and girls?

“HIV testing and counselling sites: number of stesDec 2005 - 833 National AIDSControl
Organisation”

(WHO 2006 Summary Country Profile for Treatment Scale Up
http://www.who.int/hiv/HIVCP_IND.pdf (Date Accessed 13/07/2006))

“By the end of 2005 there were 873 VCTcentresin India”
(Avert webste 2006, http://www.avert.org/aidsindia.htm (date accessed 19/12/06))

24. Are male and female condoms available in the country?

“Reported condom use at last higher risk sex
(15-24 years)% - female 2001 51% Behavioural Surveillance Sudy

Reported condom use at last higher risk sex
(15-24 years)% - male 2001 59% Behavioural Surveillance Sudy”

25. Isa free HIV test available to all pregnant girlsand young women who wish to have
one?

“5.6 VCT

Accessto VCT[Voluntary Counseling and Testing] will be available in all Medical
Collegesand the Districtsin the HIV high prevalence Sates. Women, theirpartnersand
familiesshould have accessto follow —up counseling and care. Counselorswill need to
be supported and quality of counseling guaranteed. A community referral net work for
on going counseling and psychological support willbe developed.”

(National AIDSControl Organisation - Guidelinesforthe Prevention of Motherto
Child Transmission of HIV http://www.nacoonline.org/guidelines/ guideline_9.pdf
(Date Accessed 13/07/2006))

“Information for VCTclients. VCTisforanyone who may be at risk of HIV infection and
anyone who wantsto know their HIV status, including women who are pregnant and
theirpartners.

If you decide to go forthe test, you are asked to pay Rupees 10, 2 ml of your blood will
be drawn and you are requested to return to the VCTC at the time specified by the
counselorforpicking up the test result and posttest counseling.”

(National AIDSControl Organisation : Ministry of Health and Family Welfare
Government of India (2004) - VOLUNTARY COUNSELING & TESTING : OPERATIONAL
GUIDELINES: 2004

http://www.nacoonline.org/guidelinesvct_guidelinespdf (Date accessed
12/07/2006))

26. Athow many service pointsare PMTCTservices (such asnevirapine) available for
pregnant girlsor young women who are HIV positive?




National AIDSControl Organisation Website - Directory of Services- Satewise List Of
VCT, ARVsand PPTCTCentreshttp://www.nacoonline.org/directory_ptct.htm (Date
Accessed 13/07/2006)

27. At how many service pointsare harm reduction servicesforinjecting drug users
available?

“In 2004, the total number of sentinel stesstandsat 659 and thisincludes 171 SID sites, 269
ANC sites, 24 IDU sites, 15 MSM sites, 42 FSW sites, 132 ANC (rural) and 6 TB stes. “

(National AIDSControl Organisation Website - HIV Estimates—2004
http://www.nacoonline.org/facts hivestimatesd4.htm (Date Accessed 13/07/2006))

“In the majority of Indian states, tough regulationsmake it hard to reach IDUs. However,
there hasbeen some progressrecently; particularly in urban areasbut also in Manipur
where localgovernment hasadopted theirown harm reduction policies.”

AVERT, Who isaffected by HIV and AIDSin India http://www.avert.org/hiv-india.htm
(date accessed on 02/04/07)

28. Are there any specific national projects (such ascamps, conferences, and training
courses) for boys/ girlsand young people living with HIV/AIDS?

“(5) Holding campsin each village during campaign

Itisproposed to hold campsseparately formale and female target groupsin each
vilage. Each camp willbe attended by male and female health workersseparately and
assisted by community volunteers. The health workerswill discussthe problemsof RT/STI
with the target group in reference to cases, symptomsand complications. They will also
make them aware about HIV/AIDStransmission and itsprevention and control. Attendees
of the campswillalso be informed about the facilitiesavailable fortreatment and referral
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dipswillbe issued to those who need treatment. Health care workerswould also keep a
record forthose who are referred fortreatment so that they can make follow-up visitsto
ensure complete cure of the patients.”

(National AIDSControl Organisation, Feasbility Sudy of Administering Short-Term Azt
Intervention Among Hiv-Infected Mothers To Prevent Mother-To-Child Transmission
Of Hiv In India, Ministry of Health and Family Welfare Goverment of India,
http://www.nacoonline.org/prog_sche_carePLWHA.htm Date accessed 19/19/06)

29. At how many service pointsare ARVsavailable to people living with HIV/AIDS?

“Government hospitalsidentified forthe initial launch of antiretroviral treatment in
consultation with the Sate AIDSControl Societieswere :

a) SrJJhospital, Mumbai, Maharashtra

b) Institute of Thoracic Medicine and Chest dissases, Tambaram, Chennai
c) Regional Institute of Medical Sciences (RIMS), Imphal, Manipur

d) Bangalore Medical College Hospital, Bangalore, Karnataka

e) Osmania Medical College Hospital, Hyderabad, Andhra Pradesh

f) Ram Manohar Lohia (RML) Hospital, New Delhi

g) LNJP Hospital, New Delhi

h) District Naga Hospital, Kohima, Nagaland

NACO reviewsvery frequently, the roll out of ARTand we closely monitoremerging
teething problemsand the progressachieved in the accurate disbursement of
antiretroviral treatment across8 hospitalsthat have commenced implementing this
initiative.. Counselling including family counselling and networking with NGOsand
positive peoplesnetworkshave been ensured. These 8 ARTcentershave achieved an
adherence rate of 96.1% among people who have been placed on treatment.

Union Health Minister hasreviewed in July and in August, 2004 the current statusin
implementation of the ARTinitiative. He hasdirected that during 2004-05, government
willincrease the numbersof ARTcentresfrom 8 centresto 25 centres** at identified
government hospitalsacrossHIV high prevalence and HIV low prevalence states.”

National AIDSControl Organisation Website - Directory of Services- Satewise List Of
VCT, ARVsand PPTCTCentreshttp://www.nacoonline.org/directory_ptct.htm (Date
Accessed 13/07/2006)

30. Are there specific positive prevention services, including support groups, for young
women and girls living with HIV/ AIDS?

“5.8.4 The Government would actively encourage and support formation of self-help
groupsamong the HIV-infected personsforgroup counselling, home care and support
of theirmembersand their families. Social action through participation of NGOswould
be encouraged and supported forthispurpose.”

(National AIDSPrevention and Control Policy,
http://www.nacoonline.org/prog_policy.htm (Date accessed 19/12/06

“Contact Detailsfor PLWHA Support Groups- Listingsfor India

Name: Infected and Affected Women Group in Churachandpur




Address: C/O Care Agency For All(CAFA), Laitui Medico Building, Hill Town
Churachandpur- 795128 Manipur India
Phone: 91 3874 33211

Name: Positive Women Network of South India (PWN+)
Address: No. 23, Brindavan Sreet, West Mambalam,
Chennai - 690033 Tamil Nadu India

Phone: 91 44 3711176

Email: poswonet@hotmail.com”

(UNDP - You and AIDSPortal - SERVICES- PLWHA SUPPORT G RO UPS
http://www.youandaids.org/Services/ Default.asp ?ServiceCenterlist=14& CountryList
=1356& Search&ring)

"Set against those statigicsisan army of people trying to fight the virus. Backing some of
them are hundredsof millionsof dollarsfrom the world@deepest philanthropical pockets
_The Billand Melinda GatesFoundation. The foundation®@AIDSprevention effort in India,
known as"Ahavan" _a Sanskrit word meaning “callto action" _hasa $200 million five-
yeargrant to operate an HIV prevention program on a scale neverdone before."

"Ahavan®strategy hasbeen to adopt a business-style structure. The product is
prevention, and the foundation formed a pyramid structure to get it to consumers. It
contracted 15 other organizationsthat, in tum, work with about 150 grassrootsgroups.
They employ some 5,000 prostitutes, many of them HIV-positive, to get the message out.

"Italk to women about condomsand how they must indst even theirregular clientswear
condoms," said Vijaymala, a fruit seller who supplementsherincome by working asa
prostitute without her family®@knowledge.

She hasa third job working asa "peercounselor' at Saathi, a tiny Gatesfunded clinic
nestled among the shantytown brothelsin Turbhe, an industrial area on Bombay®
outskirts.

Employing prostitutesmeansfeedback comesquickly when there are problems.

"In talking with sex workers, ourteam found that the women felt the condomsavailable
in the market did not suit them," said Sanjeev Gaikwad of Family Health International,
which runsthe Saathi clinic.

So they went to a condom manufacturerto produce the stronger, better-lubricated
onesthey now distribute."

Washington Post NewsReport - GatesesTake on AIDSPrevention in India By GAVIN
RABINOWITZ The Associated PressMonday, July 3, 2006; 7:29 AM
http://www.washingtonpost.com/wp-

dyn/content/article/2006/07/03/ AR2006070300190.html|

Discussion Questions
What scale and range of HIV prevention services is available for girls and young

women? For example, do programmes go beyond ‘ABC’ strategies? Do programmes
cover social issues (e.g. early marriage)?

To what extent are SRH, HIV/AIDS and broader community services integrated and




able/willing to provide referrals to each other? For example, could most SRH clinics
refer a girl testing HIV positive to a support group for people living with HIV/AIDS?

o To what extent are HIV prevention services available through ‘non-traditional’ outlets
(e.g. religious organisations, youth clubs)?

o0 Arethere community programmes on gender awareness/dialogue for girls/boys and
young women/men? Do they explore power differences and social ‘norms’ for sexual
behaviour? Is there mentoring, peer support and economic development that targets
females?

How available is prevention information and support for girls and young women living
with HIV/AIDS?

How available are HIV prevention ‘commodities’ (e.g. condoms)? How are they
distributed?

How much do girls and young women know about the availability of services, such as
where to get condoms or ARVs?

Overall, what does the availability of HIV prevention services mean in practice? What
are the ‘real life’ experiences of girls and young women? What difference do these
services make to their vulnerability to HIV infection?

How do the effects of availability vary among different types of girls and young
women, such as those in/out of school, married/unmarried, in rural/urban areas, living
with HIV/not aware of their HIV status?

PREVENTION COMPONENT4: ACCESSIBILITY OF SERVICES
(location, user-friendliness, affordability, etc)

Key guestions:

31. Are all government HIV prevention and SRH services equally open to married and
unmarried girlsand young women?




“2.8.118 The Tenth Plan goalsfor HIV/AIDSprogramme are:

32.

80 percent coverage of high risk group through targeted interventions;

90 percent coverage of schoolsand collegesthrough education programmes,

80 percent awarenessamong the general population in rural areas;

reducing transmission through blood to lessthan 1 percent;

establishing of at least one voluntary testing and counselling centre in every district;
scaling up of prevention of mother-to-child transmission activitiesup to the district
level;

achieving zero levelincrease of HIV /AIDSprevalue by 2007.”

(Tenth FHve Yearlan 2002- 2007,
http://planningcommission.nic.in/plang planrel/fiveyr/10th/volume?2/v2 ch2 8.pdf
(Date accessed 16/11/06)

"(d) HIV/AIDS, Sxually Transmitted Dissasesand Substance Abuse

8.3.11 The Policy recognizesthat the percentage of young people falling prey to
substance abuse, SIDsand HIV / AIDSbeing relatively higher, these issuesneed be
tackled as, primarily, confronting the younger generation, particularly the adolescents
who are most affected. Being highly impressonable, and, therefore, prone to high risk
behaviour, they require propereducation and awarenessabout reproductive health
issues, including safe sexual behaviour. The Policy, therefore, advocatesa two-pronged
approach of education and awarenessfor prevention and propertreatment and
counselling for cure and rehabilitation. It further enjoinsthat information in respect of
the reproductive health system should form part of the educational curriculum. The
Policy also stressesthe need forestablishment of adolescent clinicsin large hospitalsand
similar projectsin rural areasto addressthe health needsof the young adults.”

