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Chapter 2

HIV/AIDS: Threats and impacts

In the 1990s the AIDS pandemic is in its second decade and is continuing
unabatedly; no country has been able to stop its growth. Moreover, it is Spreading to
hitherto untouched regions. AIDS is the disease that seems destined to characterise the
end of the twentieth century and much of the twenty-first.

A few cases of unusud opportunistic illness reported in homosexua men on the
west coast of the United States in 1981 (CDC, 1981) only hinted at the magnitude of a
vird infection tha would &fflict an esdimated 10-12 million people throughout the world
by 1992 (WHO, 1992). According to the Centers for Disease Control (CDC), reported
cases of AIDS rose from 295 in 1981 to amost 42,000 in 1991, an increase of nore than
14,000%, and reported AIDS desths increased from 126 to more than 30,000, an increase
of more than 23,000% (CDC, 1993). By the year 2000, the World Hedth Organisation
(WHO) edtimates that 30-40 million people world-wide will be infected with HIV
(WHO, 1991). According to a 1992 projection of the International AIDS Center of the
Harvard School of Public Hedth, up to 110 million people may be infected world-wide
by the year 2000, 90% of whom will be in Third World countries (Mann et d., 1992).

Early in the second AIDS decade, there is ample evidence that the pandemic has
goread to Sx continents and to many idands as wdl. Furthermore, it has become
panfully evident thet it is intengfying in dl affected aress. According to a massive report
on the pandemic (Mann J, 1992), it is "dynamic, undable, and volatle'. In effect, it
condgts of many different epidemics with different time scdes. As it matures, it becomes
more complex, and it is now composed of thousands of smdler complicated epidemics.
Moreover, the researchers see dgns that the pandemic may be "out of control”, that its
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course through many societies has yet to be influenced in any subgtantid way. and that its
major impact is yet to come.

The datidics ae impressve 40 million (or perhaps 100 million, 2% of the
world's population) infected with HIV by the end of the decade; seropostivity rates of
10% - 20% - even 30% among certain population groups (by age, place of residence,
nationdity, or gender); increesng AIDS-rdaed mortdity rates, perhgps 2/3 of those
infected living in sub-Saharan Africa, with one million (perhaps many more) dready
infected in India and hundreds of thousands more in Southeast Asa The problem is that
as long as these issues are discussed largely in terms of ddidics they remain issues in
the abdract. This is epecidly true (and dangerous) when the numbers reman reatively
smdl in the developed world (particularly when compared to some earlier predictions),
thus lulling it into a fase sense of security and leading to the debate over the "myth of
AIDS".

In 1994, a record number of people - some 4 million - contracted the HIV (WHO,
1995). Some 400,000 babies were born with HIV in 1994, and 1.4 million women
contracted the virus, representing 39% of al newly infected adults (Mann & Tarantola,
op. cit). During the same 12 months, an estimated 1.6 million cariers of HIV developed
ful-blown cases of AIDS , dso more than in any previous year. And a record number
died of AIDS- 1.5 million (Mann & Tarantola, op. cit).

Since the beginning of the HIV/AIDS pandemic, in late seventies, 20-26 million
people have been infected with the deadly virus (Table 2.1). Some 5-9 million of these
individuds have dready developed AIDS (Table 2.2), and nearly 90 percent of these
AIDS patients have died (WHO, 1995).

Table 2.1 Globa Edimates of Cumulative HIV cases, 1980-1994.

Y ear HIV infections (million)
1980 0.2
1981 0.6
1982 11
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1983 1.8
1984 2.7
1985 39
1986 5.3
1987 6.9
1988 8.7
1989 10.7
1990 13.0
1991 155
1992 185
1993 21.9
1994 25.9

Table 2.2 Globd Edimates of Cumulative AIDS cases, 1980-1994.

Y ear AIDS cases (million)
1980 0
1981 <0.1
1982 <0.1
1983 0.1
1984 0.2
1985 04
1986 0.7
1987 11
1988 1.6
1989 2.3
1990 32
1991 4.2
1992 55
1993 6.9
1994 8.5

Source: Globa AIDS Policy Codition, Harvard School of Public Health,
Cambridge, Mass., private communication, 20-1-1995.

Unfortunately experts are projecting that the spread of HIV will continue at record
rates for the next few years. Since the virus is especidly active right now in Asa home
to some of the world's most densdly populated countries, the number of people carrying
the virus could quite easily double by the end of this decade (WHO, 1992).
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Much of the money currently spent on HIV/AIDS goes towards the development
of vaccines and drugs. Such research is crucid, as HIV duplicates and mutates so
frequently that it has so far proved resgant even to the most sophisticated biochemica
interventions (Down to Earth, 1994). Moreover, most of the people who have HIV/AIDS
live in impoverished regions of sub-Saharan Africa and Southeast Asa, where they have
no access to any drugs whatsoever (Mann & Tarantola, op. cit). Only 10% of the global
budget on HIV/AIDS is spent by industrid countries in the comparatively poor
developing countries, though as of 1994, 92% of dl HIV infections had occurred in the
developing world (Sandstrom S,1994).

In 1994, 48% of the new HIV infections occurred in sub-Saharan Africa, the
epicentre of the pandemic. But Southeast Asa had 1.7 million new infections, and there
will probably be more new annud infections in Ada within a few years (Man &
Tarantola, op. cit). Just between 1992 and 1994, the number of HIV infections in India
tripled (Brown P, 1994).

In sub-Saharan Africa, where HIV soread is primarily through heterosexud sex,
there were more new infections among men (Mann & Tarantola, op. cit). Prevention
programs that encourage men to be sexudly responsble and that empower women,
perhaps through wider didribution of female condoms merit specid attention, since

marty women in male-dominated societies currently have no way to protect themsdlves.

The impact of HIV infection and AIDS on the development both of communities
and of nations is beginning to appear. The impact in many regions of the world is aready
widespread, profound, and complex - and promises to be even more so in the future. The
subsequent scenarios being written for the future of heavily affected regions of the world
- and for some only now beginning to be affected - are quite devastating. And they come
a a time when many societies, because of recesson, debt, war, and naturd disaster, are
amply unable to cope with the "routineg’ demands of development let done assess the
impact of AIDS and respond effectively to it. (Miller and Rockwell, 1988; Nabarro and
McConnell, 1989; Armstrong and Bos, 1992; Reid, 1992).
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Contemporary global estimates

It is estimated that by 1 December 1996 more than 8.4 million AIDS cases had
occurred snce the dart of the globd AIDS epidemic. Owing to under-recognition,
however, only 1.5 million cumulaive cases of AIDS in adults and children have been
officidly reported to WHO by countries. Because of the long delay between infection
with the human immunodeficiency virus (HIV) and the ultimate devdopment of AIDS, a
more useful indication of current trends in the globd epidemic is the number of new
infections with HIV. According to UNAIDS edimates, there have been over 3.1 million
new HV infections during 1996. This works out a about 8,500 a day - 7,500 in adults
and 1,000 in children.

During 1996, HIV/AIDS-associated illnesses caused the death of an estimated 1.5
million people, including 350,000 children. Since the gart of the globa epidemic, close
to 30 million people are thought to have been infected with HIV - 26.8 million adults and
26 million children. Of these, an edimated 5 million adults and 1.4 million children
have died.

Today, 22.6 million people are edimated to be living with HIV infection of
AIDS. Of these, 21.8 million are adults and 830,000 are children. Approximately 42% of
the 21.8 million adults living with HIV/AIDS ae women, and the proportion is growing.
The mgority of newly infected adults are under 25 years old.

Estimates as of December 19961

New HIV infectionsin 1996 Adults 2.7 million °
Children 400,000
Total 3.1 million

Peopleliving with Adults 21.8 million
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HIV/AIDS Mde
Femde
Children
Total

HIV/AIDS-associated deaths Adults

in 1996 Mde
Femde
Children
Total

Cumulative HIV infections Adults
Mde
Femde
Children
Total

Cumulative AIDS cases Adults
mde
Femde
Children
Total

Cumulative HIV/AIDS Adults

deaths mde
Femde
Children
Total

12.6 million
9.2 million
830,000°
22.6 million

15 million
650,000
470,000
350,000

1.5 million

26.8 million
15.5 million
11.3 million
2.6 million
29.4 million

6.7 million
3.9 million
2.8 million
1.7 million

8.4 million

5.0 million
29 million
2.1 million
14 million

6.4 million

T Because of rounding, figures may not tally.

2Nearly half of HIV infections occurred in women.
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3 Many children with AIDS die from other causes; the estimated number of children living with HIV/AIDS (830,000)
istherefore less than the difference between cumulative infections (2.6 million) and cumulative deaths (1.4 million) in
children.

Source : UNAIDS Joint United Nations programme on HIV/AIDS

AIDS, " The Disease"

Usudly when an individud is attacked by an infectious microbe (bacterid, vird,
fungd, protozoan), hisher immune sysem will rdease immunocytes to fight the
infection. HIV, the retrovirus causng AIDS, is a specid kind of microbe. HIV inactivates
the immune system and destroys its ability to produce certan immunocytes, namdy, CD4
T cdls This makes the body hdpless agangt a variety of infections, known as
opportunistic infections, that hedthy persons can usudly throw off. A syndrome of such
infections conditutes AIDS. The syndrome incdudes a rae form of pneumonia
(Pneumocystis carinii, or PCP), skin cancer (Kapos's sarcoma, or KS), herpes simplex or
cold sores (with oesophagus and trachea, blood poisoning, and infections of brain and
nervous system (CDC, 1993). All persons who have AIDS do not suffer from al of the
diseases, however; and resstance may be strengthened with proper exercise, rest, and
good nutrition. In time, however, mogt infected persons typicdly suffer from severd
infections, the cumulative effects of which cause death.

HIV may vay widdy from individud to individud and over time within the same
individua (Ewad P, 1994); it mutates very rgpidly. Consequently, even if an effective
drug is developed for one HIV drain, it might not be effective for another. Certain drugs
may suppress HIV or fortify the immune sysem, and hence dow down the progress of
opportunigtic infections, but at present medicines cannot make people who have HIV,
noninfectious or prevent their deaths.

Evolution of HIV/AIDS Pandemic

The HIV/AIDS pandemic has undergone four main phases of evolution:

emergence
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dissemination
escaation
gahilisation

Before AIDS was recognised, HIV infection emerged from where it was
pandemic a low levels, and disseminated to more populated urban areas (Nizilambi, N.,
et d., 1988). The infections spread dlently among sexudly active populations, including
femade sex workers and their clients, in developing countries, and among homosexud
men in indudridised countries. During the dissemination phase, the virus spread quickly
to various regions of the world as a result of population movements and travels thereby
sowing the seeds for an explodgve epidemic. Apat from the effects of rura to urban
migration and internationa travel, another factor inherent in population migratiion and
urbanisation was the enormous socid disruption that occurred, especidly in sub-Saharan
Africa (Decosss, J. Kane, F., et d., 1995). Cultural vaues were changed, commercid sex
became more common, medica services declined or were not avalable, and STDs
increesed in frequency. The socid disorganisation and culturd change coupled with
increasing poverty directly enhanced vulnerability to HIV infection.

These and other factors influenced the phase of escalation, which occurred during
the 1980s. Trangmisson of HIV was amplified among high-risk populaion and the virus
goread to other populations a risk, including injecting drug users, heterosexua partners
of infected individuas, blood transfuson recipients, and eventudly, to some segments of
the generd population in both urban and rurd settings in developing countries (Nunn,
AJ, Wagner, H-U., e 4d., 1995). This phase is currently illustrated in the densdy
populated region of Southeast Ada where the virus was introduced only recently and
where four million cumulative HIV infections have occurred within the past five years.