NATIONAL YOUTH POLICY 2003 - India
http://yuva.nic.in/Publications.aspx

Are all government HIV prevention and SRH services equally open to girlsand young

women who are HIV positive, negative or untested?

33.

"(d) HIV/AIDS Sxually Transmitted Disesasesand Substance Abuse

8.3.11 The Policy recognizesthat the percentage of young people falling prey to
substance abuse, SIDsand HIV / AIDSbeing relatively higher, these issuesneed be
tackled as, primarily, confronting the younger generation, particularly the adolescents
who are mogt affected. Being highly impressionable, and, therefore, prone to high risk
behaviour, they require propereducation and awarenessabout reproductive health
issues, including safe sexual behaviour. The Policy, therefore, advocatesa two-pronged
approach of education and awarenessfor prevention and propertreatment and
counselling for cure and rehabilitation. It further enjoinsthat information in respect of
the reproductive health system should form parn of the educational curriculum. The
Policy also stressesthe need forestablishment of adolescent clinicsin large hospitalsand
similar projectsin rural areasto addressthe health needsof the young adults.”

NATIONAL YOUTH POLICY 2003 - India
http://yuva.nic.in/Publications.aspx

Are VCTservicesfree for girlsand young women?

“Information for VCTclients. VCTisforanyone who may be at risk of HIV infection and
anyone who wantsto know their HIV status, including women who are pregnant and
theirpartners.




If you decide to go forthe test, you are asked to pay Rupees 10, 2 ml of your blood will
be drawn and you are requested to return to the VCTC at the time specified by the
counselorforpicking up the test result and posttest counseling.”

(National AIDSControl Organisation : Ministry of Health and Family Welfare
Govemment of India (2004) - VOLUNTARY COUNSELING & TESTING : OPERATIONAL
GUIDELINES: 2004 http://www.nacoonline.org/guidelines/vct_guidelines.pdf (Date
accessed 12/07/2006))

34. Are approximately equal numbers of femalesand malesaccessing VCTservices?

35. Are STl treatment and counseling services free for all girlsand young women?

36. Are condoms free for girlsand young women within government SRH services?

India-Based Company To Begin Selling Female Condoms; Government Considering
Subsidizing Them for Sex Workers

India-based... Hindustan Latex on Fiday said it willbegin selling female condomsin the
country next month to help curb the spread of HIV, the Associated Pressreports. M.
Ayyappan, managing director of Hindustan Latex, said the company initially willimport
the female condomsfrom the London factory of Chicago-based Female Health
Company and laterwillbegin producing itsown condoms. The condomswill sell for
about $2.30 each, but the govemment@National AIDSControl Organization is
supporting the product and considering a subsidy to bring the cost to 12 centsper
condom forcommercial sex workers.

Medical NewsToday Website 02 Aug 2005
http://www.medicalnewstoday.com/medicalnews.php?newsid=28468 (Date
Accessed 05/10/2007)

“Condomsare free from the Indian government, but have lessthan 10%use.”

Rotarian Action Group For Population and Development Website : WCSin India
http://www.rifpd.org/Family_Planning/Examples WCS Projectg/India/india.htm]
(Date Accessed 05/01/2007)

“Millionsof the condomsdistributed free in India to combat Aidsand population growth
are being used forother purposessuch aswaterproofing roofs, reinforcing roadsand
even polishing saris, say health workers.”

Telegraph webste- Newsl2th Aug 2004
http://www.telegraph.co.uk/news main.jhtmI?xml=/news/ 2004/08/13/windial3.xml
(Date Accessed 05/01/2007)

37. Are ARVsfree for all girlsand young women living with HIV/ AIDS?
Court Asks Government To Explain Why Treatment Target Not Met
“In related news, India®@Supreme Court on Thursday asked the government by the end

of Septemberto explain how it set a target of providing 100,000 HIV-positive people
treatment at no cost by 2005 and why it hasdelayed the target twice, Reuters AlertNet
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reports (ReutersAlertNet, 8/31). The government in April 2004 launched the program by
distributing antiretroviral drugsat no cost at seven centersnationwide (Kaiser Daily
HIV/AIDSReport, 4/2/04). According to a statusreport released by the government after
the count®ruling, 36,110 HIV-positive people asof July 31 were receiving antiretrovirals at
no cost at 54 NACO clinics, IANS Dailyindia.com reports (IANS Dailylndia.com, 8/31). The
not-for-profit groupsCommon Cause, Sahara, Sankalp Rehabilitation Trust and the
Voluntary Health Association of Punjab told the three-member high court on Thursday
that the government®treatment target isinsufficient and hasnot been achieved. Chief
Justice of India Y.K. Sabharmwal said, "What®the difficulty? Why wasthe target year
shifted?" NACO hassaid that it isdifficult to provide regularaccessto antiretroviralsto
HIV-positive people in rural areas (ReutersAlertNet, 8/31). According to Ramadoss, the
number of centers around the country dispensing antiretrovirals at no cost will increase
by the end of September from 60 to 100. In addition, the government by 2007 hopesto
reach the 100,000 target, aswell asincrease the number of centersproviding HIV/AIDS
treatment, testing, counseling and prenatal checkupsfrom 2,875 to 5,000 in the next two
years, Ramadosssaid (Bloomberg News, 9/1).”

Kaiser Network News September 05 2006
http://www.kaisernetwork.org/daily_ reportsrep_index.cfm?DR ID=39599 (Date
Accessed 05/01/2007)

38. Are issuesrelating to HIV/AIDSstigma and discrimination included in the training
curriculum of key health care workers at SRH clinics?

“2. Training of medical and paramedical staff in the medical collegesand tertiary
hospitals

Most of the 28 statesd UTs have initiated the training of othermedical and paramedicalin
the medical collegesand tertiary hospitals. With more numberof doctorsbeing covered
in the training courseswould lead to fewer of referral of casesand lessdiscrimination
and stigmatization of HIV/AIDS”

http://www.nacoonline.org/prog_sche_train.htm (Date Accessed 04/01/2007)

39. Are issuesrelating to young people included in the training curriculum of key health
care workers at SRH clinics?

40. Are there any government media campaigns (e.g. television commercials and
newspaper advertisements) about HIV/AIDSthat specifically address prevention among
girlsand young women?

Components of IEC Strategy

“The IEC strategic plan for AIDSprevention and control progaramme in India includes, a
variety of communication strategiesforraising awareness, behavioural change and
social mobilization. The IEC strategic plan hasthe following components:

Use of Mass Media

- Advocacy at variouslevels
- Inter-Sectoral collaboration
- Training

- Involvement of NGOs




- Research
National level IEC Activities

NACO hasempanelled two professonal agenciesto design and develop massmedia
campaignson HIV/AIDSprevention and control in the country. These two agencieswere
selected through a transparent and competitive processand recommended by a
committee of experts. In addition, NACO isutilizing the variousmedia unitsof the Ministry
of Information and Broadcasting such asDirectorate of Feld Publicity, Song and Drama
Divison and the PressInformation Bureau for outreach in the rural areasand the regional
press”

(National AIDSControl Organisation Website - Information, Education,
Communication and Social Mobilizatio http://www.nacoonline.org/prog_iec.htm
(Date Accessed 14/07/2006)

“Media Campaign

The MassMedia Campaign seeksto create widespread awarenesson HIV/AIDS
promote positive attitudestowardspeople living with HIV/AIDS and influence groupsto
change high risk behaviorthat make them vulnerable to the infection. It will use a series
of public service announcements (PSA), online and print content, televison and radio
programming aswell asseveral educational eventsto do this. In orderto best address
HIV/AIDSthrough the variousmassmedia, HeroesProject hasdeveloped a strategic
communicationsapproach to addressdiverse groupssuch assexually active men,
married women and youth acrossall levelsof society.”

HeroesProject Website - Media Campaign
http://www.heroesprojectindia.org/media_campaign/media_campaign.htm (Date
Accessed 14/07/2006)

“4. Work with development partnersand public and private sector enterprisesto
improve HIV/AIDSprevention and controlin tribal people Operational sng capacity of
communication programmesvariesconsiderably with statesand hence, the need for
IPC to strengthen effortsthrough IEC and BCC, could be made possble through hand
holding with development partnerswho have strong hold at grassroot level aswell as
segment specific targeted communication. Public privat partnershipscould be a link to
strengthen operationalisng capacity within tribal communities, involving positive
people’snetworks. A vital step would be develop synergiesbetween NACO and SACS
between partner ministriesand departmentsand between different media channels
like massmedia, mid media to strengthen advocacy activitiesand ensure effective
dissemination of IEC material. The in-flow of fundsneedsto be monitored and outflow
channelised so asto make significant, effective and complete utilization of available
resources.(pgl3)”

(NACO (2005)- Social Assessment of HIV/AIDSAmong Tribal People in India A Report
Submitted to

NACP-IIl Planning Team, New Delhi,
http://www.nacoonline.org/socialassessmentNACP.pdf (Date accessed 19/12/06)

Discussion questions:

Are HIV prevention services truly accessible to girls and young women, including
those that are marginalised and vulnerable? For example, are they: safe? Affordable?
Reachable by public transport? in appropriate languages? Non-stigmatising? open
at convenient times?




What are the cultural norms around prioritizing females and males for health care?

To what extent are informed and supportive SRH services accessible for girls or
young women living with HIV/AIDS?

What are the client/service provider ratios in different types of HIV prevention
services? What is the gender ratio for staff in those services?

Do services make proactive efforts to attract girls and young women? For example,
do SRH clinics have separate rooms for young women so that they do not risk seeing
family members or familiar adults?

What are the attitudes of service providers to girls and young women, including those
who are marginalised and vulnerable? Are they kind, non-judgemental and realistic
(for example about young people’s sexual pressures and desires)? Can they
encourage girls/boys to assess their risks of HIV infection and change their
behaviour? Are attitudes generally getting better or worse?

Do HIV prevention information campaigns, etc, target girls and young women? For
example, are they culturally and linguistically appropriate? Are materials distributed
through appropriate media and outlets?

Is there a national monitoring and evaluation framework? Does it encourage data to
be disaggregated (according to gender and age) — to help assess the extent to which
girls and young women are accessing programmes and services?

Are referrals and follow-up provided during HIV/AIDS, SRH and antenatal care
services for young women and girls?

Overall, what difference does accessibility to services mean in practice? What are the
‘real life’ experiences of girls and young women? What difference is made to their
vulnerability to HIV infection?

How do the effects of accessibility vary among different types of girls and young
women, such as those infout of school, married/unmarried, in rural/urban areas, living
with HIV/not aware of their HIV status?

PREVENTION COMPONENT5: PARTICIPATION AND RIGHTS




(human rights, representation, advocacy, participation in decision-making, etc)

Key questions:
41. Has the country signed the Convention on the Rights of the Child (CRC)?
Yes, on 11th Jan 1993
Office of the United NationsHigh Commissoner for Human Rights - status of

ratifications of the principal Interational Human Rights Treaties Asof 09 June 2004
http://www.unhchr.ch/pdf/report.pdf (Date accessed 11/07/06)

42. Has the country signed the Convention on the Himination of all Forms of Discrimination
against Women (CEDAW) and the Convention on Consent Marriage, Minimum Age of
Marriage and Registration of Marriages (CCM)?