A fourth phase of the HIV pandemic has become evident as HIV prevaence and
reported AIDS cases seem to stabilise in Austraia, North America, and western Europe.
Although such changes could represent a postive development from a prevention
perspective, they may adso sgnd a trangtion from epidemic to endemic HIV infection.
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Sabilisation in prevdence may indicate that the number of deeths from AIDS equas new
HIV infections, and may adso mask disproportionate increases in certain modes of
trangmisson - eg., an increase in heterosexudly transmitted HIV or a disproportionate
increase in new HIV infections among young people as recently observed in the USA and
Europe (GPA - WHO, 1995).

The globd pandemic of HIV infections comprises many different epidemics, each
with its own dynamics and influenced by many factors - eg., time of introduction,
population dendty, and cultural and socid issues (Lancet, 1996). Even within some
regions the HIV epidemic condsts of a multitude of smaler ongoing epidemics, which
dthough rdated, pursue ther own course with different velocities. Spread of the
epidemic has varied condderably between developed and developing countries,
depending on the culture as well as other socid and behaviourd patterns. Incidence rates
have been the highest in developing countries where heterosexud transmisson is most
common (GPA - WHO, 1995).

In addition to continued spread in dready affected areas, HIV is spreading rapidly
to countries little affected during the 1980s. Nigeria, once regarded as an area with very
littte HIV activity, now edimaes tha it has a least one million infected individuds
(GPA - WHO, 1995). In India, Myanmar, and Thailand, the volatility of the pandemic is
most driking (Kddor, JM., Sittitrai, W., & d., 1994). Because of the densty of the
population, there may be more HIV infected individuas in Ada by the year 2000 than in
any other region of the world, induding sub-Saharan Africa. With entinued escadation of
HIV transmisson in Ada and sub-Saharan Africa, the edimate is that nearly 90% of dl
HIV infected people will resde in these developing countries by the year 2000.

Definition of AIDS
WHO has developed a clinicd definition for AIDS that can be used in areas

where diagnogtic resources are limited. According to the definition, AIDS in an adult is

defined by the presence of at least two of the following mgor signs in association with at
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leest one minor dgn (Box 2.1), in the absence of a known cause of immunosuppression,
such as cancer or severe manutrition. In addition, the presence of generdised Kapos's
sarcoma or cryptococca meningitis is sufficient for the diagnods of AIDS, even without
the required number of mgor or minor 9gns. The  most common symptoms of HIV
infection in children are weight loss, falure to thrive, fever and chronic diarrhoea. Ord
thrush, which often recurs after treatment, can be the firg indication of HIV infection. As
HIV infection progresses, opportunistic diseases dso begin to appear. Findly, many, if
not most, of these children have some type of neurologica involvement, such as
devedlopmentad delay or encephdopathy. A sSgnificant proportion, probably more than
20%, of infants infected by mother-to-foetuginfant transmisson die during the firs year
of life

Box 2.1 Clinica casedefinition of AIDSin adults

Major Signs Minor Signs
1. Weight loss of 10% or more of body 1. Persagtent cough for more than 1 month
weight 2. Generdised pruritic dermatitis
2. Chronic diarrhoea for more than 1 3. Recurrent herpes zoster
month 4. Oropharynged candidiass
3. Intermittent or congtant fever for 5. Chronic progressive and disseminated
more than herpes
1 month 6. Generaised lymphadenopathy

HIV Transmission

The modes of transmisson of HIV have not expanded sgnificantly beyond those
described or predicted early in the epidemic. Although a smdl number of persons have
been infected by unusua routes, the mgority of cases of HIV infection and AIDS
throughout the world can be attributed to sexua contact, parentera transmisson (drug
injection, percutaneous occupational exposure, or receipt of infected blood, blood
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products, organs or tissues), or perinata transmisson from an infected mother. Within
any given country, marked differences have been observed in the overdl and proportiona
rates and routes of infection, probably due to the time of introduction of HIV into a
paticular community, differing patterns of drug misuse and other risk behaviours, as well
as socid structure.

Thelmpactsof AIDS

On Population Growth:

The increased mortdity among adults and children has raised concerns that AIDS
may become so devadating as to reverse postive population growth rates and wipe out
entire populations. In December 1989, WHO, in conjunction with the United Nations
Population Divison, used 9x mahematicd modds to examine the demographic
consequences of the AIDS pandemic. In a population with a 3% growth rate, modelling
showed that a negative growth rate would result only when HIV prevdence in the entire
population exceeded 40% - a levd that has not, thus far, been seen in any generd
population.

During the 1990s, the impact of AIDS will be greatest in large urban areas of sub-
Saharan Africa, especidly in Eastern and Centrad Africa, where today, in some cities, as
many as a quarter to one third of al adults aged 15-49 are infected with HIV. In such
cities, AIDS deaths in young children and in those aged 15-49 may reduce expected
population growth by over 30%, and the adult mortdity rate may be more than triple. In
addition, the potentid exists for the devadtating spread of the pandemic throughout Asa -
acontinent in which over haf of the world's population live.

On Socio-economic Development

As AIDS is predominantly a sexudly transmitted disease it srikes adolescents,
young adults and people in early middle age. These are the people on whom society relies

Mohan, V. N., Arunkumar, T. S. and Jayasree, A. K. (1997). Anticipatory Crisis Management. Retrieved September 28, 2002 (or
the exact date of your retrieval) from THRANI center for crisis control Web Site. http://www.thrani.com/acm/



Anticipatory Crisis Management (Department of Futures Studies, University of Kerala) 20

for production and reproduction. As they die of AIDS, their ddely rdatives are left
without support and their children become orphaned. Thus for every person with AIDS,
many more people are affected by the impact of HIV/AIDS. In countries which are in the
process of indugtridisng AIDS threatens development itself.

The Global Status

The HIV/AIDS pandemic was initidly centred in urban locations but in most
countries is now thought to be present in rurd aress as well. The number of AIDS cases
reported to the Globad Programme on AIDS (GPA) in adults and children rose to
1,393,649 by 30 June 1996 from 985,119 two years earlier. But GPA bdieves that the
true number of cases may be sx times this in the region of 7.7 million. The edimate
takes into account under-diagnods, under-reporting, and delays in reporting. Figure 2.1
shows the digtribution of AIDS cases by geographica region.

Asia : 6%

g
Oceania : 1% Europe : 4%

Africa: 71 %

America : 18%

2.1.a.: ESTIMATED CASES
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Asia : 2%
Oceania : 1%

Africa : 36 % Europe : 12%

America : 49%

2.1.b. : REPORTED CASES

Figure 2.1: Digribution of AIDS cases by geographic region

Source : UNAIDS Joint United Nations Programme on HIV/AIDS

Only about haf of the reported AIDS cases were from the developing countries,
but GPA edimates that these countries account for wel over three-quarters of actua
cases. The number of AIDS cases is only a fraction of the number of people estimated to
have been infected with HIV, and who are therefore likely to go on to develop AIDS.
According to GPA edimates, about 185 million adults and more than 1.5 million
children have been infected with HIV snce the beginning of the pandemic in the late
1970s/early 1980s.

Women & AIDS

In many parts of the devdoping world, incuding Asa, HIV/AIDS is ill viewed
a a homossxud mde and foreign affliction. But according to the World Hedth
Organisation, women condiitute haf of al new infections. In 1980, women were dmost
absent from the HIV/AIDS pandemic. But of the 18 million HIV pogtive adults in 1994,
a leest eight million women (a little over 44%) are of childbearing age. Of this number,
55 million HIV infected women live in Africa As of 1994, 1.3 million of the estimated 3
million adult HIV casesin South and South-east Asia were women.
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Women, especidly adolescents and young girls, are today the group most swiftly
being hit by the HIV criss. Some 500,000 women died from AIDS in 1994 and one
million new infections affect women each year. World Hedth Organisation projects that
by the year 2000, 13 million women will be infected with HIV, equdling the number of
men expected to be infected.

Women are more vulnerable to physica, emotionad and socia pressures that come
with the disease, for which the prospect of a cure or vaccine is unlikely over the next
decade. Women are hiologicaly more susceptible to contracting HIV/AIDS, so that
mde-femde tranamission is up to four times efficient as the reverse. Women have higher

rates of sexudly transmitted diseases, which aids HIV/AIDS transmission.

Socio-culturd and economic factors ranging from poverty, lower status compared
to men and lack of control over sexua rdations and behaviour esse HIV/AIDS
transmisson and make them less able to protect themsaves againg infection. This sort of
gtuations exig particularly in the developing nations. In some places, women are unable
to say no to husbands whom they know to have HIV. Often they are expected to provide
care for husbands or relatives who fdl ill, but may not get same care for themselves.

FutureProjectionson HIV/AIDS Prevalence

Based on sudies of HIV prevdence in specific population groups and aress, the
edimated sze of each groups, prevdence in neighbouring areas and trends over time,
WHO have estimated current cumulative HIV infection in adults.

On the basis of avalable data on the current globa datus of the pandemic and
recent trends in its spread, WHO has generated a plausible range of projected new HIV
infections during the 1990s. In making projects of the future magnitude of the pandemic,
WHO usad the lower limits of its estimated regiond ranges of HIV prevadence, so the
results of the forecasting should be consdered conservative. During this decade, around
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10-15 million new HIV infections may be expected in adults mosdly in deveoping
countries. During the same period, as many as 510 million children will be HIV-infected
a birth or through breast-feeding, the mgority of them in sub-Saharan Africa By the
year 2000, the cumulative number of HIV-related deaths in adults is predicted to rise to

more than 8 million from its current tota of 2 million.

Table 2.3 Edimated Adults Population and HIV prevdencein mid-1993 and by 2000.

Mid-1993 2000
"Macro" region Estimated Estimated Projected Projected
HIV population aged HIV population
prevaence 15-49 years prevdence aged 15-49
(1990) years
Audrdia > 1.2 million 646 million 1 million 675 million
Europe
& North
America
Lain America > 1.3 million 227 million > 2 million 282 million
& Caribbean
Africa > 6.5 million 289 million > 9 million 397 million
Asia 2 million 1527 million 8 million 1843 million
Global Total > 11 million | 2689 million | >20million | 3197 million

Source : UNAIDS Joint United Nations Programme on HIV/AIDS

For the year 2000, the current WHO projection is that there will be a cumulative
total of 30-40 million HIV infections in men, women and children, of which more then
90% will be in developing countries.

Projections of the number of AIDS cases in infants and children are based on
perinatal transmission rate of about 30%. This means that up to 70% of infants born to
HIV-infected mothers will not be infected. However, because their infected mothers are
likely to die of AIDS within 5 to 10 years of ther birth, these infants will conditute a

growing population of orphans. The number of orphans will increase further in the early
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years of the next century as a result of the death of those parents infected with HIV in the
1990s. The projected cumulative tota of adult AIDS casesis close to 10 million.

Statusof HIV/AIDSin Advanced Countries

Reported AIDS cases for countries in eastern and western Europe, North
America, and Oceania (Audrdia, Japan, and New Zedand) are given in Table 24 .
Western Europe is estimated to have 500,000 persons infected with HIV. Eastern Europe
is edimated to have 20,000 HIV-infected persons, and Oceania is estimated to have
30,000. An edimated 1 million persons in North America are infected (WHO-GPA,
1992). The extent of the epidemic in eastern Europe is not well defined since no large-
scae studies have been done and the accuracy of testing is questionable (Rich,V., 1992).
Romania and some countries of the former Soviet Union have experienced extensve
locdised outbresks attributed to inappropriate medical practices (Gromyko,A., 1991;
Pokrovsky,VV., 1992). As a result of these outbresks, Romania alone accounted for 54%
of paediatric AIDS cases reported in Europe through the end of 1991 (ZolotuscalL. e d.,
1992).