CEDAW : Yeson 8th August 1993

Office of the United NationsHigh Commissoner for Human Rights - status of
ratifications of the principal International Human Rights Treaties Asof 09 June 2004
http://www.unhchr.ch/pdf/report.pdf (Date accessed 11/07/06)

CCM : No

United NationsTreaty Collection [Asof 5 February 2002] 3. Convention on Consent
to Marriage, Minimum Age for Marriage and Registration of Marriages New York, 10
December 1962

http://www.unhchr.ch/html/menu3/b/treaty3 .htm (Date accessed 11/07/06)

43. In the National AIDS Council (or equivalent), isthere an individual or organisation
that represents the interests of girlsand young women?

“Our National AIDSPolicy also advocatesa multi-sectoral approach to combat the
epidemic. It emphasizesthat by mainstreaming youth related issuesin HIV and
reproductive health into a number of sectors, a more holigtic, sustained and cost-
effective approach ispossble. Operationally thiswould require personsfrom different
sectorsto plan together. Thisapproach isuncommon because most departmentshave
worked in isolation although the young person isthe same target audience...............

There are already on the ground, which are collaborative effortsof variousgovermment
departmentssuch asSchool AIDSEducation Programme; Universities Talk AIDS (UTA);
ARSH and life skillsinterventionsare being supported through NYKS NSSand RGNIYD;
National Youth Parliament; reaching youth through Ts, mainstreaming young people in
vulnerable communitiesthrough VTA and NGO outreach; initiation of district-wide
strategy to reach young people I vulnerable communitiesin the high prevalence/high
priority digtricts (NACO/SACS UNICEF); nation, state and district wide massmedia
campaigns, Red Ribbon Express; Adolescent Reproductive and Sexual Health (ARSH) in
the RCH-llProgramme; etc. There are many otherprogrammesat the planning
stage.24 In the last half a decade, there hasbeen a phenomenal growth in the
numbersof NGOsmainstreaming HIV/AIDSinto their programmeswith varying focus.
NGOs work hastouched every segment of the youth population, with varied scale of
reach. NGOs—international, national and ocal—have not only implemented
programmesindividually but now they are building programmesin collaboration and
partnershipsforreaching out to largerand more unreached segmentsof youth
population. NGOshave focussed largely on reaching out to the ‘difficult to reach’
subsetsof population of women, affected and vulnerable children and young people
in vulnerable settings. Multiple typesof interventionsand approachesare being
implemented in India. A number of international, national, and local organizations




including USAID/IMPACTand India HIV/AIDSAlliance have supported effortsfocusing on
care and support forchildren affected by HIV/AIDSand prevention among children
who are especially vulnerable to becoming infected by HIV/AIDS There hasbeen a
significant involvement of private sector also in raising awarenessand self esteem of
people affected by HIV/AIDS(pg31)”

(NACO (2005), Social Assessment of HIV/AIDSAmong Tribal People in India A
Report Submitted to

NACP-IIl Planning Team, New Delhi,
http://www.nacoonline.org/socialassessmnentNACP.pdf (date accessed
19/12/06))

National AIDSCommittee

Members

1. Dr. Anbumani Ramadoss, Union Minister of Health & Family Welfare - Chairman

2. 9nt. Panabaka Lakshmi, Union Minister of Sate for Health and Family Welfare - Vice
Chairperson ...

20 Secretary, Min. of Women & Child development —Member ...

22 Secretary, National Commision for Women - Member

National AIDSControl Organisation Website - About — Officials
http://www.nacoonline.org/about_officials.htm (Date Accessed 18/07/2006)

44. In the National AIDS Council, isthere an individual or organisation that represents
the interests of people living with HIV/AIDS?

“Snce a key priority isto fosteran enabling envionment, NACO hassmoothly
incorporated the greaterinvolvement of people with AIDS(GIPA), and those directly
affected by it. GIPA ismore a processthan a goal, an all-inclusive principle based on
the fundamental premisesthat we need to start looking beyond the notion of
beneficiariestowardsthe notion of synergistic community action.

In an attemptto consolidate effortsaround GIPA, NACO commenced a partnership
during 2003, with the Indian network of people living with HIV (INP+) and UNDP, to
organize the “Leadership for Results’ programme. Three workshopswere held: Delhi,
Cochin and Kolkata, and we had several positive outcomes. The idea isif we are to
apply GIPA acrossthe board, then we need to invest in capacitiesof the people living
with the virusand those affected by it.

In June 2003, every AIDSControl Society wasdirected to be mindful, of GIPA asa toolto
betterimplement itsactivities, and to apply GIPA where possble. Many stateshave
responded favourably to thiscalland have reported the application of thisprinciple in
several areas. Many other statesare catching up. People living with HIV/AIDS (PLHAS)
have become on integral part of the behaviorschange communication (Bcc)
programme, development of materialsand designing of messaging, to eschew stigma.

In NACO®Vison document, GIPA hasa clear strategic place without which it would be
anincomplete vison.

- The Operational Guidelinesfor Voluntary Counseling and Testing, 2004, hasan entire
chapterdedicated to co-opting people living with HIV/AIDSaspeer counselors.

- With the roll out of the anti-retroviral treatment, for people living with AIDS we have

ensured that PLHAshave an expanded role, both asstakeholdersaswell asfacilitators.
Support from NACO and UNDP hasenabled the INP+ to establish and strengthen up to 15

state level networksof people living with HIV/AIDS. Positive women’sgroupshave been

updated with current knowledge on human rights, treatment literacy and positive living.
NACO hassupported the INP+ to finalize the first national strategy for GIPA, after wise




ranging stakeholder consultation.

Overthe past two year, we have moved from being driven by awarenessgeneration to
being driven by service delivery. And thisquantum leap hasbeen recognized in the
draft national GIPA strategy.”

National AIDSControl Organisation Website - GIPA (Greater Involvement of People
Living with and directly affected by HIV/AIDS)
http://www.nacoonline.org/netwrkpstve gipa.htm (Date Accessed 04/01/2007)

45. Was the current National AIDSPlan developed through a participatory process,
including input from girls and young women?

"b. Anotherevent that wasa comerstone of young people’sinvolvement wasthe
National Youth Parliament. Thisyouth pariament wasconvened with special focusto
seekinputsfrom young people on the draft legidation on HIV/AIDS. Over 4000 young
people from all districts of the country participated in thistwo-day event. Inter
Pariamentary Forum on HIV/AIDS NACO and UN Agenciesorganized the event" Page
19

"The Declaration on Political Leadership in Combating HIV/AIDSclearly statesthat the
activigsof political partiesshall take stepsto ensure that the response (to HIV/AIDS)
includesa focuson youth.

KEY RECOMMENDATIONS:

a.) Formation of special focusgroup ‘GIYP — Greater Involvement of Young People’ for
continued participation of young people in policy-making." Page 12

National Youth Shadow Report - ProgressMade on the UNGASSDeclaration of
Commitment on HIV/AIDS- INDIA (2006)
http://www.youthaidscoalition.org/docs/India.pdf (Date Accessed 04/01/2007)

46. Isthere any type of group/coalition actively promoting the HIV prevention and SRH
needs and rights of girlsand young women?

U.N. Agencies, Indian Government Launch Campaign To Increase HIV/AIDS
Awareness Among Young Women, Girls

"The Coordinated HIV/AIDSResponse Through Capacity Building and Awareness --
along with the United NationsDevelopment Fund for Women, UNAIDSand Indian
government agencies--on Tuesday isscheduled to begin a campaign to increase
HIV/AIDSawarenessamong young women and girlsin India ages 15 to 29,

IANS newindpress.com reports IANS newindpress.com, 3/3). CHARCA isa joint U.N.
program aimed at young women and girlsin India for prevention of and education
about HIV and other sexually transmitted infections."

The Women®UN Report Program & Network NewsTuesday, March 07, 2006
http://www.wunrm.com/news/04 16 _06/042406_india_feminization.htm (Date
Accessed 04/01/2007)

CHARCA Strategies

CHARCA isbased on five key strategiesinterlinked with one another; these pillarsform
CHARCA'’svison to empoweryoung giflsand women with voice and visibility to
overcome vulnerabilitiesand gender disparities.

Coordinated HIV/AIDSResponse Through Capacity Building and Awareness
(CHARCA) Website




http://www.youandaids.org/Charca/Sratergies/index.asp (Date Accessed
04/01/2007)

47. Isthere any type of national group/coalition advocating for HIV prevention
(including positive prevention) for girlsand young women?

U.N. Agencies, Indian Government Launch Campaign To Increase HIV/AIDS Awareness
Among Young Women, Girls

"The Coordinated HIV/AIDSResponse Through Capacity Building and Awareness--
along with the United NationsDevelopment Fund for Women, UNAIDSand Indian
government agencies--on Tuesday isscheduled to begin a campaign to increase
HIV/AIDSawarenessamong young women and girlsin India ages 15 to 29,

IANS newindpress.com reports (IANS newindpress.com, 3/3). CHARCA isa joint U.N.
program aimed at young women and girlsin India for prevention of and education
about HIV and other sexually transmitted infections."

The Women®UN Report Program & Network NewsTuesday, March 07, 2006
http://www.wunrm.com/news/04_16_06/042406_india_feminization.htm (Date
Accessed 19/07/2006)

48. Isthe membership of the main network(s) for people living with HIV/AIDSopen to
young people, including girlsand young women?

The essence of Network of People Living with HIV/AIDS (INP+) isto provide a voice for

PLHA at the local, regional and national levelsin order to facilitate systemic change in
critical areassuch ascare and support, accessto treatmentsand addressing issues of
discrimination facing PLHA in Indian society.

(Network of People Living with HIV/AIDS,
http://www.nacoonline.org/netwrkpstve.htm (Date accessed 16/11/06)

"INP+ isa non-profitable community based organization of people living with HIV and its
secretariat isbased in Chennai."... "The membership of INP+isopen to all Indians living
with HIV, irespective of gender, caste, religion etc. The confidentiality of membersis
ensured by INP+."

Indian NGOsWebsite - Indian Network for People Living with HIV / AIDS (INP+)
http://216.239.59.104/search?q=cache:fNykRZRp ThoJ:www.indianngos.com/inpl/m
ain.htmI+INP¥2B+membership&hl=en&qgl=za&ct=clnk&cd=7 (Date Accessed
04/01/2007)

"Membership isopen to allwomen living with HIV in India. If you are willing to become a
memberof PWN+, you should pay annual membership fee of Rs. 120/ asperthe
byelaws."

Postive WomensNetwork(PWN+) Website
http://www.pwnplus.org/mem.htm (Date Accessed 04/01/2007)

49. Are there any programmesto build the capacity of people living with HIV/ AIDS (e.g.
in networking, advocacy, etc)?

“Snce a key priority isto foster an enabling environment, NACO hassmoothly
incorporated the greaterinvolvement of people with AIDS(GIPA), and those directly
affected by it. GIPA ismore a processthan a goal, an all-inclusive principle based on
the fundamental premisesthat we need to start looking beyond the notion of
beneficiariestowardsthe notion of synergistic community action.”




“With the roll out of the anti-retroviral treatment, for people living with AIDS we have
ensured that PLHAshave an expanded role, both asstakeholdersaswell asfacilitators.
Support from NACO and UNDP hasenabled the INP+ to establish and strengthen
up to 15 state level networks of people living with HIV/AIDS. Positive women’sgroups
have been updated with current knowledge on human rights, treatment literacy and

positive living.”