The dtuation of United States reflects the evolution of HIV/AIDS in deveoping
countries, despite some differences in the prevdence of risk behaviours among the
countries. The first 100,000 cases of AIDS in US took about 8 years to be diagnosed and
reported (CDC, 1989); the second 100,000 cases took about 2 years (CDC, 1992). The
epidemic has expanded from large urban areas to smaler metropolitan areas (population
<500,000 ), which are reporting ncreasng numbers of cases (Karon, JM. and Berkeman,
RL., 1991). The large metropolitan areas of north-eastern United States are experiencing
some leveling in the rates of increese in AIDS cases, in contrast, the South is
experiencing rapid rates of increase, particularly in smal metropolitan and rurd aress
(CDC, 1992). This trend is further confirmed by recent HIV sero-survellance surveys,
which have shown the prevaence in some smdl towns and rurd aress to be nearly as
high asin the larger cities (CDC, 1991).
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For determining the relative sze of the AIDS epidemic in different countries,
comparing case rates per 100,000 persons in the population is more vaid than comparing
numbers of cases, snce countries with smilar numbers of AIDS cases can have vasly

different caserates. Case rates for industriaised countries are shown in Table 2.4.

Table 2.4 Number of AIDS cases and 1990 case rates for devel oped countries

as reported to the WHO and CDC.
Country No. of cases | 1990 Rates
North United States 242,146 184
America
Canada 6,116 34
Europe France 20,250 6.6
Itay 13,668 52
Spain 14,533 6.6
Germany 8,463 2.1
United Kingdom 6,140 19
Switzerland 2,537 6.6
Netherlands 2,189 2.7
Romania 1,961 4.1
Bdgium 1,167 1.8
Denmark 1,014 3.8
Portugd 959 2.0
Austria 795 2.0
Sweden 712 1.4
Greece 636 1.3
Yugodavia 288 0.3
Norway 277 13
Irdland 276 15
Poland 108 0.1
Finland 107 0.3
Hungary 102 0.2
USSR 100 0.0
L uxembourg 54 25
Czechodovakia 28 0.0
Mata 24 0.3
Iceland 22 1.2
Bulgaria 16 0.0
Monaco 7 7.4
San Maino 1 0.0
Albania 0.0 0.0
Oceania Audrdia 3,238 3.7

Mohan, V. N., Arunkumar, T. S. and Jayasree, A. K. (1997). Anticipatory Crisis Management. Retrieved September 28, 2002 (or

the exact date of your retrieval) from THRANI center for crisis control Web Site. http://www.thrani.com/acm/




Anticipatory Crisis Management (Department of Futures Studies, University of Kerala) 26

Japan 473 0.2
New Zedland 323 2.2
Source : UNAIDS Joint United Nations Programme on HIV/AIDS

As the number of persons infected with HIV cannot be directly measured, indirect
methods such as mathematicd moddling ae used to edimate the prevaence,
digribution, and incidence of infection. Reasonable prediction of the future course of the
epidemic in populations or geographic areas can help to identify where prevention and

treatment services are more urgently needed.

An edimaed 1 million people in the United States are infected with HIV. In
1990, published estimates projected that 390,000-480,000 AIDS cases would be
diagnosed in adults through 1993 (CDC, 1990). An estimated 329,000-382,000 cases
were expected by the end of 1992; through September 1992, 242,146 cases actualy were
reported (CDC, 1992). The totd cumulative number of cases in the European Community
was predicted to be in the range of 64,000-74,000 by the end of 1991. Through June
1992, over 69,000 cases had been reported (Downs AM, et a., 1990).

Projections of AIDS cases in the United States and the European Community
anticipate some dowing of the pace of the epidemic, in some transmisson categories, but
increases in others. Some levdling in the growth of the epidemic is expected anong men
who have sex with men. Among injection drug users, some dowing in these two maor
transmisson categories is in sharp contrast to the expected expanson of cases attributed
to heterosexua transmisson (CDC, 1992; Downs AM, et d., 1990). Recent projections
from CDC predict growth in cases attributed to heterosexud through 1995 in the United
States and predict a plateau in men who have sex with men and injection drug users.
Heterosexud transmisson is expected to increase deadily in most  indudriaised
countries, but a much dower rates than seen earlier in men who have sex with other men
and in injection drug users (Chin J, 1990).

Prevalence of disease in a populaion refers to the number of people with the
disease in that population who are living a the time of measure or eimate. An gpparent
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steady-date in AIDS prevaence bdies the fact that HIV infections continue to occur, and
people with AIDS continue to die. For prevaence to remain steady, the number of people
developing disease must equa the number of people ether dying or being cured of the

disease.

Routesof HIV transmission

In United States, Canada, and most of Europe and Oceania, men infected by
having sex with other infected men comprise the mgority of cases (Green TA, & 4.,
1992). Less than 10% of dl AIDS cases in developed countries, except Bulgaria and
Begium, ae dtributed to heterosexud transmisson, in contrast to the overdl world
gatistics of 75% (CDC, 1991; Braun MM, et a., 1990; Gromyko A, 1991). But the HIV
transmisson through heterosexud contact is growing in advanced countries, in Western
Europe done, heterosexud transmisson increased nine fold between 1985 and 1990
(WHO-GPA, 1991). Women are increasingly represented among AIDS cases attributed
to heterosexud contect. In United States, women have outhumbered men in this
transmisson caegory since the beginning of the epidemic (Guinan ME, and Hardy A,
1987). Mogt often women infected heterosexudly have had sex with an injection drug
user (CDC, 1992).

Receptive and  intercourse is well edablished as a risk factor for HIV
tranamisson between men who have sex with men (Winkdsen W ¥, Lyman DM,
Padian N, et d. 1987). Mot heterosexud transmisson occurs through vagind
intercourse, dthough and intercourse may further increase the risk for women (Padian N,
MarquisL, et d., 1987; Sadlin M, Vogler M., Dubin N, and Lee E, 1992).

Injection drug misuse had accounted for about 25% of AIDS cases in developed
countries, but only about 7% of cases in the rest of the world by the end of 1991 (WHO-
GPA, 1992). Among 32 European countries, drug users conditute an increasing
percentage of cases of AIDS cases, dthough the rates of growth may be dowing (Downs
AM, Ancdle-Park RA, and Brunet JB, 1990). The high percentage of cases attributed to
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injecting drug misuse is most noteble in Itay and Spain (Brenner H, Hernando-Briongos
P, Goos C, 1991). Yugodavia, France, Poland, Irdand, Austria, and Switzerland dso
have high percentages of drug misuse associated AIDS cases. Little more than 1% of
AIDS cases in Canada are attributed to injection drug misuse, compared with about 23%
of AIDS cases in the United States. Audralia reports relatively low HIV seroprevaence
among injection drug users, with a range of 0.7 - 5.2% testing postive across a variety of
settings (Kidd S, Denham 1, Gold J, et d. 1991). and a correspondingly low percentage of
their AIDS cases dtributed to injection drug misuse. New Zedand dso has a low
proportion of its AIDS cases among injection drug users (Carlson RV, Skegg DC, Paul C,
Spears GF, 1991).

As the number of HIV-infected women in the world grows, the number of
perinadly tramsmitted cases of HIV infection dso incresses. Transmisson rates from
HIV-infected women to their infants has reported to range from about 14% to about 40%,
with highest raies obsarved in studies done in developing countries. HIV has been
transmitted by breast-feeding. One report has estimated a 29% risk of HIV transmisson
by breast-feeding when the mother was infected postnatdly; among mothers known to be
infected at delivery, breast-feeding is estimated to add a 14% risk to that aready
encountered via perinata transmisson (Dunn DT, Newel NM, Ades AE, Peckham CS
1992). WHO recommends that the benefits of breast-feeding in reducing an infant's risk
of dying of paediatric infectious diseases or manutrition should be weighed agangt the
risk of HIV infection through breast-feeding (WHO-GPA, 1992).

Transmisson of HIV infection via contaminated blood or blood products is
responsible for about 5% of AIDS cases in the world, but 3% or less of cases in mogt
deveoped countries (WHO-GPA, 1992). The proportion of blood and blood product-
asociated AIDS cases is declining in most developed countries because of widespread
donor testing and excluson criteria implemented in 1985 (Jones DS, et d., 1992). In
addition to HIV screening, many clotting factors aso undergo mechanicd or chemica
trestment that inactivates viruses . In United States, no infections have been detected
among patients who received only trested factor concentrates that were made from
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screened plasma. Between April 1987 and December 1990, no seroconversons were
detected in patients trested only with products currently avalable (Fricke W, e 4.,
1992). HIV infection has been transmitted through donated organs and tissues (Samud D,
Cagtaning D, Adam R, et d., 1988), dthough the mgority of cases occurred before 1985
when antibody tests became avalable and screening of organ donors became routine
(CDC, 1988).

The risk of HIV infection in the hedth-care setting cannot be ignored. Most
documented indances of HIV  transmisson have resulted from hedth care worker
exposure to laboratory or patient specimens through percutaneous injury. Studies indicate
that the risk of infection after percutaneous exposure to HIV-infected blood is
goproximatdy 0.4% and risk after mucocutaneous exposure is much less. Hedth care
workers aso are at risk for other blood-borne pathogens, and routine testing for HIV
infection adone could fal to identify over 80% of patients who pose a risk of tranamitting
infections such as hepatitis B and hepatitis C viruses to health care workers (Kelen GD,
Green GB, e d., 1992). The Occupationd Safety and Hedth Adminigration of the US
Depatment of Labor has enacted far-reaching regulatiions based on universd precautions
that require employers to assure that ther workers are trained in and observe safety
precautions to prevent the transmisson of blood-borne pathogens and receive hepatitis B

vaccine.

After 11 years of studies of HIV infection and AIDS, it is clear that HIV can not
soread through casua contact. Studies of household contacts of HIV-infected persons
have reveded no ingances of transmisson among persons who were not sex or needle-
sharing partners of the index case (Lifson AR, 1988). Some household contacts in these
dudies shared toilet aticles, nearly dl of them shared cooking, eating, and drinking
utendls, towels, and other household items, and many provided nursng care to the HIV-
infected family member. Furthermore, there is no evidence that HIV can be transmitted
by food, inanimate objects, skin contact (such as handshaking), animas, or water
(Gershon RR, Vlahov D, Nelson KE, 1990).
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HIV has been isolated from sdiva, and dthough there is a theoreticd risk tha
HIV could be transmitted by either deep kissng (Pizza M, Chirianni A, et d., 1989) or by
a bite or other direct contact of infected sdiva with norrintact skin or a mucous

membrane (Lifson AR, 1988), there is no proof that any such transmission has occurred.

HIV transmisson by insects has been the subject of much speculation Insects are
known to spread certain infectious diseases by one of two mechanisms biologicd, in
which the infectious organism undergoes part of its life cycle in the insect; or mechanicd,
in which the organism is deposited on the surface and is spread by the biting mouth parts
of the insects (Lifson AR, 1988; Webb PA, Happ CM, e d., 1989). Findings argue
agang biologicd transmisson of HIV/AIDS. If mechanicd transmisson were important,
one would expect to see HIV infection wel distributed among household contacts who
lack established HIV risk factors, and among persons in dl age groups (particularly the
young and the dderly) in HIV-endemic areas. Neither Stuation has observed, even after
caeful sudy in Bele Glade, Horida, and in developing countries where both HIV and
malaria are endemic (Lifson AR, 1988; Castro KG, Lieb S, et a., 1988).

Statusof HIV/AIDSin developing countries

During the first years after the origind description of AIDS, the disease appeared
largely confined to middle class homosexua men, intravenous drug users, and recipients
of blood products in the Western world. It is clear that the epidemic is now evolving into
a manly heterosexudly transmitted disease of the developing world, and of poor and
margindised populations in the indudridised world as is the case for many other

infectious diseases.