(National AIDSControl Organisation - GIPA (Greater Involvement of People Living
with and directly affected by HIV/AIDS)
http://www.nacoonline.org/netwrkpstve gipa.htm (Date Accessed 03/01/2007))

50. Are there any girlsor young women living with HIV/AIDSwho speak openly about
their HIV status (e.g. on television or at conferences)?

"An Indian activist who hasworked with prostitutesand othersat risk of contracting Aids
hasbeen received the highest award of a leading international human rightsbody.
Meena Seshu, who hasbeen honoured by Human RightsWatch, hasworked with sex
workersin the Indian state of Maharashtra, helping them to spread awarenessabout
Aidsamong themselvesand the wider community."

BBC NewsWebsite - 14 November, 2002, 18:11 GMT- Top award for Indian Aids
activist
http://news.bbc.co.uk/2/hi/south_asia/2478163.stm (Date Accessed 03/01/2007)

"GUWAHAT, India, March 5, 2006 (AFP) - A social outcast five yearsago, Jahnabi
Goswami--who isHIV positive --isnow campaigning to persuade Indian couples
planning to wed to dump traditional horoscope-matching in favour of AIDStests.

Goswami®campaign to persuade people to get AIDStestsat first drew hostility from
localsin herhome state of Assam in northeastern India where HIV-AIDSisrife, mainly due
to rampant drug abuse.

But now the campaign isbeing taken seriously and the 29-year-old woman hasbeen
asked by the ruling Congressparty to contest state electionsto be held next month in
Assam.

Congressisbiling her asthe first HIV-positive person to contest an election in the state.

Goswamiisrunning on a platform that highlightsthe need forregular AIDStests,
egpecially among young couplesintending to marry."

AegisNews- Use AIDStestsnot astrology, Indian HIV activist tellswould-be couples
http://www.aegis.com/NEWS AFP/ 2006/ AF060310.htmI (Date Accessed 04/01/2007)

"Delegate Asha Ramaiah, a young woman from India who along with her husband and
infant son isHIV-positive, hasbeen embroiled in an uphill battle foraccessto affordable
anti-retroviral medicine formany yearsnow."

Action Aid Report - The peoplescaravan (2005)
http://www.actionaid.org/index.asp?page_id=652 (Date Accessed 04/01/2007)

“My mother-in-law haskept everything separate forme-my glass, my plate, they never
discriminated like thiswith their son. They used to eat together with him. Forme, it€don®
do thisordon®touch that and even if luse a bucket to bathe, they yell - @ash it, wash
it©They really harassme. | wish nobody comesto be in my situation and I wish nobody




doesthisto anybody. But what can ldo? My parentsand brotheralso do not want me
back.”

- HIV-positive woman, aged 23, India -

(Avert website (November 2, 2006), http://www.avert.org/aidsstigma.htm (Date
accessed 19/12/06))

Discussion guestions:

o

How are international commitments (e.g. CRC, CEDAW, and CCM) applied within the
country?

Is the national response to HIV/AIDS rights-based? For example, does it recognise
the SRH rights of women living with HIV/AIDS?

Do key decision-making bodies (e.g. the Country Coordinating Mechanism of the
Global Fund to Fight AIDS, TB and Malaria) have a set number of seats for civil
society? Are any of them specifically for representatives of girls and young women or
people living with HIV/AIDS?

Are HIV prevention programmes generally developed ‘for’ or ‘with’ girls and young
women, including those who are marginalised and vulnerable? Are girls and young
women seen as ‘implementers’ as well as ‘receivers’ of services?

To what extent are girls and young women aware of decision-making processes? Are
they encouraged to have a voice? Are they seen as an important constituency within
committees, management groups, etc?

How high are issues relating to HIV prevention for girls and young women (e.g. early
marriage and stigma) on the agendas of local leaders and decision-making groups
(e.g. district AIDS committees)? To what extent do girls and young women participate
in those type of bodies?

To what extent are people living with HIV/AIDS organised, for example in networks?
Are girls and young women involved in those bodies?

How are issues of participation affected by stigma? For example, is it safe for people
living with HIV to speak openly about their HIV status?

Overall, how are participation and rights applied in practice? What are the ‘real life’
experiences of girls and young women? What difference is made to their vulnerability
to HIV infection?




o How do the effects of participation and rights vary among different types of girls and
young women, such as those in/out of school, married/unmarried, in rural/urban
areas, living with HIV/not aware of their HIV status?




Focus group discussion: 15-24 year olds

Age group: 15-24 years

Number of participants: 11

Profile of participants: Girlsand young women who are: in-school; out-of-school; peer
activists; from urban areas; from suburban areas; living with HIV; married with children; newly
married, living with HIV and unmarried.

Place: Chennai

Prevention component 1: Availability of service

What sort of HIV prevention services are there for girls and young women in your
community? For example, where would you go to get: information? condoms? treatment for
a sexually transmitted infection (STIs)? and HIV test?

Many NGOs and Sate AIDS Control Societies conduct awareness programs in the
community several times in a year. They conduct Camp for youth and women. All
Government Health Centre provide information. They also conduct group meetings
particularly with women to disseminate information on route of transmission and prevention
methods. There are also community clinics to provide information on reproductive and
sexual health issues that includes HIV/AIDS information. Government hospital in Egmore
provides information through leaflets and pamphlets. There are also posterson HIV related
issues within the government hospitals. Schools and colleges are conducting awareness
programswithin the premise forthe studentsbeyond Vil standards.

There are VCTCs in all the government run clinics like KMC Govermnment hospital and TB
Sanatorium in Poonamallee and few clinicsrun by the NGOs. Government hospitals have a
separate wing for HIV patients. The health Posts and the Primary Health Care Units are
providing STl treatment. Counselling services for young girlsand women are provided here.
Fee condoms are available with the government and NGOs. They provide information on
the role of using condom and demonstrate how to use it. Few NGOs are also into social
marketed condoms. But no such services are availed by unmarried girlsdue to stigma and
discrimination. STl servicesare available within the government health set up. None of the STl
clinicsare youth friendly and are completely focused to caterthe needsof men.

How much do boysand young men know about HIV prevention servicesin your
community? What is their role in supporting HIV prevention for girlsand young women?

They have very limited knowledge asthey don’t come for the meetings. Even if awareness
levelisthere they are not trandating awarenessinto practice. They are also afraid of coming
for HIV test. They think that they know everything. The problem ismore with the iliterates. To
address this issue there should be a separate meeting for boys and young men specially
those who are not married. They should be told to consistently use condoms. If a girl asks
them to use condoms they refuse as they think that it reduces pleasure. If a girl carries
condoms then they doubt the girl's character. Maried men are also not senstive. For
married men, there should be separate meeting.

“The influence of liquorisalso responsible forthe irresponsible behaviour of the boys.”

“My husband refusesto use condomsashe thinksthat condomsare forunmarried people”.
They have a major role to play in HIV prevention program for girls. They should not go to
prostitutes. “One man should live for one woman” (“ORUVANUKKU ORUTHI'). They should
have self control to delay sex and not come under peer pressure leading to substance
abuse. More than usng condoms, they should have self control. They should also be aware

of women’sissuesand give due respect to theirviewsand needs.

“If men exercise self control, then only thisproblem will solve”.




What sort of HIV prevention services would you like more of in your community? How would
that make a difference to your life?

More meetings and camps at the community level to generate awareness on not only
prevention methods but also on related issues like gender equality and women’s
empowerment. Health care providers should be sensitized on women’s issues. Community
based Organization should talk on myths and misconceptions related to HIV/AIDS
Sensitization programs for men particularly for middle aged men is required as there are
incidencesof sexual harassment every where in the society. Organize targeted programsto
increase condom usage among men. Pre marital counselling can be done to both bride
and groom. It will be very helpful as most of the young men and women are not aware of
sexual health issues. Women will know about delivery, STls and how to prevent it from her
own husband. Men will lisen once to othersand willbe aware of the issuesthat women are
facing. More meetings with the men will reduce risk behavioursamong them as “husbands
are spending more time with otherwomen than their wife”.

Prevention component 2: Accessibility of services

What are your experiences of using HIV prevention servicesin your community? In what way
have those experiencesbeen good orbad?

Govemment services are available and accessble and women are quite happy with the
existing services but they feel there are scopesforimprovement. Health care providers are
not always trained and senstized related to women’s reproductive health issues. They are
also stigmatising people living with HIV/AIDS.

Private hospitals are very insensitive towards people living with HIV/AIDS They do not have
counselling facilitiesand confidentiality isnot ensured in such institutions.

What are the main barriersthat you have faced when trying to use HIV prevention servicesin
your community? Forexample, what difference doesit make if a service is: expensive? too
far away? unfriendly?

Services are not expensive within the government health set up. It isnot very far for urban
people. It is little difficult for women coming from rural areas. The barrier that we face in
govemment Hospitals is STl ward has a big board therefore people don’t like to enter the
ward when some one is watching. They feel embarrassed; they should either change the
name of the board orshould do something else.

Posterslike a man standing with a towel wrapped around hiswaist should be changed.. the
wordings like “DO YOU HAVE PROBLEMS IN THAT PLACE?” should be revised. My relatives
feel the word STis and these pictures make them not to enter the ward because they are
afraid of seen by otherswhile entering.

When treatment involves surgery or operation, the government hospital do not provide
propercare forpeople living with HIV.

“My friend who is HIV postive had done a surgery last month in government hospital; but
post surgery they had isolated he was kept in the comer. Somebody should do something
aboutit”.

In what way are HIV prevention services easier or harder for particular types of girls and
young women to use? For example, what difference does it make if you are: unmarried? out
of school? HIV positive?

Any service iseader for married women to access. Even if the woman isa commercial sex
worker it iseaserfor married sex workersto accessservices. If the woman isilliterate then it is
difficult for her to understand the services provided and the mechanism to access it.
Therefore it iseasest for literate married women.



Prevention component 3: Participation and rights

Have there been any projectsin your community to bring together girlsand boysor young
women and young men to talk about HIV prevention? If yes, what did they involve and what
did they achieve?

There are street dramas, student rally and mass events bring boysand girlstogether. These
campaignsare good asit encouragesyoung men to come forward to accessinformation
and services. In such programs people are quite involved. Self Help Groups are excellent
medium to bring boysand girlstogether. Thishelpsboysto participate in women’sprogram
and also help them to understand women’s issues better. Create more awareness for
people to come forservices.

What would encourage you to get more involved in HIV prevention in your community?

Establishing self help groups, organizing sessionson yoga and art of living, conducting
regularmeetingsat the workplace, salon and in the liguor shop would involve more men,
informal discussionsin the neighbourhood, involving mothersof young girlsto get their
participation would encourage and involve people more efficiently and effectively. If
groupsare formed and place isprovided with identity cardswomen are willing to get more
involved asvolunteersforthe cause.

Prevention component 4: Legal provision

What do you know about lawsin India that might affect how girlsor young women can
protect themselves from HIV? For example, do you know about any laws that: allow girls to
get married ata young age? do not allow girlsor young women to have abortions? prevent
girls from using services unless they have the consent of their parents?

Marriage ACT delays young people’s sexual orientation but it is not strictly implemented.
Parentsare hestant to delay marriage asthy feel daughtersare burden to the family. Even if
girls are married after 18 they are harassed at in-laws place and have little knowledge and
lessempowered to exercise their rights. Community women are not aware of divorce laws
and domestic violence bills. Legal literacy is very low among women particularly illiterate
women. Above 18 years girls do not need parent consent for abortions. This law helps to
abort baby if motherisliving with HIV. Thisin turn preventschildren to be orphan.