The officidly reported AIDS cases represents only the tip of the iceberg as far as
the developing world is concerned, where many cases are not diagnosed and reporting to
public hedth authorities is far less than complete. On the basis of HIV prevdence data
and ad hoc surveys, it is estimated that as of early 1993, a totd of aout 2.5 million AIDS

cases in adults and children have occurred in the world with over 80% originating from
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the Third World (WHO, 1993) of which, over 70% cases occurred in Africa. These
cumulative incidence figures reved little about the actud spread of the disease, except
that they continue to increase a a daggering rate. Thus, in 1992 alone nearly 2 million
people became infected. The mgority of these new infections have occurred in sub-
Saharan Africa, India, and Southeast Asa

There are much controversy and uncertainty about the future spread of HIV and
about the ultimae globa dimensions of the epidemic (Mann JM, Tarantola DjM, Netter
W, 1992). Whereas short-term (less than 3 years) projections can be made with a
responsible degree of accuracy, long-term forecasting is, a best, poorly reliable and
should aways be interpreted with great caution. It is unfortunate that projections over 10
or more years are sometimes presented to the public without warning about their very

limited accuracy.

A plausble egimate is that by the year 2000 there will be a minima cumulative
totd of 40 million cases of HIV infection, and of 10 million adults AIDS cases
goproximately 90% of which will have occurred in the developing world (WHO, 1993).
The spread of HIV infection in various parts of developing world is ddlineated as below.

Africa

Sub-Saharan Africa is undoubtedly the worst affected area in the world. However,
whereas over one third of adults are infected in cities such as Kigdi (Rwanda) and
Kampada (Uganda), it should be stressed that the HIV-1 prevdence rate is ill well below
in many rura areas or in a country like Madagascar (Nkowane BM, 1991).

In generd, HIV-1 infection rates are highest in eastern and southern Africa, with
an exception for Cote dlvoire in West Africa, and this usualy aso corresponds to the

areas with the heaviest burden of AIDS patients. However, the epidemic has not reached
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its equilibrium as ye and is 4ill expanding in mogt populaions, meaning that the
gtuation may rapidly change.

Populations with more intense unprotected sexual exposure congstently have the
highet HIV-1 infection rates. This is mogt obvious from surveys in femde proditutes
and STD patients. Even in areas where HIV-1 infection is Hill rdaively uncommon in
the genera population, prevaence rates wel over 10% can be found in such groups. It is
now not unusud in Africa to find HIV-1 infection rates exceeding 80% in progtitutes and
50% in STD patents paticulaly those with genita ulcers. This reflects not only
common sexud exposure, but dso the role of STDs as risk factors for HIV transmission.
On the other hand, data on pregnant women in countries such as Mdawi, Rwanda,
Uganda, and Zambia show that the HIV epidemic is no longer confined to individuds
engaging in high-risk sexua behaviour (Allen S, Serufila A, e d., 1991; Van de Perre P,
Simonon A, et al., 1991).

Most cases of HIV-1 infection and AIDS occur in the sexudly most active years,
but the average women become infected a an earlier age than men (Anderson RM, May
RM, et d., 1991; Ryder RW, Ndilu M, et a., 1990). In centra and eastern Africa, more
women than men are infected and have AIDS, with mae to femde ratios of about 1:2. In
contragt, in Cote dIvoire, West Africa, men outnumber women with AIDS by a factor of
two (Berkley S, Naamara W, et al., 1990).

Incidence of HIV-2

HIV-2 occurs predominately in West Africa, and to some extent in Angola and
Mozambique (DeCock KM, Brun-Veziner F, 1989; Kanki PI, 1987). Guinea-Bissau is
the mgor focus of HIV-2, with HIV-2 prevaence rates as high as 9.5% among adults in
the genera population, and an annud incidence of 0.9% in the same population (Aaby P,
Gottschan A, 1990). In most other countries of the region, HIV-2 seroprevalence rates of

25% or less have been reported in generd population or among pregnant women
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(DeCock KM, Porter A, 1989). As for HIV-1, infection rates are much higher in people a
higher sexud risk, such as prodtitutes and patients with an STD, and dso in patients with
tuberculogs. Consgtent and digtinct festures of HIV-2 epidemiology are that the age of
acquigtion of HIV-2 gppears to be higher than for HIV-1 in the same population, that the
prevdence of HIV-1 increases much more rapidly than that of HIV-2 and that HIV-2
infection in infants and young children is unusud. All of this supports the hypothess that
the risk of transmisson of HIV-2 is much lower than of HIV-1. An additiona feature of
aeas with HIV-2 infection is the frequent occurrence of cases with double reective
serology (i.e, for both HIV-1 and HIV-2 antibodies). At least one third to one hdf of
these cases are due to mixed infection with both viruses (George R, Ou G Y, Parekh B, et
al., 1992; Peeters M, Fransen K, et al., 1992).

Latin America and the Caribbean

Epidemic spread of HIV-1 began at about the same time as in North America, and
as of early 1993 gpproximately 250,000 cases of AIDS had occurred in this region with a
cumulative tota of 1.5 million adult HIV infections (WHO, 1993).

This region is an example of the smultaneous occurrence of different patterns of
goread. Whereas homosexud and bisexud modes of transmisson have been the mgor
modes of spread a the beginning of the epidemic, transmisson via heterosexud contact
and among injecting drug users has become the driving force of the epidemic since the
mid 1980s in most countries (Quinn TC, Nargn JP, Zacarias FRK, 1990; Basset D,
Narain J, 1988). Thus, in Brazl, the proportion of AIDS cases attributed mae
homosexud tranamisson declined from approximatdy 70% in 1980-1986 to less than
35% in 1992, and if trends are confirmed, injecting drug users and heterosexuds will

become the mgjor transmisson groups in the near future.

Several Caribbean countries have incidence rates of AIDS that are among the
highest in the world, with the Bahamas reporting over 100 cases per 100,000 population
through 1992 (WHO, 1993). AIDS in Caibbean is a true mosac of different

Mohan, V. N., Arunkumar, T. S. and Jayasree, A. K. (1997). Anticipatory Crisis Management. Retrieved September 28, 2002 (or
the exact date of your retrieval) from THRANI center for crisis control Web Site. http://www.thrani.com/acm/



Anticipatory Crisis Management (Department of Futures Studies, University of Kerala) 34

epidemiologicd patterns determined by the locd interaction of various risk determinants
of HIV transmisson. Hati was one of the firg countries in the early 1980s where
sugstained epidemic among heterosexua population was documented, though in 1983
bissxud men were the mgor source of transmisson in the country (Pape JW, Johnson J
WD, 1988). In the early 1990s around 10% of pregnant women, 20% of STD patients,
and over 40% of prodtitutes were infected with HIV-1 (Bouloa R, Halsey N, et d., 1991).
Heterosexud  transmisson is adso predominant in  neighbouring Dominican  Republic
(Garrisl, MoyaE, et d., 1991).

Made homosexua transmisson remans important in countries such as Barbados,
Trinidad, Tobago, and Guyana (Bartholomew C, Clard J, et d., 1987). Injecting drug
misuse is a mgor risk factor for transmisson in Bermuda and Puerto Rico, whereas sex
for crack/cocaine use has contributed substantidly to the HIV epidemic in Trinidad and
the Bahamas (Lewis P, Hospedales J, et a., 1989).

Asia

South and Southeast Ada ae currently experiencing a rapidy expanding
epidemic, which is soreading as fagt as it did in Africa in the last decade, and if this
gtuaion continues, Ada will soon surpass Africa in the last decade. As of November
1995, about 25,000 AIDS cases have been reported, 80% of these have occurred in the
last two years. Most of these are in the 15-45 age group.

Although the epidemic was origindly associated with those engaging in high risk
behaviours, such as injecting drug users and sex workers, HIV infection rates have now
begun to increase in the generd population. Heterosexud intercourse is the mgor route
of tranamisson, and women and children are becoming increasingly affected by HIV.
More than 900 children have adready been diagnosed with HIV. Thaland and India have
reported the largest number of AIDS cases, (22,135 and 2097 cases respectivdy as of
November 1995) accounting for more than 95% of cases reported from the region to date.
WHO has edimated that there are gpproximatdy 2.5 million HIV infected people in
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South East Asa of which 1.5 million are in India, and 700,000 are in Thailand. Thaland
hes estimated that the epidemic will cogt it dmogt $11 million in terms of logt lives and
morbidity by the year 2000.

It is only during the mid 1980s that the spread of HIV-1 became detectable in
Aga initidly predominantly among injecting drug users in south-east Asia and southern
Hunan province of China (Zhang JP, 1991). However, heterosexud transmisson has
been rapidly increasing and is now the predominant mode of HIV spread in Asa

Others : 6% India : 60%

Thailand : 28%

Myanmar : 6%

2.2.a.: ESTIMATED CASES

India : 8%

- 19
Others : 1% Myanmar : 2%

Thailand : 89%

2.2.b. : REPORTED CASES

Figure 2.2 : Digribution of HIV/AIDS in South- South East Asa
Source : UNAIDS Joint United Nations Programme on HIV/AIDS
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The current epidemiologica data provide evidence that a leest mgor parts of
Asa ae expeiencing the beginnings of an HIV/AIDS epidemic reminiscent of that in
Africa Larger urban concentrations, a growing problem of injecting drug misuse, and an
inadequate public hedlth response, dl are indicators that the epidemic will become much
worse. A high-risk and vulnerable environment is not confined to India and Thailand, and
rapid spread of HIV can be anticipated esawhere in the region.

If it is cdlear tha the epidemic in Aga is 4ill in an early and labile stage, it is much
less certain how extensve the spread of HIV will be. This is a crucid issue for the future
of the pandemic, as two thirds of the population of the world live in Asa The extent of
the epidemic will largely depend on the effectiveness and promptness of the response of
governments and communities. The full impact of HIV infection in Ada will become
visble by the end of the century when the currently infected people will develop AIDS.

HIV/AIDS in India

AlDSdiagnosis: Criteria approved for India

A. Postive test for HIV infection by two tests based on preferably two different

antigens.

B. Any one of the following:

1

a Weght loss b 10% of body weight or cachexia (not known to be due to

condition unrelated to HIV infection) &

b. Chronic Diarrhoeab 1 month (intermittent or constant)

2. Disseminated or miliary or extra-pulmonary tuberculoss

3. Kapos's Sarcoma

4. Neurologicd imparment preventing daly activities not known to be due to a
condition unrelated to HIV (e.g. trauma)

5. Candidiass of the oesophagus (Diagnosable with dysphagia, odynophegia and ord
candidiasis)
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Source: State AIDS Cell, Kerala.

National Overview

Since the first AIDS case was registered in Bombay in 1986 till 30th November
1995, 2097 cases of AIDS, have been reported to the Ministry of Hedth and Family
Wedfare from 32 States and Union Territories. This means that in the past year over 1000
cases have been reported, compared with 290 last year (Figure 2.3). Much of this increase
is atributable to better case finding and reporting which have resulted from various
NACO (Nationd AIDS Control Organisation) activities, but it is gill highly probable that

the epidemic continuesto incresse.

As reported AIDS cases in India showed a mind rattling 42-fold increase from
1992 to 1995 - one of the world's highest increase rates - doctors are confronted by hard-
to-diagnose and hard-to-treat ‘opportunistic infections. According to WHO's 1992 report,
Tuberculogs (TB) is dormant in dmogt hdf the adult population in India Every year, one
million TB cases are added as hdf a million die. With AIDS prowling in gedthily, by
AD 2000, annualy 200,000 more TB cases will be added (Down to Earth, 1996).
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Figure2.3
Year-wise distribution of reported AIDS casesin India

Source : NACO, India

As in previous years, the raio of mde to femade cases is gpproximately 3:1, with
the mgority of cases in the 15-44 age group. The main sources of infection in these cases

have been identified as far as possible and are shown in Figure 2.4 .
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Figure2.4

Distribution of likely sources of HIV infection in India
Source: NACO, India

Seroprevaence findings from the dates show that in November 1995, out of
2,743,913 people screened, 21,131 were HIV-postive, giving a seropostivity rate of 7.7
per 1000. However many of the samples screened for HIV were taken from groups
known to be a high risk, such asinjecting drug users, or STD dlinic attendees.

An edimate of the genera population seropostivity rate was made in 1993, by
induding sero-postivity from other population groups. These were antenatd dinic
atendees, as these women can be regarded as a low risk group. Voluntary, nor:
remunerated blood donors, of whom over 90% are men, are consdered as representative
of the generd population. The seroprevaence rates in these groups were weighted
according to the demographic didribution of these sections of the generd mae
population. A generd population edimae for HIV infection was then derived, of
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aoproximately 1.7 per thousand, or 1.5 million infected individuds. The edimate did not
take into account al population groups.

The deventh international conference on AIDS jointly organised by AIDSCAP
(The AIDS Control and Prevention) project of Family Health International and the
Francois-Xavier Bagnond Center for Health and Human Rights of the Harvad
School of Public Health and UNAIDS (The Joint United Naions Programme on
HIV/AIDS) at Vancouver on July 7 -12, 1996, declared that, India is experiencing rapid
and extensve spread of HIV. There are an edtimated 2 to 5 million people infected with
HIV in India today, and 50,000 to 100,000 cases of AIDS may have aready occurred in
the country. The epidemic is fuded by both maried and unmarried men visting sex
workers. The mogt rapid and wel-documented spread of HIV has occurred in Mumbai
and the State of Tamil Nadu. In Mumba HIV prevaence has reached the leve of 50
percent in sex workers, 36% in STD patients and 2.5% in women atending antenatd
clinics. Certain regions, such as eastern India (Cdcutta ares) and northern India (New
Dehi region), ill show a bwer prevalence of HIV (1 to 2 percent) among sex workers.
Contrary to traditiondl belief, sexualy transmitted diseases and sex with multiple partners
are common in the country, both in urban and rural areas. An estimated 3 to 4 percent of
some rura popuations have a sexudly trangmitted disease. Injecting drug use is a
problem in Manipur, which is in the North Eagt region, where 60% of drug users are
HIV-infected and 1% of women attending antenatal clinics are infected with HIV. HIV is
rapidly spreading to rurd aress through migrant workers and truck drivers. Surveys show
that 5% to 10% of some truck drivers in the country are infected with HIV. An estimated
1 to 2 million cases of tuberculoss occur in India every year. In Mumba 10% of the
patients presenting with tuberculods are HIV postive. Tuberculoss is the presenting
symptom of AIDS in over 60% of AIDS cases.

The State view
The didribution of reported AIDS cases varies from date to date, and this is
shown in table 2.6. Eight states and union territories have not reported any AIDS cases to
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date. Although there have been improvements in the detection and reporting of AIDS
cases, these figures may il underestimate the true cumulative prevalence of the disease.

The date to state variation in the cumulative incidence of AIDS cases is reflected
in the prevaence of HIV infection. According to the avalable information, the mgor
concentration of infection remans in Bombay, Pune and other parts of Maharashtra State
which may contan 5% to 10% of the country's infected individuals. The other known
"hot spots' are Madras and Velore where local research groups have conducted studies
among commercia sex workers. In December 1993, a new highly infected area was
found in Goa. In the North-eastern sates, a Sgnificant increese of infection in injecting
drug abuses, noticed initidly in 1990 in Manipur, has now been found to extend to
Nagdand and Mizoram as well. The HIV prevdence in injecting drug abuses in Manipur
is floating between 60% and 70%, and it reached 50% in Nagaland and 6-10% in

Mizoram.
The prevdence rates of HIV infection have continued to rise in practicaly dl

dates and in dl population groups during last year. This increase in rates is observed
irrepective of when the infection reached the State.

Table 2.5 Probable source of HIV/AIDS infection in India

Heterosexua promiscuous 2094
Blood transfusion 206
Blood product infusion 22
Homosexud contact 22
Spouse of HIV positive/AIDS 32
patient 117
Intravenous drug addicts 81
Others

Total 2574

Source : NACO, India
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Table 2.6 AIDS casesin India (Reported to NACO as on 30th April 1996).

State/Union Territory AlIDS cases
Andhra Pradesh 9
Assam 10
Arunachal Pradesh 0
Andaman & Nicobar Idands 0
Bihar 2
Daman & Diu 1
Dadra Nagar & Havdi 0
Delhi 100
Goa 12
Gujarat 25
Haryana 1
Himachal Pradesh 9
Jammu & Kashmir 2
Karnataka 51
Kerala 96
L akshadeep 0
Madhya Pradesh 65
Maharashtra 1286
Manipur 104
Mizoram 0
Meghadaya 0
Nagaand 4
Orissa 2
Pondicherry 100
Punjab/Chandigarh 100
Rajasthan 3
Skkim 0
Tamil Nadu 492
Tripura 0
Uttar Pradesh 56
West Bengal 44
Total 2574

Source : NACO, India
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Table 2.7 HIV sero-positives in India (Reported to NACO as on 30th April 1996).

State/Union Territory HIV Cases
Andhra Pradesh 217
Assam 150
Arunachal Pradesh 0
Andaman & Nicobar Idands 85
Bihar 3
Daman & Diu 8
DadraNagar & Havdli 1
Ddhi 1020
Goa 790
Gujarat 517
Haryana 175
Himacha Pradesh 71
Jammu & Kashmir 23
Karnataka 2235
Kerda 180
L akshadeep 5
Madhya Pradesh 284
Maharashtra 6494
Manipur 4188
Mizoram 65
Meghdaya 57
Nagdand 261
Orissa 191
Pondicherry 1757
Punjab/Chandigarh 188
Rajasthan 71
Skkim 1
Tamil Nadu 2837
Tripura 13
Uttar Pradesh 665
West Bengdl 252
Mae 1935
Femde 639
Totd 22804

Source : NACO, India

Mohan, V. N., Arunkumar, T. S. and Jayasree, A. K. (1997). Anticipatory Crisis Management. Retrieved September 28, 2002 (or
the exact date of your retrieval) from THRANI center for crisis control Web Site. http://www.thrani.com/acm/



Anticipatory Crisis Management (Department of Futures Studies, University of Kerala) 44

Table 2.8 Break-up of the detected sero-positives.

Category Se_r 0- Percenta

positive ge
Heterosexudly 8893 39.0
Promiscuous 116 05
Homosexuals 2082 131
Blood Donors 156 0.7
Didyss Patients 120 05
Antenatal Mothers 420 18
Recipient of Blood 1129 49
Suspected ARC/AIDS 2912 9.7
I/VV Drug Abusers 6776 20.8
Others

Source : NACO, India

According to the naiond survellance data, the mgor concentration of HIV
infection cases is in the dates of Maharashtra, Manipur and Karnataka. Out of 22804
reported HIV cases as of 30th April 1995, these four states had respectively 6494, 4188,
2837 and 2235 accounting for 69% of the total cases in India (NACO, Dec. 1995). The
state-wise mgjor concentration of reported AIDS cases up to that date was little different.
The three states with high proportion of AIDS cases were Maharashtra (1286), Tamil
Nadu (492), and Manipur (68). The cities so far reported to have high concentration of
HIV cases are Mumbai, Pune, Chennai, Vdlore, Impha, and Vascodagama (NACO,
1994).

HIV seroprevdence is high in the Southern and Wedern pats of India In
Mumbai, HIV prevaence went from 2 to 3 percent in STD clinic attendees before 1990
to 36 percent in 1994. HIV prevdence in sex workers rose from 1 to 51 percent between
1987 and 1993, and antenata clinic women tested postive at a 2.5% rate in 1994. There

Mohan, V. N., Arunkumar, T. S. and Jayasree, A. K. (1997). Anticipatory Crisis Management. Retrieved September 28, 2002 (or
the exact date of your retrieval) from THRANI center for crisis control Web Site. http://www.thrani.com/acm/



Anticipatory Crisis Management (Department of Futures Studies, University of Kerala) 45

is great geographica variation in the HIV prevdence rate in India HIV seroprevaence in
the centrd, eastern and northern parts of the country are generaly lower than in the rest
of India. Studies among sex workers in Cacutta have shown a clear and consgtently low
prevalence of 1.2 percent. In Védlore, rates among women atending antenatal clinics
have been steady a 0.1 percent, athough rates in STD clinic have grown from 4% to
15% between 1993 and 1995. Injecting drug use has been a problem in Manipur State,
with prevalence of HIV by drug abuse reaching 60% by 1992. This geographic variability
and the sze of the country have made estimation of the actud number of the infection
difficult. At the end of 1994, WHO edimaed 1.75 million HIV infections, while
evidence suggests an etimate of between 2 to 5 million in mid-1996.

In Mumbai, Indids AIDS capital, a sudy undertaken by the state Department of
Hedth reveds that in 1996, 2.7 percent of random blood samples from pregnant women
were found to be infected, four times since 1992. In Bangdore, an AIDS research and
control project, Samraksha, has 420 HIV postive people on its register; 58% of them are

married and come from middle-class backgrounds.

Data from more upmarket inditutions are just as worrying. In Chennal, the results
of a survey by the Asa-Pecific Network of People with HIV (APN+) squarely focuses on
educated casudties Randomly picking 79 infected men and 46 infected women from
private HIV clinics across the city, APN+ found that 64.8% were graduates, 24.8%
postgraduates and 7.2% Ph.Ds.

The tral of dedruction is now visble even in smdler metros. In Pune, the
Nationd AIDS Research Ingtitute (NARI) reports that 14% of the women who come to
its dinics are housewives, a group tha is growing & a didressng rate of 3.3% every
year. And in Ahmedabad, the Gujarat AIDS Awareness and Prevention Unit reports a
30% increese in the number of middle-class patients attending its clinics (India today,
1997). These datistics are strongest proof that the epidemic has progressed to low-risk
individuds.
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The high prevdence of STDs in te country and increased populaion mobility are
the key factors in the soread of HIV in India In Tamil Nadu, the State AIDS Cédl has
edimated that 20% of adult men suffer from an STD a any given time. People with
STDs, especidly if genital sores are involved, are & much higher risk of spreading - or
being infected by - HIV through sex. Indids highly developed network of roads and
ralways has facilitated a massve movement of people ffrom rurd to urban aress in
search of employment. According to the Indian Government's Ministry of Lbour, there
are currently about 180 million migrant workers in India, most of whom are men who are
gther dngle or living goat from ther wives and families. At any given time they
comprise 30-40% of the populaion of large cities, where they adso account for much of
the clientele of the red 'light aress.

The double standard of sexud mordity which is practised by a large number of
people in India is another important factor in spread of HIV. Women are expected to
retan their virginity until married, while men often face peer pressure to vist a sex
worker to gain sexud experience before marriage. Even after marriage, it is not unusud
for men to have sexud patners other than ther wives. Women, who are biologicaly
more vulnerable to HIV infection than men, pay the price for the sexua freedom enjoyed
by their husbands.

Growing numbers of Indian women who have had sex only with their husbands
are now beng infected with HIV. In Pune, a sudy in 1994 found that 14% of married
women with STDs - none of whom reported sexua contacts outsde their marriages -
were HIV infected. Increasing numbers of pregnant women are tested postive for HIV.
For example, at the HIV sentind survellance centre in - Sdem Didrict, Tamil Nadu, HIV
prevdence among pregnant women rose from 0.1% in September 1994 to 0.9% in
October 1995.

HIV is dso trangmitted through sex between men, many of wom may be married
and coutinue to have sex with their wives. Amongst made sex workers, HIV infection is

now reaching darmingly high levels. In some such group in Maharashtra State, haf were
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found to be HIV-infected in 1995. In India the issue off HIV trangmisson among men
who have sex with men cannot smply be dismissed as a problem of a “minority' group.
In such a huge country as India, @ ‘'monority’ group may condst of millions of people

spread over awide geographical area.