“MTP ACTallowsyoung people to indulge in unprotected sex”.
“Give the Rightsof conceiving and choice of abortion to women and notto men”.
The following legidationsare required to improve the statusof young girlsand women:
HIV/AIDSbill to protect women’s Rights.
Priority to casesrelated to HIV and women

Legidationsto protect orphansand widow living with or without HIV
Violation of Human Rightsshould be punished

Prevention component5: Policy provision:

What type of education have you received aboutissues such asrelationships, sex and AIDS?
For example, what have you been taught about your sexual and reproductive health in
school?

Sex education in schoolwasnot implemented before 2000. The curricula revolve around the
changes in body that takes place during adolescence, postive sexual health practices,
route of HIV transmisson and methods of prevention. It did not talk of sexual health Rights.
Only gif’'sschoolsare much more comfortable with sexual health education classesbut co-
education school goers are told to learn these chapters at home. Due to absence of
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parental support on this generally adolescents discuss such issues with peers who have
equally distorted knowledge on the subject.

What could the government of India do to fight fear about AIDSin your community?

Government should make provison of mandatory HIV testing before registering marriages.
More masscampaignsto reach out people with prevention messages. TV channels should
focuson thisissue in their programs. Government should come up with a rehabilitation policy
forthe commercial sex workers.

Summary

What are the 2-3 mostimportant changesthat could be made —forexample by the
government or community leaders—to help girlsand young women in India to protect
themselves from HIV?

Govemment should create policy for people registering clubs and groupsto work on HIV.
Introduce insurance policy for people living with HIV/AIDS Support from the community
leadersto reach out to young girlsand women with HIV prevention programs. Government
should work hand in hand with NGOsto create awarenessin the community particularly for
the young boysand men.



Focus group discussion: 13-24 years old

Age group: 13-24 years

Number of participants: 12

Profile of participants: Girlsand young women who are: in-school; out-of-school; peer activists;
from urban areas; from suburban areas,commercial sex workers; married with children; newly
married and unmarried.

Place: Mumbai

Prevention component 1: Availability of service

What sort of HIV prevention services are there for girlsand young women in your community? For
example, where would you go to get: information? condoms? treatment for a sexually
transmitted infection (STIs)? and HIV test?

NGOs are providing services in the community. No govermment service providers are
providing information or HIV related servicesin the community. Only one Ngo isworking on
HIV/AIDS with the young people of the community. Others are working on education and
children issues. The NGO is providing HIV related information through awareness activities
and by establishing referral linkages for reproductive and sexual health services particularly
STls.

Condom is provided through the NGO. They are giving free as well as socially marketed
condoms. STl servicesare available within the Government service network. The VCTC isalso
linked with the government health set up. There is no “anganwadi’ (Integrated Child
development scheme) in our community.

How much do boysand young men know about HIV prevention servicesin your community?
What is their role in supporting HIV prevention for girlsand young women?

They are well aware of this issue. They know HIV prevention methods. But they are not
practicing safe sex asthey are very casual in their approach. NGOs should start working
exclusively with the boys of the community asthey are the future generation and the girls
lives are dependant on them. Girls do not have much decison making power. Gender
discrimination isvisble in every decison making processwithin the family. Boysneed to have
responsible behaviour and should understand girl's feelings. "Adami bahut kuch kar sakata
hai, jisase ham surakshit rahe" (he can play a majorrole which willkeep ussafe). Relationship
should be based on mutual respect. Men can only make this difference by understanding
women and by considering women asequal partners.

"Galat Sambandh nahi rakhana chahiye" (“They should not have multiple sexual
relationships’)

“Sambandh Vishwaske uparhona chahiye" (“Relationship should be based on trust”)

Men should not depend only on condomsif they have multiple parthersascondomsare not
100% safe. "Surakshit sambandh hamesha puri tarah surakshit nahi hote; kyonki condom
phat bhisakta hai’. (Protected sexisnot alwaysprotected ascondomscan break”)

What sort of HIV prevention serviceswould you like more of in your community? How would that
make a difference to your life?

NGOs should be more proactive in providing correct and consstent messages to the
community. They should develop new techniques and methods to reach out different
groups of people. Men should be targeted more than the women. NGOs always target
women as they are soft targets and avoid men as they are trouble shooter. This mindset
needsto be changed. Boys should be involved not only for the activities for the boys but
also in other community activities. Thiswould help them to understand the problems of the
females. Free condomsshould be made available at the community levels. There should also be
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provison of free female condoms. This will help women to a large extent to protect themselves
from sexually transmitted infections. The parents and in-laws should be involved more as they
control and take decisions for girls and young women in the community. Prevention services
should be made available at the door step asyoung girlsare not allowed to travel alone to avalil
services. There should be a counselling centre for men and women. This will help both the sexes
to share problemsand understand situationsbetter.

Prevention component 2: Accessibility of services

What are your experiences of using HIV prevention servicesin your community? In what way
have those experiencesbeen good or bad?

The women are referred orused to go to G.T. hospital or Colaba Municipal Hospital. OPD
isopen for patientsin morning only. It should be open in the afternoon because it isnot
possible forwomen to come out of home in the moming. Inconvenient timing forces
women to go to unqualified medical practitionersin the community. Hospitalsdo not
provide any medicines. Therefore people have to buy from outside. They are costly and
very few people can afford them. There isno community based clinic that provides
health services. Half of the women’sproblem can be solved by providing comprehensve
reproductive and sexual health servicesat the community level.

What are the main barriersthat you have faced when trying to use HIV prevention servicesin
your community? For example, what difference doesit make if a service is: expensive? too far
away? unfriendly?

The main barrierforwomen in the hospitalisthe absence of a female doctor. There isno
privacy and confidentiality in the government hospitals. Male & female are treated from
the same chamber. Women feel that both the government hospitalsare far from the
community. The attitudesof doctorsare fine but the staffsof the hospital particularly
nurse and ward boysare very rough in dealing with women. Even with men they are
rude.

"Aspatalwale garibon ke sath kutte jaise pesh ate hai." (“Hospital staffstreat uslike dogs.")

Services are not expensive within the government health set up. It is not very far for urban
people. But timingsare inconvenient forwomen.

In what way are HIV prevention services easier or harder for particular types of girlsand young
women to use? For example, what difference doesit make if you are: unmarried? out of school?
HIV positive?

The factisallwomen (married orunmarried) or a girl (literate/illiterate) isfacing similar
problemsin Government hospitals. The situation isworse forfemale commercial sex
workers. Even doctorsdo not treat them properly and keep on saying, “you are only
interested in money. When your physical condition becomesunbearable then only you
think of doctors." People living with HIV/AIDSface stigma and discrimination even within
the government health set up. In private hospitalsthey are not entertained if their statusis
revealed to them.

Prevention component 3: Participation and rights

Have there been any projectsin your community to bring together girlsand boysor young
women and young men to talk about HIV prevention? If yes, what did they involve and what did
they achieve?

Only one NGO attempted to bring girflsand boysin the same platform through peer
education program. The community feels“Ladake aurladkiyon ko eksath lekar
programme hone chahiye”. (There should be programsjointly forboysand girlsin the
community”). If thiskind of meetingsare done it will be easierto know that what istheir
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thinking about the issuesand how can we overcome our problems. The issue isquite
sengtive and therefore

What would encourage you to get more involved in HIV prevention in your community?

Regularcontactsand recognition by otherswill motivate them to join asvolunteersand take the
cause further.

Prevention component 4: Legal provision

What do you know about laws in India that might affect how girlsor young women can protect
themselvesfrom HIV? For example, do you know about any lawsthat: allow girlsto get married at
a young age? do not allow girlsor young women to have abortions? prevent girls from using
services unless they have the consent of their parents?

They are not at allaware of any law related to HIV/AIDS. They are aware of Marriage Act
but they feel that in spite of the law child marriagesare taking place and they are not
even punished asthe law enforcersare also from the same community and they have
similar orthodox outlook. We need to orient them first before creating new law. MTP Act is
also notimplemented. Therefore there are many unqualified practitionersand quacks
who are conducting abortion on young women particularly those who are unmarried.

Prevention component 5: Policy provision:

What type of education have you received aboutissues such asrelationships, sex and AIDS? For
example, what have you been taught about your sexual and reproductive health in school?

Sex education in schoolsisa recent phenomenon. The curricula providesinformation on
menstrual health, HIV prevention methodsand route of transmission, delaying sexual
debut and changesthat take place in ourbody during adolescence. Few schoolsare
teaching without any teaching aidsand some schoolsare showing films. But there is
absolutely no discussion around the issue. The studentsget no chance to clarify doubts
and mythsand misconceptionsdominate their knowledge.

What could the government of India do to fight fear about AIDSin your community?

Government should have centres at the community level for the easy access of women. They
should also take improve the service delivery mechanism and make it more poor and women
friendly. Masscampaignswill also help people to come out of their fear. They should also provide
free medicine to people living with HIV/AIDS. Counselling services should be incorporated within
every health clinics.

Summary

What are the 2-3 most important changesthat could be made —for example by the government
orcommunity leaders—to help girlsand young women in India to protect themselves from HIV?

Create alternative occupation for the commercial sex workers. Establish youth clinic with every
Government health set up with inbuilt counselling facilities. Develop health infrastructure near to
the community that iswomen friendly.



One-to-one interview: Executive Director (female)
Committed Communities Development Trust (NGO in Mumbai)

General

What isyourimpression about the general situation of HIV prevention for girlsand young
women in India? Are things getting better or worse ... and why?

The situation isapparently getting betterforyoung girlsand women, asfar asavailability of
information isconcerned. There are many responseswithin the country to reach out these
groupswith information. But the gap il liesin trandating the information into practice. The
risk behaviorisnot coming down in thisage group. Targeted intervention at the country
level hasgot much attention with the risk groupslike truckers, sex workersand otherssince
the inception of the HIV program but not due importance wasgiven to young girlsand
women.

“Young girlsand women have a unique identity but we lack guidelines, policiesand
practicesto design intervention programsforthem in the country. HIV planning isonly
focusing on immediate issuesand isnot futuristic.”

Prevention component 1: Legal provision

In your opinion, what lawsin India are making HIV prevention for girlsand young women
better or worse?

There are legidationsprotecting the young girlsand women in our country like marriage,
prostitution, abortion and domestic violence bill. Butitisnot effective due to lack of law
enforcement mechanism and patriarchal society. The new domestic violence bill look
promising but the challenge liesin effective enforcement. Genderbased violence
particularly within marriage isbeing addressed in thisnew bill. The lawsare unclearand
slent on many issues.

How doeslegislation affect different types of girlsand young women and their vulnerability
to HIV?

The legidations affect the young girls and women as they are not youth friendly. The law
makersand enforcersare not sensitive enough to young population. For example the youth
in “special Homes’ are treated as criminals and thereby exposing them to risk stuation like
drug abuse and sexual experimentation. Brothels are rampant, young girls are trafficked at
minor ages, in spite of legidations on anti trafficking and soliciting/living on prostitute’s
income being illegal. The “Domestic violence” bill will hopefully protect the married women
from rape within marriage and in turn willreduce their vulnerability to HIV/AIDS

Overall, what laws could the government change, abolish orintroduce to bring the greatest
improvementsto HIV prevention for girlsand young women?