In some parts of the country, paticularly in the dums of many big cties and in
the northeastern States, HIV is goreadiing through the sharing of drug-injecting
equipment. In Manipur State, HIV has spread with deadly speed amongst injecting drug
users, estimated to number about 15,000. In 1989 there were no HIV infections reported
within this group. Yet by 1994, according to the Indian Council for Medicd Research,
the HIV infection rate had reached an estimated 90%.

Contaminated blood is dso an important source of HIV iinfection.  Of the nearly
2 million bottles of blood that are trandfused every year in India, more than hdf are
supplied by people who sdl their blood. Many do so out of dire poverty; some aso sl
sex. In 1992, 86% of a group of commercia blood donors screened in Bombay were
found to be HIV-infected.  Although the Government has made HIV screening
mandatory, not al blood banks comply. By 1994, 12% of dl HIV infections in the
country were estimated to have been acquired through HIV-contaminated blood.

Socid odracissm is digressngly common and often brutd towards the HIV
infected. In Chennai, 97.7% of the HIV podtives interviewed by APN+ (AsanPacific
Network of People with HIV) said that they had faced discrimination even by doctors.

Pre-marital sex in India

Treditiondly, in dl mandream Indian societies pre-marital sexud reaionships
among both women and men are strongly disapproved of, but there has dways been more
laxity for men than women. Also, opportunities for pre-maritd experience have dways

been greater for men than for women.
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The gradud rise in age a marriage of both men and women in India during the
last few decades with the consequent prolongation of the period between puberty and
maritdl sex has perhaps contributed to an incressng practice of pre-marita  sex.
Subgtantiad proportion of boys and girls in contemporary India have to pass through a
long period of heightened sexud desres and experience what is termed by Kekar &
Chaudhary (1970) "a sexuad criss'. The average age a marriage for both men and
women in India has been raisng by about one per decade. By now, 1996, it is nearly 21
years for women and over 26 years for men. Increasng exposure in recent years to
sexudly explicit musc, dance and other performances in televison programmes, cinemas

and videosis a so expected to do the same.

Box 2.2 : Percentages of men and women who reported ever having pre-marital sexud

experience
Type of L ocation Sample % Reporting Reference
Survey & Year
M M& F
F
STUDENTS:
Handed Hyderabad 72M 28 --- --- Gopargul1994
Quetions  1992-93 College
Handed Madras 634M,486F 61 --- 48 Reddyeta. 1983
Quetions  Ealy '80s  College
Handed 4 towns 129 M&F --- 19 --- Savaa& Sridhar
Quedtions Maharashtr  College 1994
a1993

Handed Dehi 1992 M 25 ---  --- Seghd etd. 1992
Quedtions School
Question. Ddhi 300 F --- === 6 Rakesh 1992
Interview 1978-79 College
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URBAN MIDDLE AND UPPER CLASSES:

Handed Calcutta, 240M, 220F 17 --- 8 Basu 1994
Quedtions Ddhi,

Madras

1993
Handed 4 towns, 259 M&F --- 26 --- Savara& Sidhar
Quedtions Maharashtr 1994

a 1993
Magazine  All India 1404 M 65 --- --- Savara& Sidhar
Quedtion. 1991 1992

URBAN LOWER CLASS:

Question. Lucknow 300 M 81 --- --- Narayan 1984
Interview 1976 STD patients
Handed 4 towns, 264 M&F 25 -- Savara& Sidhar
Quedtions Maharashtr  Bluecollar 1994

a1993 workers
Handed 4 towns, 258 M&F 32 -- Savara& Sridhar
Quedtions Maharashtr ~ Migrant 1994

a 1993 workers
Handed 4 towns, 139 M&F 12 -- Savara& Sridhar
Quedtions Maharashtr  Loom 1994

a 1993 workers

Source: Nag, M. Sexud behaviour and AIDSin India. 1996

The findings of the surveys, given in Box 22, conggently contradict the
commonly held perception that pre-marita sex in India, particulaly among dudents, is
rae. In none of the samples of students surveyed so far, was the proportion of mae
sudents reporting pre-maritd sexua experience less than 19%. Behaviourd data
collected from students that femde gtudents, confirm the finding from attitudind data are

more consarvative than male students regarding pre-marital sex.
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Only two survey findings are avaldble for the pre-maritd sexud experience of
femde dudents. 6% among college students in Delhi and 48% among college students in
Chennai (difference concerned to the figures may be due b sampling bias of the Chenna
sample). Pre-marital sex among the urban middle class people in India is dso rare. The
findings of the 'Debonair' questionnaire survey - 65% of the mae respondents reporting
pre-maritad sexud experience - is open to serious doubts due to the high sampling bias.
Methodologicaly more religble are the findings of the 17% for men and 8% for women
in the Cdcutta-Ddhi-Chenna survey, and of the 25% for men and women in the

Maharashtra four-towns survey.

The figure of 25% of mde college students in a Delhi school (Sehgd et d., 1992)
and 28% of mde sudents in Hyderabad (Gopargu, 1994) reporting pre-marita sexud
experience cdl for an urgent need for appropriate sex education in Indian schools and
colleges. Neighbours, rdatives, femde sex workers, friends and fiancees have been

mentioned as partnersin afew studies.

With pre-maritd sex ganing increesng acceptance among the new generdion,
the incidence of sexudly tranamitted diseases induding AIDS has risen. Teenagers and
those in the early 20s now condtitute a third of the cases testing HIV postive. The DEGA
indtitute study found that progtitutes topped the lig of premaritd sexud partners among
men. For researchers these are danger signals because prodtitutes are a mgjor reservoir for
the AIDS virus.

Extramarital sex in India

Despite of the ideds and Stuationd condraints, references to extra-marita sexua
relationships are not uncommon in Indian literature, but empiricd studies are lacking. A
study conducted among middle cdass working women in the Dehi metropolis in the
1950s and 1960s shows that attitudes towards extramaritd reaionships underwent
identifiable changes towards permissveness within a sngle decade, dthough different
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norms of sexud mordity for maried women and men were gill mantaned (Kapur,
1973).

A sudy among the educated middle class in Cdcutta, Dehi, and Chenna found
that the proportion with experience of extra-marita sex was 9% among men and less than
3% among women (Basu 1994). Another sudy of a dmilar qudity in four towns of
Maharashtra found that the corresponding proportion was 7% in the middle class group
and varied from 1 to 12% in the three lower class groups. No generdisation is possble
from thee findings but they indicate that extramaritd sexud rdationships are less
frequent in Indiathan in Western countries.

Sexud promiscuity is the single most important way by which the epidemic
Soreads in India The mgor cause underlying this phenomenon may be the India middle
cdass never redly believed it was vulnerable to the ingdious soread of HIV pandemic.
Sexologists and other experts are reporting that the old concepts of middle-class mordity
are breaking down.

A just released 11-year old study conducted by the Chennai based DEGA Indtitute
on the sexud mores of the middlie and upper class is an indication of just how much has
changed. Of the 16,154 persons surveyed, as many as 43% of them admitted to having
had premaritd sex. Among those who had married, one out of five people said they had
extramarital rdaions. They did not think that such behaviour exposed them to the risk of
sexudly trangmitted diseases such as AIDS came out when only two percent of them

admitted to using contraceptives such as condoms while having sex.

Changes in the socia environment and workplace are referred to as mgor reasons
for dramatic shift in the sexud behaviour of the middle cdass Indudrid growth has
spawned a breed of traveling executives who spend nearly hdf of ther working lives
away from home. At the same time, women have become an increesingly visble part of
the professond workforce. Taking into account these facts together, there are numerous

settings for increasing number of casud sexud relationships.
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In the Indian context, in fact women are turning out to be the most vulnerable
group, as sexudity is not in ther command, nor are they in command in a relaionship.
Femde sexudity is controlled by the mae because of the sex dratification sysem which
automdicaly anoints the mae as superior. Even according to WHO figures two women
get HIV infected every sngle day and there are more than three million infected women
the world over. Studies on the femde sex workers of Mumbai, indicate thet they could
not dictate terms in a sexua encounter or ings that the mae should use condoms. Ther

demand is casudly spurred.

TheHIV/AIDS Situation in Kerala

The date of Kerda witnessed an eght fold increase in the number of HIV
infection from the year 1993 to 1994. There were 1000 reported cases of HIV up to 1994.
According to the data given by State AIDS Cell, Kerda, the number of total (up to 30-09-
1996) HIV-seropositives and AIDS cases officialy reported are 1575 (1275 mae & 300
femde) and 142 respectively. Kozhikode holds the highest number of HIV pogtives
(468; 363 mae & 105 femae) followed by Thrissur (459; 368 mde & 91 femae) and
Thiruvananthgpuram (355; 291 mde & 64 femae). The age group between 21 and 40
years is the mogt affected age category in Kerala. Heterosexud transmisson accounts for
more than 95% of casesidentified in Kerda (SAC - Kerala, 1996).

As per the available data Kerda had the fifth highest cumulétive rate of HIV cases
in India. Breskdown of the characteristics of the 1,575 HIV positive cases known to State
AIDS Cdl, Kerda, is not possble, as no individua patient data are avalable. The only
breakdown which is possble is for the HIV postive cases confirmed by the HIV/AIDS
Survellance Centre in Medicd College, Thiruvananthgpuram. As of February 1995 they
had performed 30,368 tests since this was initiated in September 1986. 454 of these
proved to be HIV pogtive. The mgor caegory is given as "heterosexua promiscuous’,

with only afew cases of homosexud or bisexud men or 1V drug users.

Mohan, V. N., Arunkumar, T. S. and Jayasree, A. K. (1997). Anticipatory Crisis Management. Retrieved September 28, 2002 (or
the exact date of your retrieval) from THRANI center for crisis control Web Site. http://www.thrani.com/acm/



Anticipatory Crisis Management (Department of Futures Studies, University of Kerala) 53

A detailed description of the HIV datus of Keraa is furnished in the table 2.9.a,
and the cumulative didribution of reported HIV infection in Kerda is given in table
2.9.b.

Table 2.9.a. HIV postivesin Kerala (Up to 30-09-1996).

District Total Age-group
0-10 11-20 21-30 31-40 41-50

Thiruvananthapura 355 0 5 69 74 14
m

Kollam 16 1 0 4 4 1
Pethanamthitta 18 0 0 3 2 1
Alappuzha 23 0 0 12 8 1
Kottayam 62 0 2 20 6 3
[ dukki 9 2 0 1 0 0
Ernakulam 95 0 1 38 4 4
Thrissur 459 2 3 102 86 26
Palakkad 18 0 1 6 0 0
Malappuram 29 0 1 17 8 1
Kozhikode 468 0 2 25 8 2
Wayanad 2 0 0 1 1 0
Kannur 15 0 0 8 5 0
Kasargod 6 0 0 0 0 0
Total 1575 5 15 306 206 53

Source: State AIDS Cdll, Kerala.

Table 2.9.b. The cumuldive digribution of reported HIV infection in Keraa
(up to 30-09-1996).

Y ear Number Rate of
infection
Upto 1994 1000
1995 1353 35.30
Up to 30-09- 1575
1996

Source: State AIDS Cdl, Kerala.
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People who tested postive when atempting to obtain a visa to trave to Gulf
countries to work gpparently form a Szesble percentage of al identified HIV postive
cases. This reflects two issues: (i) that their HIV datus is uncovered by such testing, and
thus it is the screening itsdf which helps cregte this group of cases. (ii) that these men
often goend time in Mumba while awaiting ther travel papers. It is believed tha they
become infected during this time, and therefore congtitute a group at risk. Unfortunately
denominator data are not available as many HIV tests are obtained privately and remain

unreported, therefore the true infection prevaence rate remain unknown.

There is as yet no sentind dte survelllance in the State, the HIV prevdence rates
in defined populations is not avalable. The current data largely conssts of those tested
on the clinica suspicion, on requirements for a visa and as blood donors. There are no
reported studies of HIV prevaence among particular population groups like CSWs, IV
drug users, and STD Clinic attendees, except for voluntary blood donors, among whom
the HIV prevaenceislessthan 1 per 1,000 in Thiruvananthapuram and Kochi.