Government need to introduce “FHee Legal Aid Center” foryoung girlsand women. There is
no legidation on HIV/AIDS HIV/AIDSbill will help to protect the rightsof the infected and
affected community to a great extent.

Prevention component 2: Policy provision

What type of government policies or protocols—for example in relation to antenatal care,
condomsor voluntary counseling and testing —make HIV prevention for girlsand young
people in India better or worse?




India hasICDS(Integrated Child Development Scheme) program to reach out the poorest
of the poorcommunity in urban and rural areas. HIV/AIDSshould be linked with thisscheme.
It should not run asa parallel program. Counseling foryoung people should be introduced
with special attention given to privacy, timing, attitudesof staff and user friendly services.
Government hasa strong condom policy but availability of suitable condoms specific to
young people need to be ensured.

Do girlsand young women —and also boysand young men - receive any type of official sex
education? Forexample, what are they taught about their sexual and reproductive health
and rights while in school?

School health program has“sex Education” in the curricula but it doesnot talk of
reproductive and sexual health and Rightsof young people. There isa strong need to work
with the teachersto implement the curricula.

Overall, what policies or protocols could the government change, abolish or introduce to
bring the greatestimprovementsto HIV prevention for girlsand young women?

We need a policy of a separate department for adolescents and young people within the
government health care facilties. Involve youth at every level of policy making and
planning. Focus on empowering youth and building strong cadre of peer educators and
include more women representativesat the policy making and planning level.

Prevention component 3: Availability of services

What type and scale of HIV prevention services are available for girlsand young women in
India?

There isno adequate program forgeneral population girlsand young women on HIV/AIDS,
Female condomsare not easly available, affordable and accessble. STl servicesforfemale
are not visible and primary health care centersare not well equipped in providing STl
services. Voluntary counseling and testing centersare lessin numbersand are not youth
friendly. VCTC should be linked with non threatening serviceslike pathology lab and others.
ARVsare not widely available, absence of second line treatment and nutrition program are
making the situation worse foryoung gilsand women.

What type and scale of HIV prevention services are available for particular types of girlsand
young women? For example what services are there for those who are: Unmarried? Out of
school? Involved in sex work? Orphaned? Injecting drug users? Migrants? Refugees? HIV
positive*?

We have the following servicesfor gilsand young women:
1. schoolhealth program forschool going girls
Targeted intervention forwomen in prostitution, migrants, injecting drug users
Care and support program
Parent to child transmission program
International donorsprogramswith the orphan and vulnerable children

arwD

No programsspecifically for the out of school youth and young people in crisis.

What type and extent of HIV prevention services and information are available for boys and
young men? How doesthis affect the situation for girlsand young women?

There isno specific program only forboysand young men. Allthe programsare targeted to
both boysand girls. Genderdiscrimination within the society many a time restrictsthe girls
and young women to avail the services.

Overall, what type of servicesmost urgently need to be increased to improve HIV prevention
for girlsand young women?



Aspart of the prevention program the servicesthat are required are: specific programsfor
12-18 years girl, foster care programs, youth friendly clinicsand comprehensve health
program that includesprevention, care, treatment and nutrition.

Prevention component 4: Accessibility of services

What are the main barriersto girlsand young women using HIV prevention servicesin India?

Cultural barriersprevent young girlsand women to accessservices. There isa culture of
slence in reproductive health. Parentsand service providersnevertalk of reproductive
health issuesto young girls. Media isvery indifferent and insensitive towardsreproductive
health issue of young women. Sex education isnot related to life stuationsand itisonly class
room biology class. Genderinsensitive service providersmake the stuation worse for girls
and women.

“Mogt of the barriersare due to lack of participation. Power of women isnot utilized. Policy
makersare men groomed in a patriarchal society”

Are HIV prevention services easier or harder for particular types of girlsand young women to
access? Forexample, isit easier or harder if they are: Married or unmarried? In school or out
of school? HIV positive?

Itiseaderfor married young women from the general population but unmarried women
and women in prostitution are doubly stigmatized. It isequally difficult for out of school
young people to avail services. It isdifficult for iliterate gilsasproceduresare complicated.
Service providerslack patience and listening skilsand they are biased. Attitude and gender
insensiivity of service providerstowardswomen in prostitution and women living with HIV
makesit difficult forthem to accessservices. Availing servicesat the work place foryoung
gilsand women isa huge gap existing today.

“Community needsto realize the economic gainsof a healthy girl child”

What role do boysand young men have in making HIV prevention services easier and better
for girlsand young women?

Presently they don’t play any role. Promotion of life skilseducation should involve them in
programsforyoung girlsand women.

“Both sexesstart understanding each othersvulnerability should be the goal of
empowerment programs’

Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

Introduce youth friendly clinicswithin the primary health care center. Life skilsprogram to
understand risk and vulnerability. Sandardized school education program and involvement
of health care service providersin care and support initiative foryoung girlsand women.
Introduce special course n medicine, nursing and social work collegesto create
compassonate care giversand program people.

Prevention component 5: Participation and rights

How are international commitments (such asthe Convention on the Rights of the Child and
the Convention on the Himination of all Forms of Discrimination against Women) applied in
India?

“India iscommitted but not yet turmed it into legiglations.”

To what extent isthe national response to AIDS ‘rights-based’?



The policieson paperare right based but notin practice asthe implementersare not
trained and sensitive enough.

To what extent are girlsand young women —including those that are living with HIV -
involved in decision-making about AIDS at the national level?

The policy makersconduct consultative meetingswith the NGO representative but there is
no clearprocessof recruiting them. Youth and general population are not part of the
planning process.

Overall, what priority actions could be taken to support girlsand young women to be more
involved in national level decision-making about AIDS?

They should be involved aspart of the national HIV plan. There should be micro planning.
Crosssectional women like rural/urban, married/unmarried should represent in designing the
national plan

Summary

In summary, what are the 3-4 key actions—for example by the government, donors or
community leaders - that would bring the biggestimprovementsto HIV prevention for girls
and young women in Mozambique?

Link HIV with ICDSand Primary Health Care programs. Introduce special cell foryoung
people. Introduce micro planning in sumsand rural communitiesinvolving youths. Ensure
user friendly youth servicesin health and education. Alleducation institution should include
HIV/AIDSin the curricula and introduce workplace policy.



One-to-one interview: President (female living with HIV/AIDS)
Network of Maharashtra Positive People (positive people network in Mumbai-Sster concern
of Indian Network of Positive People)

General

Whatisyourimpression about the general situation of HIV prevention for girlsand young
women in India? Are things getting better or worse ... and why?

It isdowly getting betterforyoung girlsand women particularly in the urban areas, butitis
not the same in the rural areas. Information and accessbility of servicesare the two areas
where the stuation isgetting betterday by day forthe urban population. The young women
in the rural areasare acquiring infection everyday in large numbersdue to early marriage,
genderinequality, lack of empowerment and othersocio cultural normslike in-equal power
relation within family. In rural areasservicesare not available if they are available it isnot
accessed by young women due to the above mentioned reasons. Government hastaken
initiative but it ismostly centered round information sharing to reach the urban population.

Prevention component 1: Legal provision

In your opinion, what lawsin India are making HIV prevention for girlsand young women
better or worse?

Lawsare not directly link with HIV prevention initiative. The marriage law isdefinitely helping
girlsto defermarriage age that in turn resultsin more education, more negotiation skillsand
more empowerment. But thisisnot practiced everywhere. In rural areasgirlsare still married
off at an early age and putting them more at risk forinfection. Legalization of sex work will
definitely help to reduce the infection rate, prevent sexual abuse and reduce stigma and
discrimination asthe profession willget an identity. Abortion law and domestic violence bills
are going to help any HIV prevention initiative in the country. Overall the legidationsin India
are helping HIV prevention for girlsand young women.

How doeslegislation affect different types of girlsand young women and their vulnerability
to HIV?

Legidations are meant to reduce vulnerability of young women and girls. Laws relating to
anti trafficking, marriage and human rights are designed to help the girls and young
women, provided it isenforced in a systematic way. Law enforcers are misusing their power
that ultimately affecting the gils and women. Women are not aware of the basic Rights.
Awarenessof the Rightsitself will reduce the vulnerability towards HIV/AIDS.

Overall, what laws could the government change, abolish orintroduce to bring the greatest
improvementsto HIV prevention for girlsand young women?

More than introducing new legisationswe must ensure that not only women but also men

are aware of the basic rightsof the women. Thiscan only reduce genderbased violence
and stigma and discrimination towardswomen.

Prevention component 2: Policy provision

What type of government policies or protocols —for example in relation to antenatal care,
condomsor voluntary counseling and testing —make HIV prevention for girls and young
people in India better or worse?




There are policiesand protocolsin relation to ante natal check ups, VCTC and condom. But
they are not women friendly. The PPTCTprogram isnot involving men and family members
within the program. Therefore post delivery once the women are back to home they are
abused, tortured and deprived of food and nutrition. Regarding condom people think
condomsare forsexworkersand MSMs. Young women willnevertalk of condomsdue to
cultural barriers. The VCTC programsare stand alone programsand not integrated. Girlsand
young women are not using the servicesdue to fear of stigma and discrimination. Protocols
and policiesconsidering these issueswill help them to accessservices.

Do girlsand young women —and also boysand young men - receive any type of official sex
education? Forexample, what are they taught about their sexual and reproductive health
and rights while in school?

There are government and UNICEFrun programsin schoolson sex education. “School AIDS
Life SillsEducation” or“SALSEP” and “School Health Education” program addresslife skills
and sexual health issuesin schools. These programsare not rightsbased and are not
addressing the issuesof stigma and discrimination. Sharing of life experienceswould benefit
the children on many sexual and reproductive health issues.

Overall, what policies or protocols could the government change, abolish orintroduce to
bring the greatestimprovementsto HIV prevention for girlsand young women?

Policies that are talking of women friendly integrated prevention and care and support
services for women are going to benefit girls and young women. Govermment should
develop guidelineson marriage and newly wed couple counseling.

Prevention component 3: Availability of services

What type and scale of HIV prevention services are available for girlsand young women in
India?

There are no specific servicesforyoung girlsand women. The PPTCTservicesare targeted to
prevent infection from motherto child and completely child centric. Female condom isnot
yet introduced by the government. STl serviceswithin the govemment hospital hasdesigned
clinic formen. The VCTCsare not women friendly. Very few have women staff. ARTcenters

are not women friendly. No gynecologist and no internal coordination forwomen to access
additional services. There islack of privacy and confidentiality in the VCTCsforwomen.

“lwish government introduce women friendly VCTC and ARTservicesin rural and urban
health centers’

What type and scale of HIV prevention services are available for particular types of girlsand
young women? For example what services are there for those who are: Unmarried? Out of
school? Involved in sex work? Orphaned? Injecting drug users? Migrants? Refugees? HIV
positive?

There are no servicesforout of school gilsand unmarried young women otherthan
targeted intervention in lum and rural areas. The school programssupport girlsgoing to
school. Migrantsare not part of core groupsundertargeted intervention. No positive
prevention programsfor PLHAs. The targeted intervention program isfocused forcore group
like- Qum, Sex workers, MSM, street children, IVDUsand young population. Adolescent girls
and young women are covered underthese core groups.

What type and extent of HIV prevention services and information are available for boys and
young men? How doesthis affect the situation for girlsand young women?

No separate servicesfor boysand young men. They should be senstized on women issues
and the concept of gender equity and equality.



“Men can make a difference if they are more senstive and responsible”.