Sexual behaviour in Kerala

Not many dudies are currently available which unmask the sexud behaviour of
Kerdlites. It can be assumed that, Kerdites sexud behaviour will not be much different
from other parts of India

In a recent study conducted by Universty Hedth Centre, Universty of Kerda,
Thiruvananthapuram (1996) - 17.6% of mde and 10.7% femde students having love-
afar had sexuad intercourse with their partners. Among the totd of 1743 students from
various colleges under Kerda Universty, 16.5% of the mde students and 2.7% of the
femaes students had sexud intercourse with outsders. 9.7% of the male and 1.2% of the

fema e students had reported to have homosexua experience.
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In yet another recent study conducted among 125 randomly sdlected people of
both sexes, in a sub-urban area of Thiruvananthapuram (Jayasree, A.K., 1996) display the
following observations. 624% of the study population reported that they know people
having extramarita sexua relaionships, and 56.8% of sample know people having pre-

marital sex. In both the cases number of partners ranges from 1 to 10.

Regarding the first sexud intercourse of the study population, 29% of the sample
revealed that, they had it with a person other than their spouse; i.e.,, with a relaive, friend,
CSW., or domedtic servant. All of them were maes. 8.9% of mdes had ther first sexud
intercourse before 15 years of age. 24.5% of maes and 32.8% of femaes had it before
the of 20 years. 14% of the women reported that, their husbands have extra-marita sex
and 11% women told that, their husbands had pre-marita sexud rdations.

Having more than one sexud partner is reported by 51.1% of the male and 7.6%
of the femae subjects, during their life period. 69.6% of the men and 9.2% of the women
mesturbate. Mgority of the sample never shared their sexud problems, fears and
thoughts with others, the figures being 44.8% (male) and 57.8% (femae).

The same sudy uncover some interesting remarks on condom use. Only 39.6%
people used condoms; and of this, mgjority (81.8%) used it as a method of contraception.
60.4% of the people never used condoms in their sexud acts. The main reasons for not
using condoms are: do not fed (71.6%); do not like (10.4%); spouse do not like (10.4%).

Kerdas HIV inroads are made by the large migrant population in Mumbai, the
NRIs (Non-Resdent Indians) with Mumba links gpart from a contingent of promiscuous
intergtate truck drivers cohabiting without protection with women on the ambiguous red
tral. Surveys have shown that more than 90% of truckers vidt commercia sex workers a
week, that 68% of them never use condoms. Even normaly males are condom aversive,
according to dudies. Migrants vist Mumba brothels where HIV virus has made a
ggnificant presence. Out of the 480 sex workers rescued from Mumba brothels, 400
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were found to be HIV postive. Though Kerda can boast that there is no red street here,
covet proditution is rampant and cal girl rackets flourish. Homosexudity is widdy
prevdent in Kozhikode, Maappuram and Kannur. The trend is visbly present among the
beedi workers of Maabar (India Today, 1997).

An indepth suvey of Gulf migrants by the Centre for Deveopment Initictive
showed that they indulge in homosexudity as Idam prohibits proditution. Their life style
gopears to promote hisexudity, homosexudity and brothe culture, with progtitution
remaning as a sub-culture. Migrant labour marry lae, indulging in promiscuity during
their long spell of bachelorhood, contracting sexudly transmitted diseases which are open
invitation to the AIDS virus.

Recently a number of Maayalees are getting deported from the Gulf after they are
found to be HIV cariers through check-ups which are mandatory in the Gulf. Mogt of
them retun home and vanish without a trace, obvioudy gpreading the virus with

impunity.

M odes of transmission in developing world

The modes of transmisson of HIV ae identicad throughout the world. The key
routes of transmisson of HIV, dready apparent from the earliet stages of the epidemic,
can be dmply daed as sexud trangmission, blooditissue transmisson (parenterd
trangmisson) and maternofetd  transmisson (perinata  transmisson).  Despite  intense
socid exposure to people with AIDS and HIV infection, there is no evidence for
transmisson by means other than sexud or blood contact, or from mother to child. In
particular, nonsexud household contact and exposure to insects in an HIV endemic area
have been ruled out as a route of infection (Mann JM, Quinn TC, Francis M, et d., 1986;
Webb PA, Happ CM, Maupin CM, et a., 1989).
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Sexual Transmission

In a globa sense, HIV infection is primaily a sexudly tranamitted disease
Sexua contact with an infected person is estimated to account for nearly 90% of cases of
HIV infection and AIDS throughout the world (WHO-GPA, 1992). In contrast to the
industriglised countries, heterosexud intercourse accounts for the overwheming magority

of cases of HIV infection acquired sexualy in developing countries.

Sexud transmisson can be from man to man or man to woman and woman to
man. Unprotected receptive and intercourse is the most effective mode of sexud
transmisson of HIV (Deds R, English P, e d., 1989). It is not only practised by
homosexud and bisexud men, but aso by heterosexud couples. Whereas this practice
seems to be unusud in sub-Saharan Africa, it may play a dgnificant role in the spread of
HIV in Latin America in sdected Caribbean countries and in some Adan cities (Parker
RG, Tawil O, 1991).

Increesingly the evidence suggest that there is litile difference in the risk of
infection to a regular mae or femde patner of an infected man, by and or vagind
intercourse respectively; the rate of infection for regular partners is about 50%-60%.
Among homosexuas, spread from an active to a passve partner is the best documented,
with passve intercourse being a mgor risk factor established in epidemiologica studies.
However, few homosexuds are exclusvely active or exclusvely passve, so the pattern
of spread is less easly ddinested than among heterosexuds. Certainly some exclusively
active homosexuds do become HIV infected, so there is clearly some risk of passive to
active trangmisson, in some ways equivaent to femae to mae spread. There is no clear
evidence on the role of and intercourse in the heterosexud spread of HIV infection;
while it is obvioudy a potertiad route, there is nothing to suggest that it is a common
route of acquigtion of HIV for heterosexuds.

The efficiency of heterosexud transmisson can be grealy enhanced in the
presence of well-defined risk factors, including more advanced immunodeficiency in the
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infecting partner, the presence of conventiona STDs in ether partner, ana intercourse,
and sex during menses (Laga M, Nzila N, Goeman J, 1991; Wasserheit JN, 1992). It is
most likely that the rampant and sustained heterosexud epidemic in the Third World is
only posshle because of a common occurrence of such amplifying factors, possbly
addition to high-risk behaviour paterns. At a populaion levd, the overdl efficiency of
heterosexud transmisson may increase as the epidemic progresses, as more infected
people become immunodeficient. This may presently be arelevant factor in Africa

Parenteral transmission

Transmisson of HIV by blood and blood products became evident a an ealy
dage; it was most evident among haemophilic recipients of Factor VIII concentrates from
up to severd thousand donors each year. Rare ingtances of transmisson through organ
transplantation represent an extenson of this type of transmisson, whether through free
virus or virus-bearing cdls. The high-risk group of blood transmisson is the young adult
population - the very population from which blood was generdly donated.

Blood transfuson is the mogt efficient mode of HIV transmisson, with nearly dl
recipients of HIV-seropostive blood becoming infected (Colebunders R, Ryder R, e 4.,
1991). Blood trandfusion remains the third most common route of HIV infection in Africa
behind heterosexud and perinaid trangmisson. This is largdy due to an inability to
implement screening of blood donors and other measures to assure a safe blood supply,
as a result of a faling hedth care sygsem. The continuing transmisson of HIV through
contaminated blood and blood products is tragic as the technology to prevent it is
avalable

Sharing of injection equipment is the most common route of HIV transmisson by
blood in Ada Lain America, and the Caribbean. lllicit injecting drug use is manly
associated with the mgor routes of drug trafficking, and in severad populaions there has
been a recent shift from smoking or inhaing drugs to injection (Des Jarlais DC, Friedman
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SR, e d. 1992). The fulminant spread of HIV-1 among injecting drug abusers in
Bangkok in the late 1980s pardlded closdy the patterns of spread of HIV-1 among
injecting drug abusars in severd cities in the advanced world. The intravenous drug
misuee in Thaland began manly in urban dum-areas, but it is now gSpreading in rurd
areastoo (Ford N, Koetswang S, 1991).

The mgjor route of blood to blood spread in developed countries is by the sharing
of equipment between injecting drug abusers and, once HIV infection arises in a drug
misusing community, its soread can be extremdy rapid - as shown on the East Coast of
the USA, in Southern European countries and parts of Scotland. The spread d HIV has
been facilitated by the common practice of drawing back blood into the syringe during
use, which means that it becomes extensvely contaminated with blood cdls of previous
user(s). This prectice helps to explain the discrepancy between the apparent ease of
transmisson in drug abusers as opposed to 'needle-dick’ injuries amongst hedth care
workers, where the risk appears to be extremey smdl, and certainly subgtantidly less
than for hepatitis B virus. Rare instances have been described where exposure of broken
skin or mucous membranes to blood of HIV-infected individuals appear to have resulted
intranamisson of HIV.

Perinatal transmission

Maternofetal transmission has been clearly shown for HIV and appears to occur
ealy in pregnancy, as shown directly by virologicd sudies of severd early foetuses and
as implied by the occurrence of a characterigtic dysmorphism amongst children born to
infected mothers. On a world scde, transmisson of HIV from mother to child during or
after pregnancy is the second most common mode of spread of HIV. It is the mgor
source of HIV infection in children, and has become a true public hedth problem in much
of Africa, where 1 million children had been infected as of early 1993 (WHO, 1993). In
generd higher frequencies of mother to child transmisson were observed in Africa (30-
40%) (Dunn DT, Newd| ML, et d., 1992).
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Although mother to child transmisson of HIV-2 undoubtedly can occur, it seems
unusud with a much lower rate of transmisson than for HIV-1 (Poulsen AG, Aaby P, et
d., 1989; Ekpini RA, Shallly T, et d. 1991). Transmisson by breast milk has been
suggested by a single case where the mother received a contaminated blood transfusion
postnatdly. The implications for breast milk banks or wet nursng are sdf-evident, and
include the avoidance of donation by high-risk mothers, the posshble pasteurisation of
milk (which would seem to inactivate HIV) and even the idea of screening breast milk

donors.

Dynamicsof HIV Spread

Over the past decade it has not only become clear that the epidemiology of HIV-1
is not homogeneous throughout the world, but aso that it is in continuous evolution (Piot
P, Laga M, e d., 1990). Monitoring this heterogeneity in the epidemic is essentid for
assuring an adequate public hedth response. Box 2.3, lists mgor variables that influence
the soreads of HIV infection in a population. They can be grouped in biologicd,
demographic, behaviourd, and economic/palitica determinants.

As arule, the spread of a sexudly transmitted agent such as HIV is defined by the
equation R, = BcD, where R, is the reproductive rate, B is the average probability that
infection is trangmitted from an infected person to a susceptible individud, ¢ is the
average rae a which new partners are acquired, and D is the average duraion of
infection (Anderson RM, May RM, 1987). It is the mix and interaction of risk
determinants directly (i.e, biologicd or behavioura variddles) or indirectly (i.e,
demographic and economic/politicd  variables) influencing these three factors that
determine how HIV-1 infection soreads in a populaion. Conversdy, interventions
affecting any of these factors decrease the reproductive rate.
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Box 2.3. Vaidbles Influencing the Spread of HIV Infection in a Population.