Overall, what type of servicesmost urgently need to be increased to improve HIV prevention
for girlsand young women?

The servicesthat are immediately required to improve HIV prevention for girlsand young
women are availability and accessbilty of condom, women friendly VCTC, effective sex
education and visbility of existing services.

Prevention component 4: Accessibility of services

What are the main barriersto girlsand young women using HIV prevention servicesin India?

Costisnot a barrierasotherthan VCTC all the servicesare free. In rural areaslocation isone
of the significant bariersasthe health centersare many milesaway from villagesand
doctorsare not available during night hours. The concept of privacy and confidentiality
doesnot exist. The staffsare judgmental, insenstive and belong to a different generation
altogether. The otherproblemsfaced by most of the adolescentsare too much control of
parentsand peerpressure. The constant fear of being sdelined by peers, force them not to
accessservices. There isno helpline exclusively forwomen to get information. Apar from this
there are cultural and social norms, that stopsthem to accessservices.

Are HIV prevention services easier or harder for particular types of girlsand young women to
access? Forexample, isit easier or harder if they are: Married or unmarried? In school or out
of school? HIV positive?

Accessing servicesiseaserformarried women and school going girls. Out of school youth
find it difficult to accessinformation. It isdifficult for PLHAs also due to stigma and
discrimination.

What role do boysand young men have in making HIV prevention services easier and better
for girlsand young women?

Men should be sensitized on power relationsand gender. If they are involved at the
program level they willhave betterunderstanding of stuationsthat women faceson a day
to day life.

Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

The priority actionsthat are needed are awarenessof available services, reduce distance in
rural areas, suitable timingsof services, trained staffsand reduce cost of ARTdrugs.

Prevention component 5: Participation and rights

How are international commitments (such asthe Convention on the Rights of the Child and
the Convention on the Himination of all Forms of Discrimination against Women) applied in
India?

Though India iscommitted so farthere isno policy implemented on these lines.

To what extent isthe national response to AIDS‘rights-based’?

In the National Planning Phase-lll rural health mission islinked with HIV/AIDSprogram.
Reproductive and Child Health program isalso going to integrate HIV/AIDS.

To what extent are girlsand young women —including those that are living with HIV -
involved in decision-making about AIDS at the national level?

Network of positive people isinvolved but not young people.



Overall, what priority actions could be taken to support girlsand young women to be more
involved in national level decision-making about AIDS?

GIPA policy should be implemented. Youth should be involved in planning, implementation,
monitoring and evaluation.

Summary

In summary, what are the 3-4 key actions—forexample by the government, donors or
community leaders - that would bring the biggest improvementsto HIV prevention for girls
and young women in Mozambique?

Involve people forwhom the program ismade. No duplication of existing program and
create more awarenessamong women on legidlations.



One-to-one interview: Manager HIV/AIDS (female)
FPAIndia (Mumbai)

General

What isyourimpression about the general situation of HIV prevention for girlsand young
women in India? Are things getting better or worse ... and why?

The situation in India with the young girlsand women in relation to available of serviceshas
reached a plateau. But in relation to infection it isgetting worse with every passing day as
gilsand young women are becoming victimsof sexually transmitted infections. Ante natal
clinicsare showing more infection among married women and abortion clinicsare pointing
to more infection among unmarried women. Married women are getting infection from their
husband while young girlsare mostly acquiring infection through risk behavior. Prevention
programsare focused towardsthe core transmitter groupsand very few NGO initiativesin
the country are working with adolescentsand young women. The situation isgetting worse
due to lack of effective plan, available services, lack of community involvement and lack of
women at the policy makersand plannerslevel.

Prevention component 1: Legal provision

In your opinion, what lawsin India are making HIV prevention for girlsand young women
better or worse?

India haslegidationsto support women’sissuesbut the problem liesin effective
enforcement of the laws. In spite of marriage, abortion and domestic violence bill, cultural
normsplaysmajorrole in India. Girlsare still married off asearly as12 yearsin rural and tribal
areas. Most of the adolescent abortionsare illegally done with the non-qualified
practitionersand women are discriminated at household due to unequal power
relationship. Therefore none of the legislationsare helping women to prevent HIV/AIDS
infections.

How doeslegislation affect different types of girlsand young women and their vulnerability
to HIV?

Sex work isnot legalized in our country. Women in the professon are constantly abused by
the law enforcers. Marriage law isnot protecting women from genderbased violence within
marriages. There isno provison of voluntary testing within the marriage law. The abortion law
also doesnot talk of VCTC serviceswithin itsframework. There are no policiesor program for
postive prevention within marriages.

“Marriage isthe biggest risk foryoung women in India to acquire HIV infection”

Overall, what laws could the government change, abolish orintroduce to bring the greatest
improvementsto HIV prevention for girlsand young women?

Govermment should bring in workplace policy in the private sector. Some legidation to
normalize the disease and policy to integrate HIV/AIDSinto existing health set up.

Prevention component 2: Policy provision

What type of government policies or protocols—for example in relation to antenatal care,
condomsor voluntary counseling and testing —make HIV prevention for girlsand young
people in India better or worse?

Ante natal serviceswithin the Reproductive and Child Health framework have helped
women to accessservicesfor PPTCT. Condom policy hashelped sex workers, but definitely
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not general population aswomen doesnot come forward to ask forcondoms. None of the
women in India accessVCTC servicesvoluntarily therefore the testing centersare not truly
VCTCsbut CTCs. Efective and appropriate implementation of the existing policiesand
protocolswill help young giflsand women to prevent HIV infection.

Do girlsand young women —and also boysand young men - receive any type of official sex
education? Forexample, what are they taught about their sexual and reproductive health
and rights while in school?

Government and UNICEFare jointly running school health program. The govermnment
program focuseson sexual and reproductive health issueswhere asthe UNICEFprogram
focuseson life skilsprograms. The life skill program isright based. FPAIndia acrossall the
statesare running adolescent friendly clinic where information are given and human rights
are ensured for out of school youth.

Overall, what policies or protocols could the government change, abolish or introduce to
bring the greatestimprovementsto HIV prevention for girlsand young women?

Policy is required to reduce stigma and discrimination to normalize the stuation. Policy
should be framed to integrate HIV into existing govemnment health schemes. It is also
required to activate the rural primary health care centers.

Prevention component 3: Availability of services

What type and scale of HIV prevention services are available for girlsand young women in
India?

HIV prevention servicesfor giflsand young women are limited to information and availability
of free male condoms. There isno provison of female condomsin the national program yet.
STl servicesare designed to caterto male community. STidrugsare not alwaysavailable
within the govermment set up. VCTCsare lessin numbersand not women friendly. ARVsare
not available to everybody and providershave limited knowledge to addressfemale issues.
PPTCTservicesare available but itschild centered.

What type and scale of HIV prevention services are available for particular types of girlsand
young women? For example what services are there for those who are: Unmarried? Out of
school? Involved in sex work? Orphaned? Injecting drug users? Migrants? Refugees? HIV
positive*?

Otherthan sexworkersand IVDUsthere are no specific programsfor the rest of the groups
on prevention. They are targeted under dum intervention with prevention messages.
Information and availability of free male condomsare the two componentsunder
prevention.

What type and extent of HIV prevention services and information are available for boys and
young men? How doesthis affect the situation for girlsand young women?

There isno specific prevention servicesand information foryoung boysand men. Thiscreate
imbalance in genderand power equationswithin the society.

Overall, what type of servicesmost urgently need to be increased to improve HIV prevention
for girlsand young women?

There isa need to create a separate adolescent clinic within the government health set up.
Life skillseducation should be part of all school health education programs. HIV/ AIDSshould
be integrated with existing primary health care and Integrated Child Development
Shemes. Information should be backed by servicesand referral linkages.

Prevention component 4: Accessibility of services




What are the main barriersto girlsand young women using HIV prevention servicesin India?

The main barriersare location in rural areas, no privacy and confidentiality, insensitive
attitudesof service providers, timingsand cultural norms. Within service providersthe biggest
barrierisnon availability of essential medicinesand servicesforyoung girlsand women.

Are HIV prevention services easier or harder for particular types of girlsand young women to
access? Forexample, isit easier or harder if they are: Married or unmarried? In school or out
of school? HIV positive?

It isdifficult to accessservicesforunmarried, out of school youth and people living with
HIV/AIDSdue to stigma and discrimination.

What role do boysand young men have in making HIV prevention services easier and better
for girlsand young women?

Boysand young men can play crucial role in positive prevention and gender discrimination
by behaving more responsibly.

Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

Introduce more outlets of services, easly available correct information backed with services,
introduce behavior change communication formen to help women accessand use more
services.

Prevention component5: Participation and rights

How are international commitments (such asthe Convention on the Rights of the Child and
the Convention on the Himination of all Forms of Discrimination against Women) applied in
India?

India iscommitted to the both but itsimplementation islimited.

To what extent isthe national response to AIDS ‘rights-based’?

National AIDScontrol Plan- Phase lllisbased on “Human Rights” and hasinvolved people
living with HIV/AIDS

To what extent are girlsand young women —including those that are living with HIV -
involved in decision-making about AIDSat the national level?

Only people living with HIV/AlIDSare involved and no member from the general community
isinvolved in national planning.

Overall, what priority actions could be taken to support girlsand young women to be more
involved in national level decision-making about AIDS?

Young girlsshould be involved meaningfully in planning, evaluation and future actions.

“Involve NGOsasthey have more knowledge and accessto community and are better
accepted by the community than government.”

Summary

In summary, what are the 3-4 key actions—forexample by the government, donors or
community leaders - that would bring the biggest improvementsto HIV prevention for girls
and young women in Mozambique?



Encourage people to voluntarily accessVCTC services. Involve young people in program
planning. Provide information backed with servicesand linkages. Involve PLHAs at every
level of HIV prevention programsparticularly women living with HIV/AIDS.



One-to-one interview: Dr. EMohamed Rafique (male)
Resource person and moderator, AIDScommunity UNAIDS (New Delhi)
Mr. Gurumurthy Rangaiyan, (male)
National Program Officer UNAIDS (New Delhi)

General

What isyourimpression about the general situation of HIV prevention for girlsand young
women in India? Are things getting better or worse ... and why?

In relation to prevention the effortsare being tightened up by the National AIDSControl
Organization. The National AIDSControl Plan (NACP-Il and lll) wasdesigned to have
effective prevention program to decrease vulnerability of young girlsand women. In a vast
country like India the epidemic pattern isdifferent from region to region. Therefore the
capacity to response variesfrom region to region. India hasfailed to motivate community
gatekeepersto reach out young women and children through prevention initiatives. The
general stuation isslowly moving upwardsbut to improve it furtherwe need to mainstream
HIV and upscale existing community responses.

Prevention component 1: Legal provision

In your opinion, what lawsin India are making HIV prevention for girlsand young women
better or worse?

Lawsare not effectively enforced. Antiwomen beliefsand customsare practiced.
Community hasto be moved to addressthese issuesunderthe umbrella of existing laws. Sex
work isnot legalized and we should ensure that they get human rightsbefore creating
anotherlaw. Lawsare alwayswelcome in any society but every law should ensure equal
rightsto women. We need to strengthen otherfamily planning methodsforpeople to
accessbefore talking of MTP ACT.

How doeslegislation affect different types of girlsand young women and their vulnerability
to HIV?

It is affecting girlsand young women because we live in a patriarchal society. Every group
of women isvulnerable in such a society. There isdomestic violence, gender discrimination
and discrimination towards vulnerable groups. All these increases women’s vulnerability as
they are iliterate, not empowered and no accessto information. Thisis particularly true with
rural and tribalwomen of Indian society.

Overall, what laws could the government change, abolish orintroduce to bring the greatest
improvementsto HIV prevention for girlsand young women?

Introducing law isnot the solution. We cannot abandon old lawsand bring in new laws. To
fast track the processwe need to amend the existing law to suit young girlsand women.
Lawsshould give women equal rightsand should not have religiousor cultural influences.

Prevention component 2: Policy provision

What type of government policies or protocols—for example in relation to antenatal care,
condomsor voluntary counseling and testing —make HIV prevention for girlsand young
people in India better or worse?

The National HIV/AIDSplan aimsto integrate HIV with the existing Reproductive and Child
Health program.ICDSand PPTCTprogramsare also planned to get integrated. It also
include female condom asone of itsimmediate activity. But the real challenge liesin
training the staff on the issuesand also reaching out to women in difficult stuations. The STI
component of women isneglected because of lack of policy and treatment protocol. No
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documentation of existing programsto improve quality. VCTCsare not visble and
accessble to women.

Do girlsand young women —and also boysand young men - receive any type of official sex
education? Forexample, what are they taught about their sexual and reproductive health
and rights while in school?

Sex education iscompulsory in all schools. No uniformity in curricula, No tested material
available, no established monitoring and evaluation mechanism, implementersare not
trained and sexual and reproductive health and Rightsare not talked about.

Overall, what policies or protocols could the government change, abolish or introduce to
bring the greatestimprovementsto HIV prevention for girlsand young women?

Reproductive and Child Health approach of Government of India and NACP-Ill in next 5
yearswilladdressyoung giflsand women. Government need to introduce uniform sex
education curricula and periodic evaluation of such programs.

Prevention component 3: Availability of services

What type and scale of HIV prevention services are available for girlsand young women in
India?

The existing prevention program for girlsand young women need to be scaled up. We have
lessnumberof programsformarried women. The program isfocused on the core transmitter
group. Satesare ensuring availability of servicesotherthan the northern part of the country
where service delivery isnot adequately addressed.

What type and scale of HIV prevention services are available for particular types of girlsand
young women? For example what services are there for those who are: Unmarried? Out of
school? Involved in sex work? Orphaned? Injecting drug users? Migrants? Refugees? HIV
positive*?

We do not have any prevention initiativesotherthan targeted intervention for at risk groups.
If women are not falling underthese groupsthen they are left out of the programs.

What type and extent of HIV prevention services and information are available for boys and
young men? How doesthis affect the situation for girlsand young women?

No specific programsavailable formen and boys. But to ensure well being of the girlsand
young women we should have programsfocused towardsmen and boyson women’s
issues. Due to thisdomestic and genderviolence are increasing and women are becoming
more vulnerable within or outside marriage.

Overall, what type of servicesmost urgently need to be increased to improve HIV prevention
for girlsand young women?

We need to ensure accessbility of servicesforwomen, Change in attitude of staff,
introducing women friendly medical curricula in medical collegesand empowerment of

women.

Prevention component 4: Accessibility of services

What are the main barriersto girlsand young women using HIV prevention servicesin India?

The main barriersare cultural barriers. The gatekeepersof the community like the in-laws,
leaders, health workersare not sensitive. Cost, location and time are the other significant
barriers. Private public partnership and integration of programswill help overcoming few
socio-cultural barriers.



Are HIV prevention services easier or harder for particular types of girlsand young women to
access? Forexample, isit easier or harder if they are: Married or unmarried? In school or out
of school? HIV positive?

It isdifficult particularly forunmarried girls. People living with HIV are alwaysstigmatized.

Whatrole do boysand young men have in making HIV prevention services easier and better
for girlsand young women?

Boysand men can play a majorrole by understanding women’svulnerability and by
participating in women’sreproductive and sexual health program.

Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

Community gatekeepersshould be sensitized and make all prevention servicesavailable
and accessble to women and girls.

Prevention component5: Participation and rights

How are international commitments (such asthe Convention on the Rights of the Child and
the Convention on the Himination of all Forms of Discrimination against Women) applied in
India?

The commitmentsare yetto be included in our existing prevention programs.
To what extent isthe national response to AIDS ‘rights-based’?

Itisbased on Human Rights. But including rights within the existing program isnot the
solution. We have to ensure thatitisaccepted by general population. It isrequired to tone
down the existing law to suit mass sentiments.

To what extent are girlsand young women —including those that are living with HIV -
involved in decision-making about AIDSat the national level?

Women atrisk and people living with HIV/AlIDSare involved in national planning. But rotation
of such people isrequired to bring in new perspective to the programs.

Overall, what priority actions could be taken to support girlsand young women to be more
involved in national level decision-making about AIDS?

Involve grassroot people in national decision making process. Not only involvement but
spotting them at the community, building theircapacity and mainstreaming them into
planning will help.

Summary

In summary, what are the 3-4 key actions—forexample by the government, donors or
community leaders - that would bring the biggest improvementsto HIV prevention for girls
and young women in Mozambique?

Policy makersshould fast track solutionsfor sexual harassment with a strong deterrent,
donorsshould yearmark fundsforwomen specifically young girlsand women and women
should lead women’sprogram at the community level.



One-to-one interview: Mr. Venkatesh Srinivasan,
Assistant Representative-India Country Office,
(UNFPA- New Delhi)

General

What isyourimpression about the general situation of HIV prevention for girlsand young
women in India? Are things getting better or worse ... and why?

In India the government istackling the HIV/AIDSissue of young women and girl through
three majordepartments. Women and Child department islooking afteradolescent health
and development with focuson developing life skills. The youth Ministry isfocusing on out of
schoolyouth by establishing “Teen Clubs’. The Education Departmentisreaching ourschool
going youth through “School health education” program. The National AIDSControl
Organization hasdeveloped the NACP-lll and the focusison prevention with 85% of total
fund allotted for prevention activities. But whether these initiativesare going to reach the
women and young girlsisin question. Due to implementation problemsthe general situation
forgirlsand women are not getting better. Srengthening the implementation mechanism
will benefit thisgroup in the long run.

Prevention component 1: Legal provision

In your opinion, what lawsin India are making HIV prevention for girlsand young women
better or worse?

There isno deterrent from the legal frame work in prevention work foryoung girlsand
women. The deterrent isfrom the cultural ethosof our society. Legidationshad always
helped ourcountry particularly women. Lack of awarenessamong women and cultural
normshave alwaysprevented them from using existing services. Enforcement of legidations
needsto be strengthened.

“The ACTand sexual act hasno relations.”

How doeslegislation affect different types of girlsand young women and their vulnerability
to HIV?

It issignificantly affecting young girlsand women because the law makershave made the
law but have not provided space forwomen to receive benefitsfrom it. Government has
not sensitized the law enforcerson women’sissuesand hasnot mainstreamed HIV/AIDS
issueswithin variousgovernment departments. All these put young girlsand women in more
vulnerable stuation.

Overall, what laws could the government change, abolish orintroduce to bring the greatest
improvementsto HIV prevention for girlsand young women?

Government should focuson law implementation ratherthen changing, abolishing or
introducing new laws.

Prevention component 2: Policy provision

What type of government policies or protocols—for example in relation to antenatal care,
condomsor voluntary counseling and testing —make HIV prevention for girlsand young
people in India better or worse?

The existing Reproductive and Child health Srategy for ANC care, availability of free male
condomsand establishment of VCTC hashelped young giflsand women. But, Government
should link Adolescent Reproductive and Sexual Health site, NACO VCTC and PPTCT
centers. In integration initiative the capacity building of the health workersiscrucial.




Do girlsand young women —and also boysand young men - receive any type of official sex
education? Forexample, what are they taught about their sexual and reproductive health
and rights while in school?

Government and private schoolsare implementing School health education program and
HIV/AIDSisan important component to it. Government ahsroped in UNICEFto bring in
participation and rightsperspective to the existing efforts.

Overall, what policies or protocols could the government change, abolish or introduce to
bring the greatestimprovementsto HIV prevention for girlsand young women?

Protocolsfor ensuring integration among the different government department should be
implemented and monitored from time to time.

Prevention component 3: Availability of services

What type and scale of HIV prevention services are available for girlsand young women in
India?

The existing prevention effortsare not enough in numbers. But even the existing onesare not
utilized by young girlsand young women. People’sacceptance of the existing program is
lacking due to lack of visbility and accessbility. The aim should be on generating demands
within the community to reach out vulnerable women and girlsand sustain the efforts.

What type and scale of HIV prevention services are available for particular types of girlsand
young women? For example what services are there for those who are: Unmarried? Out of
school? Involved in sex work? Orphaned? Injecting drug users? Migrants? Refugees? HIV
positive*?

We do not have servicesspecifically fororphaned, refugeesand unmarried. Othergroups
are falling under NACO targeted intervention efforts.

What type and extent of HIV prevention services and information are available for boysand
young men? How doesthis affect the situation for girlsand young women?

The servicesforboysand young men are no different from girlsand young women. Due to
absence of the concept of equity and equality and gender discrimination in our society girls
and young women are deprived of their rights.

Overall, what type of services most urgently need to be increased to improve HIV prevention
for girlsand young women?

We need to introduce mechanism to reach the rural and tribalwomen with correct
information, utilization of existing services, introduction of routine HIV testing an all ANC
clinics, addressing genderissues, sensitize politicalleadersat the village levelto improve
their receptivity to programs.

Prevention component 4: Accessibility of services

What are the main barriers to girlsand young women using HIV prevention servicesin India?

The main barriersforyoung giflsand women are physical mobility constrained with gender
issues, No integrated servicesbut stand alone HIV programs, approach isservice oriented
and not interactive. Location, attitude, cost and cultural normsare other significant barriers.

Are HIV prevention services easier or harder for particular types of girlsand young women to
access? Forexample, isit easier or harder if they are: Married or unmarried? In school or out
of school? HIV positive?



Accessing HIV standalone servicesare difficult foreverybody. It hasto be integrated under
the umbrella of reproductive and sexual health services.

What role do boysand young men have in making HIV prevention services easier and better
for girlsand young women?

They have to be responsible and should have knowledge and information particularly on
young girlsand women issues, not only HIV/AIDSbut also otherrelated issues.

Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

Servicesshould be dealt with properlinkageswith schoolsand workstesand involving the
key stakeholdersof the community in program implementation.

Prevention component5: Participation and rights

How are international commitments (such asthe Convention on the Rights of the Child and
the Convention on the Himination of all Forms of Discrimination against Women) applied in
India?

India isin the processof mainstreaming and integrating many policiesand international
commitments. These effortswill take time to be trandated into practice.

To what extent isthe national response to AIDS ‘rights-based’?
NACP-llladdresseshuman rightsconcemn.

To what extent are girlsand young women —including those that are living with HIV -
involved in decision-making about AIDSat the national level?

The national level planning involvesconsultation at the state level with the youth.
Overall, what priority actions could be taken to support girlsand young women to be more
involved in national level decision-making about AIDS?

There isa need to form young people’s“Advisory Panel” and involve student unionsin
designing programsforthe youth.

Summary

In summary, what are the 3-4 key actions—for example by the government, donors or
community leaders - that would bring the biggest improvementsto HIV prevention for girls
and young women in Mozambique?

We need to introduce: Targeted intervention foradolescents, Ensuring link between
reproductive and sexual health and HIV/AIDS De-franchise effortsand activitiesand
introduce policy favoring adolescentsand young women.