Biological Variables

Levd of viremia

Infectivity and virulence of HIV drains (drain variation)
Prevdence of other STDs

Lack of mde circumcision

Use of certain vagina products

Behavioural Variables

Rate of partner change

Sexud mixing patterns

Size of and rate of contact with core groups

Type of sexud intercourse (and intercourse, intercourse during
menses)

Leve of condom use

Behaviour and infection rate of partners

Prevdence of injecting drug use

Demographic Variables

Proportion of sexualy most active age groups
Madeto femderatio

Rate and growth of urbanisation

Migration paiterns

Economic and Political Factors

Performance of the hedth care system
Response to the epidemic

Poverty, deprivation, lack of education
War and socid disturbance

Women's status

Attitudes toward sex

Adapted from: Piot P, Laga M, Ryder RW, et al. The globd epidemiology of HIV
infection: continuity, heterogeneity, and change. J AIDS 1990; 3: 403-412.

The Impact of HIV/AIDSin Developing Countries

The impact of AIDS on the individud and on society has not become fully visble
as yet and goes beyond the suffering of infected individuds and ther reatives and
friends. More than any disease of our time, AIDS will have a long term impact on the
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demography, economy, socid system, and hedth sector in the serioudy affected

countries.

Demographic I mpact

The ultimate demographic impact of the AIDS epidemic is controversa but will
vary among countries in proportion to the level the epidemic resches. A consarvative
edimae is tha in sub-Saharan Africa, the populaion growth rate will decline from an
average of 3% to less than 2% per year around the year 2000 (Bongarts JA, 1989; Stanley
EA, Seity ST,  4d., 1989). In countries with a dower population gowth, such as Asa or
Latin America, a severe AIDS epidemic may even lead to negative population growth.
The reduction in population growth will be due to increased mortdity, manly among
young adults - driving force of a nation (Armstrong J, Bos E, 1992). Thus in a population
with an adult HIV seroprevaence of 10% in 1987 (a redity in severa African countries),
the adult mortaity had doubled by 1992. In Thaland, it is edtimated that by the year
2000, 30% of al desths will be due to AIDS (Sittitrai W, Brown T, et d., 1992), and in
Abidjan, Cote d'lvoire, AIDS is now the leading cause of death in adults (DeCock KM,
Barere B, Diaby L, e d., 1990). Instead of benefiting the population by reducing its
growth rate, the mortality rates in ages 15-44 would have tragic effects on the economy,
the socia structure, and the fabric of society (Over M, Piot P, 1993).

AIDS is now reverdng the gains of child survivd initigtives in a growing number
of developing countries. The higtoric trend of a gradud increase of the life expectancy at
birth had been reversed in countries such as Uganda and Rwanda, where by 2020 life
expectancy for maes a birth will be gpproximaidy 15 years bedow projected life
expectancy without AIDS (Armstrong J, Bos E, 1992)

Impact on Health Sector
One of the most vigble aspects of the burden of HIV infection are the large
numbers of emaciated men and women with AIDS in many African hospitds In many
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cities they now conditute up to hdf of dl patients, with AIDS being the mgor cause of
death among hospitalised patients (Harsing SE, Baende E, et d., 1990).

As an increasng number of people with HIV devdop AIDS, the demand for
hedth care will rise ragpidly, and hospitds in some Asan and Ameican cities will
probably face sSituaions smilar to those encountered in Africa today. AIDS patients not
only occupy beds that could be used for patients with treatable diseases, but they will dso
account for both an absolute and reative increase in hedth care expenditure (Scitovsky
A, Over M, 1988). In Thailand, about 1% of total bed days were required for AIDS in
1991, but this will increase to 12% by the year 2000, when the totd direct codts for care
will be 20-65 million dollars (Viravoidya M, Obremsky S, Myers C, 1992). In San dian,
Puerto Rico, the cost of care of AIDS was projected to reach 2 hillion dollars by the year
2000, thregtening to overwhem the hedlth care system of Puerto Rico (Kouri Y, Shepard
DS, et d., 1991). Planning for absorbing this enormous burden of patients is a top priority
for hedth care sygemsin the developing world.

The disease of tuberculosis has been greatly affected by the HIV epidemic, with
risng incidence rates wherever HIV has become endemic (Bloom BR, Murray CI,
1992). HIV-induced immunodeficiency is thought to lead to reectivation of latent
infection with Mycobacterium tuberculosis, and is the driving force behind a new
tuberculoss epidemic accompanying the AIDS epidemic. HIV seroprevaence rates
among tuberculoss patients in Africa and Haiti are now often around 30-50%. In other
developing countries they are 4ill low, but usudly higher than in the generd population
(Elliott AM, Luo N, et d., 1990; Werneck EB, SilvaSGC, et d., 1992).

Economic and Social | mpact

AIDS has become among the five leading causes of hedthy life log in sub-
Saharan cities accounting for 15% of the tota disease burden (Over M, Piot P, 1993).
AIDS affects mainly young adults in the most productive years of ther life and has an
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impact on a variety of economic and socid sectors. Whereas the direct medicd costs to
society are large, the magnitude of the far more important indirect cogts is enormous (The
World Bank, 1992). In Thailand, the indirect costs are estimated a over 2 hillion dollars
for the year 2000, 50 times more than the hedlth care costs (Viravoidya M, Obremsky S,
Myers C, 1992).

The loss of productivity in indudtry, agriculture, and services will affect the gross
domestic product (GDP) in severdy affected countries. In Tanzania, it was estimated that
the red GDP growth rate in the period 1985-2010 would decline by 15 and 28%, from
4% per annum to 2.9-3.4% per annum as aresult of AIDS (Bertozzi SM, 1991).

AIDS has profound impact on the household and basic community as a result of
illness, death of bread-winners, a growing number of orphans, increased expenses for
hedth care, and loss of purchasng power (Banett T, Blakie P, 1992). AIDS truly may
become a destabilising factor in society asawhole.

HIV/AIDS prevention: Rays of hope

The vey serious Studtion in sub-Saharan Africa as a whole masks important
regiona differences in the epidemic. It is encouraging to note that HIV prevdence rates
have remained relativey low (in the 2 - 5% range) and more or less stable in the adult
populations of severd African cities (for example, Cotonou, Benin; Libreville, Gabon;
and Yaoundé, Cameroon). Current studies investigating the reasons for these low, stable

prevaence will no doubt contribute to more effective prevention approaches el sewhere.

There is good evidence that concomitant infection with other STDs, particularly
those characterized by genitd ulcers, faclitates HIV transmisson, and that STD
trestment diminishes the trangmisson of HIV. In a randomized dudy in the Mwanza
region of Tanzania, a near 40% reduction in new HIV infections was achieved through
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the implementation of a comprehensve public hedth STD prevention and care

programme.

Recent trends in HIV infection in women atending severd antenata clinics in
Uganda show ggnificant declines in HIV prevdence. Between 1990-1993 and 1994-
1995, HIV prevdence in pregnant women at sentind Stes decreased 29% overdl. Even
more encouragingly, prevalence diminished by 35% in young women aged 15-19 and
20-24. Since infection levels in these young age groups reflect more recent patterns,
these data suggest that there has been a substantial reduction in the rate of new infections
among young Ugandans over time. Judging from surveys of such populations, behaviour
change may account for the reported declines.

In Thaland, HIV prevaence in military conscripts dropped from 3.6% in 1993 to
25% in 1995. There are indications that prevention efforts are taking effect. In nationd
surveys conducted in 1990 and 1993, the percentage of men vidting sex workers declined

from 22% to 10%. Condom usein commercid sex transactions is now the norm.

A recent internationd study has sown that is possble to prevent HIV among drug
injectors through the early and vigorous implementation of prevention activities, such as
community outreach and needle exchange programmes.

I nfluence of Education on HIV/AIDS Prevention

As a mgor actor in the development of human resources - through the teaching of
literacy and numeracy, the transmisson of basc knowledge and sills for surviva, and
the delivery of vocationd, tertiary, and professond training - the education system bears
both a specid burden in terms of being affected by AIDS and speciad responsbilities for
responding to its impacts. Sex education suited to the needs of diverse groups of people is
an integrd pat of HIV/AIDS prevention. But sex educdion is a very sendtive,
controversa and complex issue in the consarvative socio-culturd environment of India
Contents and dtrategies of sex education for groups of people differing in age, e,
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education, and occupation are to be talored to the needs, interest and absorbing capacity
of each group.

Noting the effects of sex education in other industrialised countries, many helping
professionas believe that the US rate of teenage pregnancy and the spread of AIDS and
other STDs could be curtaled through extensve sex education, including coverage of
contraception. According to CDC (1988), sex education programmes are apparently
rasng public avareness of AIDS. Evidence shows that young people are becoming
better informed about how AIDS is transmitted.

The information and educatiion programmes cannot exis in isolaion. The
decison making process must be placed within the socid context. Educational messages
and counsdling must be backed up by STD sarvice provison, avalability of generd
hedth services, and the easy access to, and the availability of good quality, affordable

condoms.

All too often, HIV prevention programmes focus on providing information, and
encouraging individuals to change their behaviour. But just knowing the facts is not
enough to change peoples sexud behaviour for preventing HIV/AIDS, it is influenced by
alarge number of factors like:

Knowledge (what people know or do not know)

Bdiefs, dtitudes and sdf-esteem (what they think or fed, and what they fed able to
do)

Peer pressure and socid influences (how other people in the community behave, think
and fed)

Wider environment (culture, religion, economic opportunities, hedth policies,

legidation, and service provision)

Peoplé's age and s=x dso affect what they do. As in al communities men and
women are expected to act in very different ways, both sexes are influenced by very
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grong and widey hdd bdiefs about gppropriate mde and femae behaviour (AIDS
action, 1995).

There are studies, which support the view that infor mation and knowledge done
do not aways lead to expected behaviour change. In the Trinidad Nationd AIDS
Programme, some 765 women were educated about AIDS by doaff traned to
communicate about prevention and availability of hedth services. Knowledge increased
but high risk behaviour did not change. Women expressed reluctance to request men to
use condoms for fear of being labeled promiscuous and refused to discuss the subject
with partners because they believed condoms were used by the sick or unfathful
(Kambon, 1993).

Although young people have been incressngly exposed to AIDS prevention
messages, the impact of the threat of HIV/AIDS on their sexua behaviour appears mixed.
On the one hand, the 1988 nationd survey of 15 to 19-year-old maes reveded that
experienced mde adolescents were engaging in  intercourse less  frequently, and
goparently with fewer partners, than was the case in the late 1970s (Sonengtein et d.,
1990). On the other hand, one random survey of 16- to 19-year-olds showed that most
remained unconcerned about AIDS (Strunin & Hingson, 1987). Only 15% reportedly
changed their sexua behaviour because of the spectre of HIV/AIDS. A survey of 99
adolescent femaes who consulted an adolescent hedth dlinic in Arkansas showed a high
level of awareness about AIDS. Ther sexud behaviour remained largdy unchanged,
however. Only 17% of these young women reported that they and their partners had used
acondom to prevent transmission of HIV (Rickert et d., 1989).

Mog theories of hedth education focus on change in knowledge, beiefs and
skills of individuds as causes off behaviour change. Romer, D and Hernik, R. (1992)
ague that this neglects the important contribution of socid environment in supporting
hedthier behaviour and describe a model of socid consequences that dlow dternative
routes of educationa influence a both individud and socid levels The modd assumes
that basc knowledge and sills for avoiding hedth threats may not be sufficent for
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behaviour unless socilly mediated influences that can inhibit behaviour changes ae
addresed. This is egpecidly crucid, given the naiure of HIV infection and the
controversy surrounding its discussion.

The advent of AIDS presents the medicd, menta hedth, and educationd
communities with an unpardlded chdlenge in meding demands for deveoping
programs to contain the spread HIV/AIDS and for compassionate trestment of people
with HIV/AIDS. Asfrightening as AIDS may be, it is preventable.

Complacency and denid of the exigence of AIDS remans a problem for
developing countries and the tendency to regard AIDS a problem of others is growing.
Meanwhile, for those working in AIDS, it has become clear that HIV/AIDS is no longer
an emergency but a fact of life However, there is gill a tremendous opportunity for
prevention, if only we confront the issues that have been known for decades, and which
AIDS hasforced to the forefront.
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